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X-ray Request Form
Date:
_____________________       Referrer : __________________________________________
Clinic Address: ____________________________________________________________________









Justification for imaging: _______________________________________________________
Working diagnosis: 
Signature:



  
                     Date:

Justification for x-ray:
· Pt > 50 years

· Significant injury / trauma

· Neuromotor deficit

· Unexplained weight loss

· Known or suspected inflammatory arthropathy

· Drug or alcohol abuse

· Hx of malignancy

· Use of steroids

· Fever of unknown origin (>100 degreeF/38degrees C)

· Scoliosis

· Hx of surgery in region

· Failure to improve with conservative care

· Inconsistent or equivocal bmx examination findings

· Evaluation of complex postural or bmx disorders

· Limited examination due to pain

Patient information for thermography:

· No strenuous exercise within 4 hours of appointment
· No hot fluids (coffee, tea, chocolate, etc) or meal within 4 hours of appointment.
· No TENS, physiotherapy, manual therapy, massage within 24 hours of appointment.

· No shower, bath or wash the area that is going to be imaged within 4 hours of the appointment

· Wear or bring with you appropriate clothing that is not restrictive but allows the area to be seen. Alternatively, a gown will be provided for you.
· You will be asked to remove watches, rings and other items of jewellery that would appear in the imaged area.

· Abstain from drinking alcohol on the day of the appointment and the night before.
· Please refrain from eating ginger and/or peppers for at least 8 hours before the appointment.

· Please refrain from drinking fluids containing high levels of caffeine (eg Iron Brew, coffee, red bull, etc.) for 8 hours prior to the appointment.
Justification for thermography:

· Abnormal neuronal response
· Hx of cold extremities

· Hx of use of vibrating machinery, Motor cross, cycling or Mountain Biking

· Recent Colle’s fracture (review x-ray images)
· Palpatory asymmetric skin temperature or local or regional raised skin temperature.
· Local unexplained inflammation or suspicion of infection (x-ray to be performed in addition)

· Suspicion of inflammatory arthropathy (x-ray to be performed in addition)

· Other unexplained trophic changes.
Patient Data





Name:	


	         


Address:








Age:			D.O.B:		Sex:	M      F





Studies Requested: 





Previous Imaging:


(include date and where taken)








History of Chief Complaint:


Pertinent Symptoms (location, onset, etc)











Pertinent Examination findings:











History of Trauma? 			Type:				Date:





History of Malignancy?		Type:			Date: 		 Rx:





Pertinent Past Medical History:





Practitioner to complete: Is there justification for imaging:  Y   N


Signature: _____________________________________





Operator to complete:  Patient details checked: Y   N.   Pregnancy check:  Y   N  N/A  Signature: _________________________________ Date x-ray completed __________











