Imaging Referral Form
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When completed, post to Sussex Imaging Partnership 
2 East Mascalls Cottages, East Mascalls Lane, Lindfield,

West Sussex, RH16 2QN or FAX to 01444 300002

	Patient Details

Patient No                                Title:
Surname:                                   M / F

Forename:                                 DoB:
Address:                                              

Postcode                                  Tel No:



	Referrer Details 

Consultant/GP:                             GMC or HPC Number:


	Insurance Details 

Name of Insurance Company:

Policy Number:

Claim No or Pre-Authorisation No:

	Name (Print)


	Signature

Date
	

	Job Title                        
	Contact No:
	Preferred Radiologist (if applicable)

	Send Report To:


	Date of LMP


	Ignore LMP

             Y / N

Signed:

	Clinical Information

	Pregnant

Yes            No
	Breast Feeding

Yes             No



	Reason for referral

	Examination Requested

	
	For contrast studies please indicate if there is a history  of:

Asthma                              Contrast Reaction  

Renal Dysfunction                                     Diabetes

	For Departmental use only                                                                                          Review Date:

	Previous Examination


	Date Received
	Appointment

	Ignore LMP

Yes                    No


	Date of LMP
	Breastfeeding

Yes                    No



	Female patients:  I have no reason to believe I may be pregnant

Signed:   …………………………………………          Date:   …………………
	Authorised by

Name:
Status: Practitioner or Operator

	Exposure factors / Operator signature
	Radiologist / NM Physician notes



	It is a legislative requirement that this form is fully and legibly completed. Non-compliance will result in this form being returned for satisfactory completion – which may incur an unnecessary delay.


