NHS Confidential: Personal data about a patient

* The lonising Radiation (Medical Exposure) Regulations 2000 IR{ME)R require you to complete all this information accurately.
Shaded Areas are for imaging department use. Incomplete/ illegible forms may be returned, Please read overleaf pl’lO!‘ to completion.
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Investigation(s) requested: Please complete for all outpatients

; Is this a New Diagnosis? =N Tr_ill:ked patient?
Is this a Planned Procedure? [w] YES [}
L TTNAS O D TS s Result required by MDT/Clinic on: N_t u]

Date: ,

Clinical summary (to include indication and purpose of examination/intervention under IR(ME)R 2000*): IR(ME)_R ll]é‘ﬁﬁcation: ) © Anitials:

What is the clinical question? (Please PRINT boldly in black ink}

For any interventions (see note 7 overleaf)-

Is your patient on anticoagulants: ..Yes 3 No O  Current INR/coagulation score:.........cveevien.

| Transport GP/Qut-patients

Walking with assistance (suitable for hospital car) ........
Uses own wheeichair
Stretcher..
Escort required (must have medical need)
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Urgency: | |Initiais
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Please indicate any previous surgery or history of mal|gnancy7 '
| TO BE COMPLETED BY REFERRING CLINICIAN ’ o =
. Safety Informahon required for all patients requmng 1V or IA Contrast medium CF/MRI/DSA/IVU/ lnterventlon Addiﬁ_onal infor r'm:u gn for MRI patients
For contrast studies a recent eGFR is mandatory. This patient has no risk factors | Please indicate if ha ie 1t: has any
(See note 4 overleaf). and can proceed to contrast 1 of the following: '
medium without eGFR.
Current eGFR: {: Date of result: INItIlS: oo renrecrerervearenneees | A cardiac pacema - w]
is your patient diabetic?... No O s T the last Z. >0 O
If 50, does your patient take metformin? (see note 5 overleaf) ........ No O ) .
Has your patient had a contrast medium injection before?.............. Aneurysm clipped/ I w0 D
Does your patient have a known contrast medium allergy?.............. Metal fragments in e%isf’? w0 0O
|
Does your patient have severe or multiple allergies? Previous craniaf surgelyfs........0 D
Does your patient have asthma? . ]
: - - - L f ) " Any metalin the body?,.......0 O
For interventions a coagulation screen is required ip-ceftain scenarios — see overleaf for details. O l
Claustrophobia? . LIl L....... OO0
|

« I certify that the correct patient details have been given

« | have taken into account the possibility of pregnancy

Referrer's declaration: (NB: This form is a legal document under lonising Radiatlon Medical Exposure Rc

« | have discussed the examination requested above with the patient, his/her parent or guardla

| « I have given sufficient information for the request to be justified according to IR(ME)R 2000
L « 1 will ensure that the results of the examination are recorded in the patient’s notes
« 1 know of no contraindication to performing the examination or intervention | have request
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