Please complete and email or fax back to Gainesville Open MRI.

_________________________________________________

Doctors Name
_______________________________________________

_______________________________________

Phone number





Fax number

_______________________________________________________________________________________________

Email address

_______________________________________________________________________________________________
User Name (usually first initial and last name)

_______________________________________________________________________________________________
Password (must be 8-20 characters with both numerals and alpha characters, for example- hawaii21)

_______________________________________________________________________________________________

Any physician alias’s, for example Robert, Bob, Rob
AFTER THIS INFORMATION HAS BEEN ENTERED, YOU WILL BE NOTIFIED OF THE INSITEONE ADDRESS.  IF YOU NEED A PERSONAL CONSULTATION ON USING THE SYSTEM, OR WOULD LIKE YOUR NURSE OR ASSISTANT TO BE ABLE TO PULL UP THESE STUDIES, PLEASE LET US KNOW.

EMAIL:  jcolorio@gainesvilleopenmri.com
FAX:  (352) 377-3100







