[image: ] Fusion Imaging Request Form

TEL: 01582249216 
FAX: 01582249242                                                     E-MAIL:  aziz.ambia1@nhs.net

	Patient Name/Label : 

Date of Birth:
[bookmark: _GoBack]Address: 	 

Post Code: 
	Mobile Tel:

E-mail:

Patient NHS No:

	X-ray:                    Ultrasound:             MRI :               CT:                              (please tick required modality)    

	Body area to be scanned: 




	Clinical details:





	Referred By:
Name:
Contact Number:
Date:
	GMC Number: 

Practice Address/Practice code:

Secure Practice e-mail:



	I hereby give consent to the above examination and confirm that the examination/procedure has been explained to me. 

	Patient signature:


If applicable to the best of my knowledge I am not pregnant.
	Sonographer/Radiologists signature:

	Date :

	Date: 

	Justification: this procedure has been justified under terms of the IR (ME) R 2000 Regulations 

Signature (Radiologist or Radiographer): 




FOR IMAGING DEPARTMENT USE ONLY

Payee: FUSION RADIOLOGY LIMITED    Bank: Santander, Account : 89330507 Sort Code: 09 01 28

Please visit www.fusion-radiology.com for more information 
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