
eXAMINATION DeTAIlS

CT                     X-Ray Ultrasound PET CT

MRI                   DXA Foetal Ultrasound

Examination Requested:...................................................................................................

Last Menstrual Period:................................................... Pregnant: Yes No

Previous Examination: Yes No

Date of Previous Examination:.........................................................................................

Creatinine / eGFR:..............................................................................................................

PAYMeNT DeTAIlS
Hospital Patient Private Patient
Inpatient              Outpatient          Private Insurance           Insurer................................................................................                Self Paying

Doctor’s Signature:................................................................................................... Date:.............................................................................................................................

ClINICAl INfORMATION: ...................................................................................................................................................................................................................................

.....................................................................................................................................................................................................................................................................................

.....................................................................................................................................................................................................................................................................................

PATIeNT DeTAIlS     

Mobility Status: Walking Chair Trolley

Patient Name:.....................................................................................................

Address:..............................................................................................................

...............................................................................................................................

...............................................................................................................................

Date of Birth:......................................................................................................

Contact Tel:.........................................................................................................

RefeRReR DeTAIlS

Doctor’s Name:....................................................................................................................

Address:................................................................................................................................

................................................................................................................................................

Telephone / Bleep:..............................................................................................................

Fax:........................................................................................................................................

Medical Council No:...........................................................................................................

CONTRA-INDICATIONS TO MRI: Due to the strong magnetic fields present, certain patients cannot undergo MR scanning. Patients with cardiac pacemakers, defibrillators,
neuro-stimulators and intra-orbital foreign bodies are contra-indicated for MRI. Certain heart valves, intracranial aneurysm clips, stents, shunts and other implantable
ferromagnetic or electrical devices may also not be suitable for scanning. Please contact the MRI unit if you have any queries about your patient’s suitability for MR scanning.
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