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                                                                                  PtHB IMAGING REQUEST

	Surname
	
	NHS Number
	
	[image: image1.jpg]Walking

	Forename(s)
	
	D.O.B
	
	Wheelchair

	Address
	
	Sex
	M / F
	Trolley

	
	
	GP Practice
	
	Bed

	
	
	
	
	Portable

	
	
	
	
	Ambulance

	Post Code
	
	
	
	Hoist

	Telephone
	
	Ward /

Dept
	
	
	Preferred language: 
	Welsh
	English
	Other (Specify)
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	Exam Requested
	
	
	
	
	
	Date
	

	
	An alternative examination may be substituted in accordance with departmental procedures
	
	

	Clinical Details & Relevant Medical History


	
	Priority-
please indicate
	LMP Date



	
	
	Urgent

	Consultant



	
	
	
	GP

	
	
	Routine
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Referrer Details IR(ME)R requires that only suitably entitled persons should refer patients for radiological examination
Incomplete or incorrectly completed requests will be returned to the referrer
	Speciality (if non-medical referrer)
	

	Name
	
	Signature
	
	Bleep / Contact Number
	

	

	Additional Information

Infection/Medical status:
	Has the Patient recently received a positive test for an infectious illness

Please give details ………………………………….                                                     
	Y
	N
	
	Is the patient taking clopidogrel?
	Y
	N

	
	Is the patient diabetic?
	Y
	N
	
	Is the patient taking warfarin?
	Y
	N

	
	Is the patient taking metformin?
	Y
	N
	
	Has the patient had a recent MI (<2wks)?
	Y
	N

	
	
	Y
	N
	
	Has the patient had a previous contrast agent exam?
	Y
	N

	
	Does the patient have abnormal renal function?
	Y
	N
	
	Does the patient suffer from glaucoma
	Y
	N

	
	(if yes discuss the request with a radiologist)
	Is the patient breast-feeding?
	Y
	N

	
	Weight kg)
	
	
	


For Department Use Only

	Justified / Authorised by


	Authorisation Code


	I authorise the administration 
of…………………………………..

In accordance with department protocols for the examination detailed here.

Signed………………………………………..


	Exposure Carried Out By:

	
	
	
	DAP

	ID checked:  
SIGNED……………
	
	
	 Images
	

	
	
	
	
	

	Radiographer Comments (this is not an official report)
Radiographer signature
	Patient signature

	I confirm I am not pregnant. 
LMP date           /    /  

	
	Radiographer signature
	


Radis Number / Appointment / Visit Label








TEL: Welshpool 01938 558940 FAX: 01938 558907 /
 Newtown 01686 617225 FAX: 01686 617249

