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9/9-33 Errol Boulevard

Mickleham Vic 3064

Tel: (03) 8658 7151

Email: info@northsideimaging.com.au

PATIENT DETAILS

Name: D.O.B:
Address:

Phone: Medicare Number:

IMAGING MODALITY REQUESTED
VIEWS REQUESTED
CERVICAL SPINE: THORACIC SPINE: HIPS:
OAPOM [JAPLC [ Neutral Lateral O AP [ Lateral O Left [ Right

LUMBAR SPINE: TWO REGION SPINE:
O AP [ Lateral [ AP Lumbo-Pelvic [1] SlJs [J Cervical - Thoracic [ Thoracic - Lumbar

ADDITIONAL VIEWS OTHER: (Please specify)
Obliques: Flexion/Extension:
[ Cervical [ Lumbar [ Cervical [ Lumbar

CLINICAL NOTES (Please mark area of clinical concern) FOR OFFICE USE ONLY

PRE-EXAMINATION CHECK

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

D Patient ID verified
D Procedure & correct side verified
D Patient consent

Staff Initial

@ Date

For female patients, is there any
chance the patient may be pregnant

REFERRING DOCTOR These sections MUST be completed. [ Yes [ No

Name: Provider no: REPORTS
Address: Speciality: [ Urgent Resuits
Phone: [ Fax

Email: Fax: [ phone

Signature: Date: [ copy reports to:

www.northsideimaging.com.au Mon-Fri 92am-5pm Sun 9am-1pm




