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Harrogate Diagnostic Imaging Group




Referral for Private Radiology Examination
Please e-mail to:-

radiology@hdft.nhs.uk 
	PATIENT DETAILS

	Name:       DOCVARIABLE  "Pt Name"  \* MERGEFORMAT 
	Date of birth:      

	Patient’s Address:

	     

	Best two contact telephone nos.: 

(ie home/work/mobile)
	     
     

	 FORMDROPDOWN 

	

	If insured:-

Name of Insurance co. 
	     

	Policy No. 
	     

	Claim No. or Pre-authorisation No.
	     


	REFERRER DETAILS

	Consultant/GP (inc. address):
	     

	Clinical details including relevant history and previous imaging:

     
Date: 17 December 2009 FORMTEXT 

17 December 2009


	Examination requested: 
     


	OTHER DETAILS

	If x-ray procedure and patient female:
	Date of LMP:      
or

Ignore LMP: FORMCHECKBOX 






	If contrast procedure:
	Renal function abnormal (known or suspected)
Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

Diabetic





Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

On Metformin





Yes  FORMCHECKBOX 


No  FORMCHECKBOX 


	If MRI:
	Pacemaker





Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

Internal metalwork




Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

(If yes, please detail)      


	DEPARTMENTAL USE

	Protocol:
	

	Preparation:
	
	Authorisation:

Radiologist Initials:

	Appt Date/Time:
	


