DIAGNOSTIC IMAGING REQUISITION -
HOW TO:

The first step to requesting diagnostic imaging for your patient is to check with the patient to
confirm that no x-rays have been taken of the affected area in the past. Once this has been
confirmed, a Diagnostic Imaging Requisition form can be filled out.

Filling out a diagnostic imaging requisition form involves providing detailed patient information and
specific details about the requested imaging procedure. Here are the general steps to complete
the form:

1. Patient Information

e Place patient addressograph label over right hand box location. If no label is available, hand
write all details of box prompts.

e Full Name: Include the patient's first and last names.

e Date of Birth: Ensure the date is in the correct format (e.g., DD/MM/YYYY).
e Health Card Number: Provide the patient’s health card number.

e Hospital Unit Number: if applicable.

e  Phone Number: Provide a contact number for the patient.

2. Referring Physiotherapist’s Information
o Physiotherapist’s Name: Include the full name of the referring Physiotherapist.

e Physiotherapist’s Contact Information: Provide the phone number, fax number, and address
of the physiotherapist’s office.

e Physiotherapist’s Signature: The referring Physiotherapist needs to sign the form.

3. Clinical Information

e Reason for Exam: Provide a detailed reason for the imaging study. Include symptomes, clinical
findings, or the diagnosis that necessitates the imaging.

e Patient History: Indicate any details to the patient’s situation indicating the need for an x-ray.

4. Imaging Procedure Requested

o Type of Imaging: General Imaging (for all requested x-ray images).
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o Anatomical Area: Clearly indicate the specific body part or area to be imaged.

o Special Instructions: Note any special requirements or instructions for the imaging
procedure.

5. Additional Information
e |nform the patient of how to obtain their x-ray (zone dependent)
e Reports will be sent to requesting Physiotherapist and primary care provider.

e Ensure copies of the Requisition are sent to the appropriate physicians/primary care
providers.

Tips:

e Double-check all information for accuracy and completeness. Requisition forms with
missing information will not be accepted.

e Ensure the form is legible.

e |nclude any additional documents or notes that may assist in the diagnostic process.
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ealth authority

RS it

Mova Scotia Health

Diagnostic Imagi

Requisition will be returned Ing imformation is not provided

onsultation Request

- Time out:
EXAM REQUESTE O Muclear Medicine ime ou
O General Imaging 0O Gl Studies
O CT Scan O Eche O Ultrasound  ; Far intemal

) iy use only

" PATIENT INFORMATION

Health Card # DOB: Yy /MMDD

Surnams First name Middie Initial Tel #

MRSAVRE Positive?
WCB # (where applicable) oy ON

Mode of transport: O Ambulatory O Chair O Stretcher O Portable

If exam is for research purposes, provide Accaunt i

"~ For Internal use only:

. Appointment time:

Date booked;
Booking location:

PATIENT IDENTIFICATION
(For internal use anly)

Address City Postal code '

/" EXAMINATION REQUESTED ﬁ
|

" .I-IIETDR"I’ AND PROVISIONAL DIAGNOSIS ‘

BACKGROUND INFORMATION
‘ Relevant surgeries and tests:

Allergies:

*. Height: infem Weight: Ibfkg

-

" FOR CONTRAST ENHANCED EXAMS
Previous allergic reaction to xray dye? OY ON

LMP:

When 19 weeks gestation:

B-HCG results:

FOR INVASIVE PROCEDURES
INR (within 24-48 hours of exam)

Platelets {within 24-48 hours of exam}
Patient diabetic? OY ON
If there is a history of renal impairment or metfarmin use, a recent creatinine level must be provided. If i iz not provided, the study
b, will be done without the benefit of intravenous contrast which may limit interpretation of the study. Creatinine level: !

“REQUESTING PHYSICIAN INFORMATION i ysician's nama:
Signature:

Telephone:
Date [¥YYYFMM/DD):

" Pager Me. Fax:

o -FH\.DIUI.DG‘I" INSTRUCTIONS (For internal use anly)

| Does patient require B-HCG 7 oY ON

Urgency: O Emergent OUrgent OSemi-urgent
O Men-urgent O Elective

TECHNOLOGIST INFORMATION iFor internal use only}
Room #: Fluoro time:

Contrast Radiopharmaceutical given: OY OMN  Amount:

Reauizition Farms
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Procedure code:

MNumber of images:
Tirpe: Initials:




