IJ_H_'-LLI Wellington Place
- - London NW8 9LE
The Wellin g[on HOSPItB' Main (switchboard) 020 7586 5959

South Ext 5012

South Fax 020 7483 5082

RADIOLOGY REQUEST FORM 0 T8 08
North Fax 020 7483 5055
CT Ext 6016

CT Fax 020 7483 5106
MRI 020 7483 5142

Please send all relevant imaging with patient MRI Fax 020 7483 5141
Patient NAMIC! ...oveeeeeeeeeeeeeeeeeee et ese s seeseesses Radiology Appointment
DoB: oo/ v/ e Hospital numbet: X ..c.ocovererrerninnn. Date: ........ " A Time: e
AdALESS: vttt Referring D OO e,

Address for Results:

Daytime tel. N0: ..o
for females (12-55yrs): LMP date: ......ccovveevvicicrvniciniinee
Could you be pregnant? Y/N

SIZNEA: o 8 N R
Fax: oo

Next appt. with D1 oo

For In- Patients only: [] Walking  [] Bed

[ Wheelchair [] Trolley Special requirements: e.g. interpreter,

oxygen, barrier nursing, disability etc.

Room numbert: ... [] Portable [ ] Theatre

For I.V. contrast examinations (IVU, CT, Angio)

Please indicate if the patient is: For MRI patients: Please note any MRI
Diabetic on Metformin? Y/N contraindications e.g. history of intra-orbital FB,
Asthmatic/allergic to contrast? Y/N intra-cranial  aneurysm  clip, pacemaker, prosthetic
On Watfatin? (see below) Y/N heart valve, pregnancy, etc.

(If patient is on Warfarin and this request is for an angiogram contact X-ray Department for

| guidance)

Clinical Information: Examinations — cannot — be  performed — without  sufficient  clinical  information  (-lonising
Radiation Regulations 2000) — Please see overleaf

(What clinical question do you require answering?)

Examination(s) Required:

Doctors SIgNAtULE: .......c.covuieirieeiriicicirieneneieeeieeeineiennes Date: ............ Y S
Justified by: Size No Exposure details
Radiographer: 18 x 24
Date: 24 x 30
Comments: 35 x 35
30 x 40
35x43
Room No: Rejects Other
SP7095 Screening time/dose:




Duties of the Referrer Under IR(ME)R

The Imaging Department at the Wellington Hospital operates in accordance with the
requirements of the Ionising Radiation (Medical Exposure) Regulations 2000
(IR(ME)R). Therefore your attention is drawn to the following points.

Referrals:

* A request for a radiological investigation will be regarded as a request from a
registered medical practitioner, dental practitioner or other health professional to the
Imaging Department for an opinion to assist in the clinical management of a patient.

*  Radiological investigations will only be undertaken upon receipt of a written request
signed and dated by a registered medical practitioner or other health professional who
has a referral agreement with the department

* Referrals, request form or headed letter, must precede or accompany the patient. Faxes
are accepted. The request should be clear and legible.

* All requests must have adequate information to allow unique identification of the
patient (usually name, d.o.b, and address),

* All requests must have adequate clinical information to justify the examination based on
the Royal College of Radiologists’ Guidelines — “Making the best use of a Department of
Clinical Radiology: Guidelines for Doctors” [1]

* All requests must clearly state the modality required to undertake the examination.

* All requests must be marked with the referrers contact details.

Females of Childbearing age (12-55yrs):
* For X-ray examinations between the diaphragm and the knee, all requests must state
the date of the first day of the patients last menstrual period.

Clinical Justification of Requests:

*  Under the IRIMME)R regulations, all imaging requests must be justified by an imaging
department practitioner to ensure that there is a net benefit, from the examination, to
the patient. Therefore, any requests that are illegible, unsigned or lacking the required
information will be returned.

[1] Available from The Royal College of Radiologists, 38 Portland St., London W1B 3]JQ
(www.rcr.ac.uk)



