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PATIENT DETAILS

NAME: DOB: AGE:
MEDICARE NUMBER:
ADDRESS:

PHONE:

REQUESTED TEST URGENT O

Insert specific scan details here.

CLINICAL NOTES / REASON FOR REFERRAL

Insert clinical history, symptoms, and indications here.

ALLERGIES:
RENAL FUNCTION (IF CONTRAST REQUIRED):

REQUESTING PRACTITIONER'S DETAILS

REFERRING DOCTOR: PROVIDER NUMBER:
PRACTICE:

PHONE: FAX:

SIGNATURE: DATE:

REPORT COPY TO

FULL NAME; PROVIDER NUMBER:
PRACTICE:

PHONE:; FAX:

Privacy Note: The information provided will be used by Broken Hill Radiology to assess any Medicare benefit payable for the services rendered and to

facilitate proper administration of government health programs and may be used to update enrolment records. Its collection is authorised by provisions

of the Health Insurance Act 1973. The information may also be used by Broken Hill Radiology to facilitate proper administration, to update cfinic patient

records and may be shared with your treating healthcare providers. The information may be disclosed to the Department of Health and Ageing or to a
person in the medical practice associated with this claim and [ or service, or as authorised by law.

B_IR € (08)8088 5958 (ACST/UCT+9:30)  C)' 304 SULPHIDE ST, BROKEN HILL NSW 2880
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www.brokenhillradiology.com.au WA admin@brokenhillradiology.com.au
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