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Notice to the patient. For Medicare eligible examinations only: Your referrer has recommended that you use 
Queensland Health. You may choose another provider but please discuss this with your referrer first.

Clinical details  (include relevant surgery, imaging and pathology results)

Pregnant?  Yes   No
Infectious?  Yes   No
Allergies?  Yes   No

 Previous reaction to contrast
Details:

Risk factors for CT, MRI, IVP, Angiography

 Nil or  >70 years  Hx renal insufficiency

 Diabetic  On Metformin

Declaration: I have assessed the above risks to the patient for this examination.

Requested by: ____________________________  Consultant name: _______________________________

Signature: Pager/Phone:   Date: 

Obligatory MRI Questionnaire
Aneurysm clip  Yes  No Programmable shunt  Yes  No
Embolisation coils  Yes  No Metal prosthesis  Yes  No
Inner ear implant  Yes  No Penetrating eye injury ever  Yes  No
Neuro/biostimulator  Yes  No Stent  Yes  No
Heart surgery  Yes  No Requires sedation/pain relief  Yes  No
Prosthetic cardiac valves  Yes  No Requires GA  Yes  No
Cardiac pacemaker/wires  Yes  No Claustrophobia  Yes  No
Vena cava filter  Yes  No Not able to lie flat  Yes  No

Time

Date

Room

Initials

If yes to any please complete
Creatinine __________________   eGFR _______________   Date ________________________

The aim of this imaging is to  (tick one and explain)

 Confirm    Exclude    Define    Progress of

(AFFIX PATIENT LABEL HERE)  Inpatient Ward_________________________

 Mobile Bed no. ______________________

 Outpatient Clinic ________________________

 Private Attn Dr ______________________

 Bulk Bill

URN: ____________________________________________________________________________________

Family Name:  _________________________________________________________________________

Given Names:  _________________________________________________________________________

Address:  _______________________________________________________________________________

Phone:  _______________________________________________________________________________

Date of Birth:  ________________________________   Sex:   M    F    I

Imaging requested After Hours:
• TPCH 3139 5694 • STARS N/A
• RBWH 3646 7883 • Caboolture N/A
• Redcliffe 3883 7432

 Routine    Urgent
Date req. by

 Royal Brisbane and Women’s Hospital (RBWH)
Medical Imaging
Phone: (07) 3646 2606  Fax: (07) 3646 5379
MedicalImagingRBWH@health.qld.gov.au 

 The Prince Charles Hospital 
Medical Imaging and Nuclear Medicine
Phone: (07) 3139 4555  Fax: (07) 3139 4253
MedicalImagingTPCH@health.qld.gov.au

 Redcliffe Hospital Medical Imaging
Phone: (07) 3883 7750   Fax: (07) 3883 7525
MedicalImagingRedcliffe@health.qld.gov.au

 Caboolture Hospital Medical Imaging
Phone: (07) 5431 8444  Fax: (07) 5498 3845 
caboolture.hospital@i-med.com.au

 Surgical, Treatment and Rehabilitation Service (STARS) Medical Imaging
Phone: (07) 3647 6310   MedicalImagingSTARS@health.qld.gov.au
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