Imaging Request Form:

CT, Ultrasound & X-ray @iﬂgﬂ”S’ics ”K

Your Healthcare Partner

Please complete all the relevant sections of this request form.
Completed forms should be faxed to 0870 1304854

Patient Information \Funding \
SUrNAME:..cceeeeecerreenneenees Forename:.................. GP/NHS L Private Insurance 4

Gender: am aF Self Funded O

Date of Birth: / / Patient’s Health Insurance Company:
AdAress:......ccciiieiinneinnnninennieisssenesnssssnssssasens

[T oo s [P ST Membership Number:

NHS NO....c e et sescs s snneeesenanas

0= = o] 1 o T 1= U ST
Email Address:......ccceveeeervneerrnerrissenenssneerssnserecssanesses

Name: Telephone:

Job Title: Fax:

Hospital / GP Practice: Email Address:

Address: Signature:

Postcode: Date: / /

Relevant Medical History

Please include details of any relevant previous imaging and surgery. Drug AIIergies:
Could the patient be Pregnant: YesU NoUl
Last Menstrual Period: / /
Most recent Creatinine: Date: [/ /
Is the patient diabetic: YesO NoOd
If yes, on Metformin? YesO Nold
Infection risk? YesU NoOd
Examination Requested: cTQ Ultrasound O X-ray O
Reason for referral: Body area to be imaged:
Please send all relevant previous radiological reports

Please send or fax this form to
DiagnosticsUK, 166 Streetsbrook Road, Shirley, Solihull, West Midlands, B90 3PH
Telephone: 0203 371 9495 Fax: 0870 130 4854 Email: request@diagnosticsuk.com



