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Address
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Mobile No

Examination Requested

Clinical Details

Referred By

Contact details

Provider number

Send copy to

Signature

Date

General
Referral

T: 07 3613 2888
F: 07 3613 2800

. Your doctor has recommended you attend
Brisbane Radiology. Your results will be sent
to your referring practitioner

E : bookings@brisbaneradiology.com
W: brisbaneradiology.com

You may choose another provider but please
discuss this with your doctor first
We welcome all referrals



Breast Health
Patient Details Imaglng Referral

Full Name Address

DOB

Medicare No

Mobile No

Examination Requested

O Comprehensive Breast Exam

May include
IV CONTRAST ALERT e Cone Beam Breast CT e Ultrasound

¢ Mammography with Tomosynthesis +  Fine Needle Aspiration
Coutt Rt e  Contrast Enhancement e«  Core Biopsy/VAB
) Yes () No e MRI » Radiologist Consultation
Rl Biecsss () Breast Surgeon Consultation
_) Yes (_) No
Diabetes Metformin Q Selective Breast Imaging Procedures and Services
treatment Select from below Select from below
. - O Cone Beam Breast CT (O Core Biopsy / VAB/FNA
) Yes (_) No O Mammography with Tomosynthesis O Pre-Surgical Localisation
Creatinine level: © Ultrasound

. O MRI

eGFR:
Date: Clinical Details

PREGNANT?

D Yes (_)No

CT - Al Optimised

Ultrasound - 4D Referred By Prior Imaglng
Digital X-Ray Contact Details Performed at

3T MRI

Interventional Procedures Provider Number Date / /

Whole Body MRI
Send Copy to

Radiologist

Signature Date
/ /
T: 07 3613 2888 E : bookings@brisbaneradiology.com
F: 07 3613 2800 W: brisbaneradiology.com
. Your doctor has recommended you attend . You may choose another provider but please
Brisbane Radiology. Your results will be sent discuss this with your doctor first

to your referring practitioner . We welcome all referrals
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