Hip MRI & Xray review form

Please complete and return to Dr. Srino Bharam MD, P.C. with your xrays and/or MRI for
evaluation.

Name: Date of birth:

Age:

Address:

City/State/Zip Code:

Home Phone: Cell Phone:

Involved hip (circle): Right Left Both

Location of symptoms (circle): Groin Lateral Hip Buttock
Date of injury: __ and/or Length of symptoms: ____
Night Pain: Yes No

Do you limp: Yes No

What activities cause you to have pain?

Exam(s) you are sending (circle):
X-rays Date of exam:

MRI Date of exam:

Send to:

Upper East Side

130 East 77th Street

Black Hall, 8th Floor

New York, NY 10075
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