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Radiology Request Form�Osborne Park Hospital Radiology Department








�
Opening Hours


Monday - Friday


8.30am – 4.45pm


ophradiology@health.wa.gov.au�
�






GENERAL XRAY / CT�
Ph. X78154�
�
ULTRASOUND�
Ph. X78155�
�
RECEPTION �
Ph. X78150�
�






APPOINTMENTS


FAX�
(08) 6457 8236


(08) 6457 8230�
�






Patient�
( Inpatient


     Ward: ……………….


( Outpatient


    Clinic: ……………..…


    Next Clinic Appt:


    ………………………..


�Height: ……………….


Weight: ……………….�
USE STICKER WHEN AVAILABLE�
UMRN:  �������� 


Surname: ………………………………………..……… 


First Name: ……………………………………..…….…


( Male  ( Female 


Date of Birth: ………………………..….


Address: …………………………………….…………...


……………………………………………………………. 


Phone No. (if O/P): ……………………………..………�
Contact Precautions�
Patient Transport�
�
�
�
�
�
( Contact


( Droplet


( Airborne�
( Walking


( Chair


( Bed


( Portable (Ext. 8154)


( O2�( IV�( Nurse Escort�( Monitored�( Cytotoxic Medication�
�
�
�
�
�
Communication�
�
�
�
�
�
�
( iInterpreter Req’d


     Language:


………………………�
�
�



I certify that this is the correct patient ID sticker …………………………………   (signature)�



The form will be returned if not complete�
�









Referrer�
Consultant Name: ……………………………………�   �Requested by:   ……………………………………… ��Provider No:      ……………………………………… 


Phone/Pager:   …………..……….………….…….…  �
Referrer declaration: In consultation with the patient, I have considered the risks, benefits and alternative investigations available, including the possibility of no investigations at all and consider that the requested examination is required for this patient at this time.�


Signature: ……………………………………  Date: ��  ��  ���
�
�
�
�
�






Request�
Clinical Details (include any relevant surgery and imaging/pathology results)�
�
�
Is the patient pregnant? ( Yes   ( No   ( N/A 

















Clinical question to be answered








�
�
�
Examination(s) Requested (PTO if IV contrast required and/or for interventional procedures)�
�
�












�
( Do not send Results to My Health Record


�
�
�
For CT Contrast examinations, a recent (< 90 days) renal function blood test is required for patients 60 years and over. �
eGFR: …………...…            Date of Test: ��  ��  ���
�






Radiology Use Only�
Protocol/Procedure: 














�
Comments:   …………………………...………………


……………………………………………...……………


……………………………………………...……………


……………………………………………...……………


Approved by: ………… Date: ��  ��  ���
��


Accredited for compliance with RANZCR Standards of Practice for Clinical Radiology.�
�






PLEASE COMPLETE FOR ALL EXAMINATIONS THAT MAY REQUIRE THE ADMINISTRATION OF IV CONTRAST�
�
( Risk of Hypersensitivity Reaction�
�
Does the patient have any known allergies?�
( No    ( Yes ➝ Details: …………………………….…..………….�
�
Has the patient had a previous reaction to contrast media?�
( No    ( Yes ➝ Details: …………………………….…..………….�
�
Does the patient have asthma/eczema?   �
( No    ( Yes ➝ Details: …………………………….…..………….�
�
Does the patient have a history of any other allergic disorders?�
( No    ( Yes ➝ Details: …………………………….…..………….�
�
Is the patient currently on beta blockers?�
( No    ( Yes�
�
Is the patient currently on Interleukin-2 therapy?�
( No    ( Yes�
�
�
�
( Risk of Acute Kidney Injury�
�
Does the patient have a history of kidney disease?�
( No    ( Yes ➝ Details: …………………………….…..………….�
�
Is the patient on dialysis?�
( No    ( Yes�
�
Is the patient taking Metformin?�
( No    ( Yes�
�
�
�
�
�
�
For CT Contrast examinations, a recent (< 90 days) renal function blood test is required for patients 60 years and over.�
eGFR: ……… Date of Test: ��  ��  ���
�
�
�
( Risk of Thyrotoxicosis�
�
Does the patient have known/suspected hyperthyroidism?�
( No    ( Yes�
�
�
�
( Risks – Other�
�
Received or planned radioactive iodine treatment?�
( No    ( Yes�
�
History of Myasthenia Gravis?�
( No    ( Yes�
�
History of Sickle Cell Disease?�
( No    ( Yes�
�
History of Phaeochromocytoma?�
( No    ( Yes�
�
�
�
( Patient Consent�
�
The investigation you have been referred for may require an injection of contrast medium.  This contrast medium improves detection of abnormalities in the body and without its use, significant abnormalities may remain undetected. If you do require an injection, it is routine, iodine based, and can significantly aid in the detection of internal abnormalities. Radiation doses are as low as reasonably achievable. Information about potential risks of CT and Contrast Media Injection will be discussed with you prior to your scan. Further information is available upon request. If you have any concerns please raise them with a staff member prior to having your study. After reading the above information I give my consent for the CT procedure, Intravenous (IV) cannulation, an injection of contrast media if required and the use of ionizing radiation as required to conduct the examination (any concerns can be discussed prior to your exam).  �
�
Patient Name: …………………………………… Signature……………………………………………….…..    Date: ��  ��  ��


Substitute decision maker name: ……………….……….…  Relationship to patient: …………...……………….……..   �
�
Staff Member who has provided information and determined consent process has occurred: �Full Name: ......................................               Position: ………..………………………               Signature: ……………..…………………               Date: �� �� ���
�









��
Your doctor has recommended that you use OPH Radiology for your examination. You may choose another provider but please discuss this with your doctor first.�
�
��
For more information about your examination/procedure please visit imagingpathways.health.wa.gov.au�
�






PLEASE COMPLETE FOR ALL INTERVENTIONAL PROCEDURES�
�
�
�
Is the patient on anticoagulants or antiplatelet agents?�
( No    ( Yes ➝ Details: …………………………….…..………….�
�
If yes, then a coagulation profile is required <48hrs before the procedure.�
INR: ……………   APPT: ……………  Platelets: ……………    Date of Test: ��  ��  ���
�
Completed by: ……………………………………………   Signature: ………………………………………………   Date: ��  ��  ���
�
�
�









RADIOLOGY USE ONLY�
�



PATIENT LABEL HERE�
�
PREGNANCY


Date of 1st day of LMP ………………………��Is there any possibility that you have incurred a risk �of pregnancy since that date?  ( No    ( Yes�Patient Signature: ……………………………    Date: ��  ��  ��


Staff member:  ……………………�
TIME OUT PROCEDURE COMPLETED


�Signature: …………………………………   ��Signature: …………………………………   �


Date:         ��  ��  ��


�Patient allergies? ( No ( Yes ➝ Details: ……….…..…………�
�
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