Radiology request form

PLEASE NOTE:

THIS FORM IS VALID FOR 3 MONTHS. PLEASE BRING THIS FORM WITH
YOU WHEN YOU ATTEND THE HOSPITAL.

ALL SECTIONS OF THIS FORM MUST BE FULLY COMPLETED FAILURE TO
DO SO MAY RESULT IN EXAMINATIONS NOT BEING PERFORMED.
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Chg. No Tick Exam

Chg. No Tick Exam

To be completed by the referring clinician

FLUOROSCOPY

DEXA

THEATRES

DENTAL IMAGING
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[ Correct Side
[ Correct Procedure

O Previous imaging
O Correct Patient

To be completed by radiographer
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Radiation Dose: Gy* m
Fluoro Time:

Date:

Operator:
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