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Patient Name:

Date of birth:

Address:

 This is a work cover claim

Medicare:

Phone:
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 X-Ray Interventional

REGION OF INTEREST:

MRI X-ray orbitsCT

Ultrasound Mammogram

 Urgent

 Routine

 Other_______________

URGENCY

CL
IN

IC
A

L 
H

IS
TO

RY

Is the patient pregnant   Yes    No   Unsure  Not applicable Is the patient is diabetic  Yes    No

Referring practitioner:

Name:

Contact details:

Signed Date / /

 Renal imparment eGFR:_______

 Contrast allergy

 Diabetes

 Metformin

 Grave’s disease

 Pacemaker

 Neuro/Bio stimulant

 History of metal
work/welding

 Medication patches

Alert CT Alert MRI

COPIES TO:

1A Powers St,  Bundaberg West QLD 4670 

booking@voxelrad.com.au

This is a work cover claim

Medicare

Mobile

Age
Patient Name

Gender

Address

Date of birth

No

Unsure

Is the patient is diabetic Yes

NoYes Not applicableIs the patient pregnant 

Renal imparment  eGFR..............

Contrast allergy

Diabetes

Metaformin

Grave’s disease

Alert CT 

Routine

Other..............

Urgnet

Urgency

Referring practitioner

Contact details

Date       /          /

As a consumer, you have the right choose any radiology provide for your imagining

Pacemaker

Medication patches

Mri only

Neuro/Bio stimulant
History of metal 
work/welding

Alert MRI

(07) 2102 3583(07) 4181 0200 (07) 4181 0215


