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London NHS Diagnostic Service

ULTRASOUND REQUEST FORM
For echocardiography, please use physiological measurement request form
PLEASE NOTE – WE ARE UNABLE TO ACCEPT REFERRALS FOR PATIENTS UNDER 18 YEARS OF AGE
PLEASE NOTE – WE ARE UNABLE TO ACCEPT REFERRALS FOR BREAST ULTRASOUND

	Patient ID

NHS number:
«PATIENT_Current_NHS_Number»
Name:

«PATIENT_Forename1» «PATIENT_Surname»

Address:

«PATIENT_House» «PATIENT_Road»


«PATIENT_Locality»


«PATIENT_Town»


«PATIENT_County»
Post code
«PATIENT_Postcode»
Date of birth:
«PATIENT_Date_of_Birth»
Telephone:
«PATIENT_Main_Comm_No»
(home)



(work)


(mobile)
E-mail:



Gender:
«PATIENT_Sex»
Eligible for transport: 
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

Transport required:
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

Physical/communication difficulties (specify if any)

If Interpreter required, language?

Religion:

 

Ethnicity:


	Referring Clinician

Name:
«REFERRAL_Clinician»
Qualifications:



GMC/HPC No:  


Referring PCT code:  

Referring Practice Code: 

Address:
«PRACTICE_Name»

«PRACTICE_House» «PRACTICE_Road»

«PRACTICE_Locality» «PRACTICE_Town»

«PRACTICE_County»
Post code:
«PRACTICE_Postcode»
Urgent Telephone *:«PRACTICE_Main_Comm_No»
Fax *:


* for clinical enquiries use only

NHS mail:



Clinical specialty: 




	Clinical Indication/Problem
Please provide as much relevant clinical information as possible to ensure the most appropriate investigation is performed in accordance with the Royal College of Radiologists’ guidelines. 
«CURRENT_CONSULTATION»
Allergies: 

«DRUG_ALLERGY»

	Relevant Past Medical History (include previous & current treatment/medication where relevant)

     
Medical History & Problems

«MEDICAL_HISTORY»
«PROBLEMS»
Repeat Therapy

«REPEATS»
Diabetic? Yes   FORMCHECKBOX 
    No   FORMCHECKBOX 

Notes/documentation attached? Yes   FORMCHECKBOX 
    No   FORMCHECKBOX 


	Investigation Required & Provisional Diagnosis tick all required; please indicate which side where appropriate

	 FORMCHECKBOX 

ABDOMEN (UPPER)
 FORMCHECKBOX 

CHEST

 FORMCHECKBOX 

MUSCULOSKELETAL (specify area and side)
 FORMCHECKBOX 

PELVIS & ABDOMEN 

 FORMCHECKBOX 

PELVIS (GYNAE): TRANSABDOMINAL

 FORMCHECKBOX 

PELVIS (GYNAE): TRANSVAGINAL

 FORMCHECKBOX 

PELVIS (OTHER)
 FORMCHECKBOX 

PROSTATE (TRANSRECTAL)

 FORMCHECKBOX 

SALIVARY GLAND        FORMCHECKBOX 
 R      FORMCHECKBOX 
 L
 FORMCHECKBOX 

SCROTUM
	 FORMCHECKBOX 

THYROID

 FORMCHECKBOX 

URINARY TRACT
 FORMCHECKBOX 

DOPPLER: CAROTIDS

 FORMCHECKBOX 

DOPPLER: LOWER LIMB        FORMCHECKBOX 
 R          FORMCHECKBOX 
 L
 FORMCHECKBOX 

DOPPLER: SCROTUM

 FORMCHECKBOX 

DOPPLER: PENILE

 FORMCHECKBOX 

Other

     


     


     


	Referrer’s Signature      
Date of request  «REFERRAL_Event_Date» 
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