
IMAGING REQUEST

REFERRING DOCTOR
Name:  Provider no:
Address:  Specialty:

  Phone:

Email:  Fax:

Signature:  Date:

These sections MUST be completed.

Mickleham
9/9-33 Errol Boulevard

Mickleham Vic 3064
Tel: (03) 8658 7151

Email: info@northsideimaging.com.au

REFERRAL/REQUEST(S) FOR: REGION(S)/CLINICAL NOTES:
  CT
  Calcium Score
  Cardiac CT
  MRI
  Ultrasound
  X-Ray
  Euflexxa x 3 (2 weeks apart)

IMPORTANT:
Indicate whether the following applies
to your patient.
History of welding, grinding,
Sheet metal work   Yes   No
Cardiac pacemaker   Yes  No
Brain aneurysm clip   Yes  No
Cochlear implant   Yes  No

  MRI  +/-Orbits +/-Skull
 +/- Chest X-ray

  CT Scanning

  OPG
  Bone Mineral Densitometry (BMD)
  Lung Cancer Screening
  Intervention
  Echocardiography
  Other______________________

BULK BILLING
AVAILABLE

Contrast Allergy

 Yes   No

Diabetes

 Yes   No

eGFR: _____________________________

Date: ______________________________  

REPORTS     
 Urgent Results       

 Fax      

 Phone    

 Copy reports to:

www.northsideimaging.com.au Mon-Fri 9am-5pm  Sun 9am-1pm

imaging
Northside

 PATIENT DETAILS
Name: _____________________________________________________   Appointment  Time: ________________ Date: _______________________
Address: ___________________________________________________ Date of Birth:____________________ Telephone: _______________

PRE-EXAMINATION CHECK

I confirm that prior to this examination
the following processes were completed: 

Staff Initial____________________________________

Date

 Patient ID and exam verified

 Patient consent obtained

 Examination justified and approved

FOR OFFICE USE ONLY Is there a chance you might be pregnant?   Yes  No  

Patient signature ____________________________________



RADIOLOGIST ON SITE, URGENT SAME DAY APPOINTMENTS AND REPORTS,
INDEPENDENTLY OWNED, BULK BILLED CT AND ULTRASOUND GUIDED INJECTIONS
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Arrive 10 minutes prior to your 
appointment.
Continue taking your medication 
as prescribed.

•  CT SCAN: Neck, Chest, 
 Abdomen, Pelvis, Angiogram, 
 Renal, Brain
 Fast for 2 hours prior to the scan, 
 drink plenty of water

•  ULTRASOUND: Abdomen
 Fast for 6 hours prior to the scan.
 Small sips of water are ok.

•  ULTRASOUND: Pelvis, Renal, 
 Pregnancy
 A full bladder is required. 
 Drink 1 litre of water 1 hour 
 before your exam. 
 Do not empty your bladder.

•  XRAY, OPG, BONE 
 DENSITOMETRY
  No appointment or preparation 
 required
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ES •  General X-ray

•  OPG/Dental
•  Low Dose CT
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9/9-33 Errol Boulevard 
Mickleham Vic 3064

(03) 8658 7151

(03) 9022 7851

info@northsideimaging.com.au

www.northsideimaging.com.au

Free on-site parking and 
underground parking 
available.

   Opening hours

Monday to Friday - 
9am to 5pm

Sunday - 
9am to 1pm 

•  Cardiac Imaging
•  Lung Cancer Screening
•  Ultrasound

•  Interventional Procedures
•  Bone Mineral Densitometry
•  Large Bore MRI


