Victorian Imaging
Specialists
General Practitioner Imaging Request/Referral

Patient Details
Patient Name:
Date of Birth: Telephone Number:
Address: CT Scan
. L IV Contrast Alert
Medicare: Expiration Date: Contrast Allergy:
Examination Required: Yes O No O
Renal Disease:
O CT-Scan O Ultrasound Q X-Ray QO Other: Yes O No O
Metformin:
Clinical Notes: Yes Q No
Female: @
Male: O
Is the patient
pregnant?
Yes @ No O

Referrer Name: Provider Number:

Referrer Address:

Copy Report to:

Signature: Date:
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