RADIOLOGY REFERRAL FORM Referrers please complete all sections of upper form fully – incomplete forms will be returned
	REFERRING  Source

	□ Hospital       □ GP name
…………………………….

	Consultant: name in full

	Speciality:

	[image: image1.png]Bwrdd lechyd
Addysgu Powys

Powys Teaching
Health Board




□ Ward:      

□ Outpatient

	Medical status of patient:
□ Asthma 

□ Diabetes 
□ Allergy (type………....)

□ Epilepsy
□ Renal impairment

NB: For all contrast studies: please state
Creatinine normal? □Y□N

	Infection status: 
+ve for

□ MRSA □ C Diff
□ D & V  □ other……….

	Patient pregnant? 

□ Yes         □ No
____________________  
For nuclear medicine :
Patient breastfeeding?

□ Yes         □ No

	Lower bowel studies:
Patient fit for prep (picolax) administration?* 
□ Yes         □ No
……………………………

(Signature of referrer)
*Rpt:NPSA/2009/RRR012

	PATIENT
	Surname
	Hospital no.
	____________________

Date of previous radiology


	 □ M      □ F       
	
	
	

	Date of birth
    /      / 
	Forenames
	RadIS no.
	

	
	
	NHS No.
	

	Address

Postcode
	Telephone 

Home…………………………….

Work……………………………..
Mobile…………………………….....
	Weight

BMI (if known)

	
	
	Occupation

	Patient Category

□ NHS
□ Private

□ Cat II

	Transport 

□ Walk
□ Chair
□ Trolley/bed
□  Portable 
□ Ambulance
	Special Considerations 

□ Language difficulty ……………………
□ Learning disability…………………….
□ Confusion / dementia ………………
□ Visual / hearing impairment……..….
□ Physical impairment / other……...….
	GP name:

Surgery:

Tel:……………..…..Fax……….…..…….

	EXAMINATION Requested
	Clinical details 

	□ Routine         □ Urgent
	

	Signature of Referrer                                             
Bleep                Ext 
	                                            Print name: 
                                                                 ……….………………………………….. ………………………………Designation:                                Date:      /      /                                             
	Ext
	Bleep


-----------------------------------------------------------------------------------------------[fold]------------------------------------------------------------------------------------------------------------
This section for Radiology use only
	
Referral authorised  
by;            (signature)

Appointment: (OP’s)

(sent for: IP’s)                               Dat
□ Routine   □ Urgent
	PREGNANCY    (Female patients 12-55 yrs)
Complete for pelvic & abdominal X-ray exams & all nuclear medicine referrals:
- Is Patient pregnant? 

□ YES - and referral is authorised;  
  Signature of person
 authorising exposure 
□ UNSURE - check LMP and if not overdue proceed with exam for low dose cases (see IR(ME)R file)
                       LMP:     

     - For high dose exams apply 10 day rule:
                 □ Examination within 10 days of LMP
□ NO - proceed with exam            
  _____________________________


Checked by : 

I confirm that the above information is correct:

Patient’s signature

(always required)


	   [ pending / exam label ]

	 Procedure details    NB; check pregnancy ►

Patient ID checked by


No. of: exposures              Images > PACS
  

Total DAP (DLP for CT)

Exposure Initiated by:


Radiologist reporting:

	
	

	 Nuclear medicine only
	
	……………………………………………………

Radiologist instructions:



	Radiopharmaceutical
	
	
	

	Activity
	
	
	

	Administered by
	
	Checked by
	
	
	

	Time administered
	
	
	

	Breastfeeding checked by
	
	
	

	DAG no authorising /name of ARSAC Licence holder  
	
	
	







































































       /       /





Date:        /        /





Time:…………am/pm












































Procedure comments:

















