
Hip MRI & X-ray review form 

 

Please complete and return to Dr. King with your x-rays 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 

 

Exam(s) you are sending (circle): 

 X-rays      Date of exam: ___________ 

 MRI          Date of exam: ___________ 

Send to: 

David J. King, M.D. 

Orthopedic Associates 

1050 Old Des Peres Rd.  

Suite 100 

St. Louis, MO  63131 

 


