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Please complete fully and fax to 028 9038 6733 – Web form

Email: info@northernmri.com 



Web: www.northernmri.com – online booking available here!

PATIENT BOOKING FORM 

[image: image1.png]
Surname: 






Forename: 
Address:
 





Mr/Mrs/Miss/Ms:









Date of Birth:

















Tel:


Post Code:






Alternate Tel:

Payment Method: Self Funding / Health Insurance / Other (please indicate)__________________

To be completed by Referring Clinician:

Area to be scanned: 

	Abdomen 


Brain

Brain & cervical spine

Brain & whole spine
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	Cervical Spine


Internal Auditory Canals


Joints

Lumbar Spine

	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	Pituitary Gland


Temporo Mandibular Joints

Thoracic Spine

Pelvis
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	Other (please specify)




Clinical Details / Notes: (Please indicate results of previous imaging if applicable) 

Patients GP:






GPs Address/Clinic:


Referrers name: 




 
Referrers Signature:




Date:  


 

Address to which results should be sent:




If results are to be faxed please provide number for private/secure fax: 


Due to the strong magnetic field used in MRI Scans this investigation may be unsuitable for some patients. 

If the patient has any of the following conditions please contact NorthernMRI on 9066 0050 for advice.

Cardiac Pacemaker, Intra-cranial clips, Intra-orbital metallic fragments, Implants (e.g. cochlear, neuro stimulators) 
