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Shepton Mallet 
NHS Treatment Centre
RADIOLOGY DEPARTMENT 
CLINICIANS APPROVED FOR MEDICAL IMAGING REFERRAL

Practice Name: ……………..



Address: …………………….





    …………………….






    …………………….
Tel No : ………………………
Fax No: ………………………
	Clinician Name/Profession (Please print below)
	Signature/Qualifications/GMC (or other approved Professional Authority) Registration Number

	
	………………………………….

Signature

………………………………….
Qualifications

………………………………….

GMC/ Other Professional Authority Registration No.(Please specify)


