IMAGING REQUEST FORM

FAX: 0845 6171335

YORKSHIRE
HEALTH
SOLUTIONS

innovation & quality

PATIENT NAME/LABEL: HowmeE TEeL:
ADDRESS: MOBILE TEL:
POSTCODE: DATEOFBIRTH:_ | WORK TEL:
PATIENT NHS No: E-MAIL:
BoDY PART TO BE IMAGED
EXAMINATION REQUESTED
IF AVAILABLE:
CLINICAL DETAILS
ULTRASOUND |:| INCLUDING ANY PREVIOUS SURGERY AND CURRENT MEDICATION:
MRI * ]
CT ]
X RAY L]
OTHER L]
CREATININE/EGFR:
DATE OF TEST:
*PLEASE SEE DECLARATIONS FOR
CONTRAINDICATIONS

REFERRER’S DECLARATION.

I.

THE CORRECT PATIENT DETAILS HAVE BEEN
ENTERED

ToO THE BEST OF MY KNOWLEDGE THIS
PATIENT DOES NOT HAVE ANY ABSOLUTE
CONTRAINDICATIONS TO MRI (E.G. CARDIAC
PACEMAKER, PACING WIRE, ANEURYSM CLIPS,
COCHLEAR IMPLANT, IOFB).

[ HAVE GIVEN SUFFICIENT CLINICAL
INFORMATION TO JUSTIFY THE REQUEST
ACCORDING TO IR(ME)R 2000.

[ HAVE TAKEN INTO ACCOUNT THE
POSSIBILITY OF PREGNANCY.

[ WILL ENSURE THAT THE EXAMINATION
RESULT WILL BE RECORDED IN THE PATIENT
NOTES

REFERRER’S SIGNATURE:

PRINT NAME:

DATE:

REFERRER SPECIALTY:

REFERRER’S CONTACT:

ADDRESS FOR REPORT:

I HEREBY GIVE CONSENT TO THE ABOVE EXAMINATION AND CONFIRM THAT THE EXAMINATION/PROCEDURE HAS BEEN EXPLAINED TO ME.

PATIENT SIGNATURE.
IF APPLICABLE I CONFIRM TO THE BEST OF MY KNOWLEDGE I AM NOT PREGNANT.

OPERATOR’S SIGNATURE:

DATE:

DATE:

BILLING INFORMATION (PLEASE TICK):

FOR IMAGING DEPARTMENT USE ONLY
JUSTIFICATION: THIS PROCEDURE HAS BEEN JUSTIFIED UNDER TERMS OF THE IR(ME) R 2000 REGULATIONS

DNHS DINSURED DSELF FUNDING SIGNATURE (RADIOLOGIST OR RADIOGRAPHER)

YHS L1D. UNIT s CARWOOD PARK. LEEDS. LS1%5 4LG. | TEL: 0112 6171245. FAX: 0845 6171224



