
:tj1 ru1A Cabramatta Glenquarie lngleburn 

llijll diagnostic imaging 
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IMAGING REQUEST 

Patient Name: ___________________ _ Date of Birth: ______ _ 

Address: ________________________________ _ 

Medicare No.: __________ _ 

EXAM REQUIRED 

Q MRI 

Q X-Ray 

Q OPG Q Lat Ceph 

0 CTScan 

0 Angiography 
0 Calcium Score +/- Coronary Angiography 
0 Cholangiogram 
0 Enterography 
Q OTHER: ............................... . 

0 3D Mammography+/- Ultrasound 

0 DEXA (Bone Mineral Density Scan) 

REGION REQUIRED 

CLINICAL HISTORY 

REFERRER DETAILS 

Signature: ______ _ 

Contact No.: _______ _ 

Q WORKERS COMPENSATION Q THIRD PARTY 

0 Ultrasound 

0 Abdomen 
0 Liver Elastography and Portal Vein Doppler 
0 Renal 
0 Pelvis 
0 Obstetric 
0 Musculoskeletal 
0 Doppler Study 
Q OTHER: ............................... . 

0 lnterventional Procedure/ Consultation 

0 Pain Management Injection 
0 Biopsy 

Date: ____ _ 
Copies to: ______________ _ 

MORE REFERRAL PADS: 0 Results O ROUTINE O URGENT O CALL O FAX O ONLINE 

www.niaimaging.com.au 
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