F.22
FREMANTLE HOSPITAL & HEALTH SERVICE RADIOLOGY DEPARTMENT
ABN 55674 397 448

RADIOLOGY REQUEST
Ph: 9431 2664 / Appointments 9431 2453 / MRI ph 9431 3040 fax 9431 3041
Please fill in all required areas, or this request will be returned to you
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This document is issued in accordance with the
Department open between 0800 & 1700 Mon to Fri, fax form to 9431 2663. RANZCR/NATA accreditation requirements.
For URGENT A/H genera| X-rays, phone 9431 3724. Accredited for compliance with ISO/IEC 17025
For URGENT A/H CT, U/S, DSA etc, contact the on call radiology registrar via switchboard.
Please fax Private Referrals to 9431 2664, excluding General Xrays, for an appointment.

OFFICE USE ONLY

Patient’s Surname ...UMRN.

Serial No. Label
Christian Name .........ccouiiiiiiiiccice e e

AArESS.......eee e

USE STICKER WHEN AVAILABLE

INVESTIGATION/S REQUESTED

Ward/Clinic: Radiographer: Radiologist:

Consultant in Charge / Requesting Practitioner: Contrast & Dose:

WHAT INFORMATION IS SOUGHT AND RELEVANT CLINICAL DATA:

MO Requesting (PRINT):

Radiographer’s Notes and

Protocol
Telephone number / Pager / Fax / Address:
Provider Number:
Any of the following risk factors for contrast induced nephropathy (please circle) : La If yes what is the current serum creatinine?
Diabetes (type | or II) Myeloma Heart failure/shock
If serum creatinine >110umol/L what is the creatinine clearance?
Renal impairment or dialysis Current nephrotoxic medication
Age >65 years Recent iodinated contrast (in last 72 hours)
Creatinine clearance = (140-age) x weight (kg) x K
No [] Not applicable (Non contrast study) [] Yes [] Serum creatinine
K =1.23 men, 1.04 women

For contrast study page 2 must be signed and both sides faxed. —

Taking Metformin? Y [] N [] Previous adverse contrast reaction? Y [] N []

PATIENT CONDITION (Please Circle) Walking Chair Bed \% Oxygen *Portable PREGNANT / NOT PREGNANT

*Portable Xray— contact department on 2877 or A/Hours and ED 3724 (DO NOT send or fax request)

Staff Signature
The above information is complete and correct
Signed Date
FH & HS Radiology February 2008
Request Form Version 2

Authorised by the Quality Manager Page 1 of 2
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FREMANTLE HOSPITAL & HEALTH SERVICE RADIOLOGY DEPARTMENT

Information for Administration of Contrast Medium  Thisdocumentis issued in accordance with the

RANZCR/NATA accreditation requirements.
Accredited for compliance with ISO/IEC 17025

OFFICE USE ONLY
Patient’s SUMame ...........cccoooiiiiiieiieee e UMRN......oooiiiiicens

ChIStiaN NAME ... e

Serial No. Label
Address.........

USE STICKER WHEN AVAILABLE

The investigation you have been referred for may require an injection of x-ray contrast medium. This contrast
medium improves the detection of abnormalities in the body and without its use, significant abnormalities may
remain undetected.

During injection most patients report a transient feeling of warmth or a metallic taste in the mouth.
However, as with all drugs, side effects and adverse reactions are possible. Minor reactions usually consist of
itching and facial swelling. More severe reactions can result in shortness of breath and low blood pressure. It

is very rare for reactions to be life threatening, less than 1 in 100,000.

In this Radiology Department, we use the latest contrast media where side effects and adverse reactions are
kept to a minimum and our staff are trained to deal with any side effects.

More serious adverse reactions are usually related to an allergy to contrast media.
To reduce the risk of reactions, please answer the following questions:

Have you had a previous reaction to x-ray contrast media? YES /NO
Are you allergic to other drugs, bee stings, have eczema or asthma? YES /NO
Do you have poor kidney function? YES / NO
Are you breastfeeding? YES / NO
Are you on any Diabetic medications? YES / NO

If you have any concerns, please raise them with a staff member prior to your study.

Patient Acceptance of Injection of Contrast Medium

| have read and understood the above information. | give my permission to have an x-ray contrast injection as
part of my examination.

Patient Name: Date:

Patient Signature:
Or legal guardian

Interpreter’s Signature:
If required

Medical Officer authorises contrast injection, if the patient is unable to sign or has had a previous allergic
reaction or other

Medical Officer Signature:

FH & HS Radiology February 2008
Request Form Version 2
Authorised by the Quality Manager Page 2 of 2



	For URGENT A/H general x-rays, phone 9431 3724. 
	For URGENT A/H CT, U/S, DSA etc, contact the on call radiology registrar via switchboard.
	INVESTIGATION/S REQUESTED 

