
Examination Requested 

Chiropractic (all examinations performed load bearing unless otherwise requested)

Long Spine Film AP Lat 

C Spine AP AP Open Mouth Lat Oblique Flex / Ext 

T Spine AP Lat 

L/S Spine (inc Pelvis) AP Lat Oblique Flex / Ext 

Podiatry (all examinations performed load bearing unless otherwise requested)

Left                                   Right Bilateral 

X-Ray

Foot AP Lat Oblique 

Ankle AP Lat Mortis 

Knee AP Lat Intercondylar 

Femur (AP and Lat) Tibia / Fibula (AP and Lat)

MRI 
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