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URGENT REFERRALS SHOULD BE FAXED TO 01749 333740

IMAGING REQUEST FORM

	Patient Name: 

Date of Birth:   ___/___/______    Male  (    Female  (  
Address:

                                                   Postcode:

NHS#__________________________________________
Tel:                                            Mobile:
	Referring Doctor Name:
Practice Code:

Practice Address:

Tel:                                            Fax:

Registered GP Name/Code:

	Ethnic Group:   White  /  Black or Black British  /   Asian or Asian British   /    Chinese  /   Mixed  /    Other _____________________


	Examination Requested:   X-RAY  (        MRI  (        ULTRASOUND  (        SCREENING  (
Body Part:………………………………………………………………………………………………………………………………..
Reason for Request/Clinical Justification:…………………………………………………………………………………………
Relevant Previous Medical History: (including previous surgery)…………………………………………………………

………………………………………………………………………………………………………………………………...

Last Menstrual Period Date:…………………(for females aged 12 - 55 referred for all MRI scans and x-rays between the diaphragm and knees).
Is the Patient Breast Feeding?             Yes ( No ( 

Does the Patient have any allergies? 
Yes ( No ( If yes please specify…………………………………….………



	For MRI requests only:   Does the patient have:

A Pacemaker   Yes ( No (     Cerebral Aneurysm clip(s)   Yes ( No (        Cochlear Implants     Yes ( No (                           
Neurostimulators   Yes ( No (    Programmable Shunts  Yes ( No (    Metallic Stents or shunt    Yes ( No (        Metallic Foreign Body in the eye  Yes ( No (    Any other Metallic Implants  Yes ( No (
If yes to any of the above, please specify:


	REFERRING CLINICIAN SIGNATURE……………………………………………………DATE:………………

(It is a medico-legal requirement that this form is signed by the referring clinician)                          
IMAGING GUIDELINES In deciding whether a request can by clinically justified the Radiology Department must comply with the RCR Guidelines 
                                                     defined in "Making the best use of a Department of Clinical Radiology”. 


	Radiologist/Radiographer Use Only

The patient has confirmed as follows:   ARE YOU OR COULD YOU BE PREGNANT?  
Yes ( No ( 
Signed                                                                                  Signed
(Patient)………………..………………………Date………..   (Staff) ………………………..………….…….…… Date…………

Patient ID verified: Yes ( No (  Request clinically justified: Yes ( No (  If No-Case referred to Radiologist:
Yes ( No (  

EXAM REQUIRED: ………………………………………………………….……..PREP REQUIRED:…………………………….

EXPOSURE/DOSE INFORMATION:
VIEW
DAP

SCREENING TIME

MAS

KVP

PATIENT SIZE (circle)

S     M      L
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