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TODAY’S DATE: E‘m
BC CHILDREN’S HOSPITAL RADIOLOGY CONSULTATION REQUEST b
4480 Oak Street, Vancouver, B.C. V6H 3V4 (604) 875-2132, FAX: (604) 875-2367 e ——
IMAGING REQUESTED: | PATIENT LOCATION: MRN:
Check one only te of Birth (D/M/Y Age
[] X-ray/Fluoroscopy |[] Emergency
[] Cath Lab/IR [] Clinic/Outpatient
[] CT Scan [] OR
[] Ultrasound _ .
[] Nuclear Medicine [ InpatienWand:
D MR Scan & Pt Room #:
Patient Screening Form |[T] B.C. Women'’s
MUST be attached Contact Numbers Required [H]
Select if applicable: [Office]
[[] Review of Images [] Request Portable [Cell]
QOUTSIDE IMAGES FROM: DATE OF EXAM(S):
EXAMINATION ORDERED: ALLERGIES/SPECIAL INSTRUCTIONS:

IS THE PATIENT SUSPECTED/CONFIRMED INFECTIOUS? [JYES [JNO
IF YES, IS THE PATIENT: [ ]CONTACT [ ]DROPLET [ JAIRBORNE [ |SPECIFY:

PERTINENT HISTORY: (NO EXAM IF NO PROVISIONAL DIAGNOSIS)

Patient’s Height cm Patient’'s Weight kg Beta HCG Test [_JPos [ |Neg
ATTENDING STAFF PHYSICIAN HOUSE STAFF SIGNATURE EXTRA COPIES TO:
BILLING # & PRINTED NAME MANDATORY (Fellow, resident, MSI)

VERBAL REPORT TO: (urgent requests only)

DOCTOR : - PHONE PAGER #

R o e JRRADIOLOGYUSEONLY = =
TECHNOLOGIST'S COMMENTS: RADIOLOGIST ORDERS:
Exam Date
Exam Time
Signature
BOOKING/COMMENTS:
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