[image: ]            DIRECT MEDICARE 	
ULTRASOUND REFERRAL FORM
E.Mail scan.directmedicare@nhs.net 
E.Referral: Direct Medicare
                                                                                                                            	  ROUTINE 		 URGENT
	Patient title & full name:
	
	Male:   [   ]                 Female: [   ]

	NHS Number:
	
	D.O.B:
	

	Address:
	
	Tel:
	

	
	
	Mobile
	

	Postcode: 
	
	Email:
	



		REFERRER’S CCG 
	


(NAME AND ADDRESS IN ORDER TO RECEIVE REPORT)
	REFERRER’S STAMP


	Name:
	
	

	Address:
	
	

	
	
	

	Postcode:
	
	

	Telephone:
	
	

	Fax:
	
	

	Email:
	
	



	ULTRASOUND SCAN REQUESTED
(PLEASE TICK ALL THAT APPLY)
	CLINICAL INFORMATION / CLINICAL QUESTION TO BE ANSWERED:


	Abdomen:
	
	

	Abdomen & Pelvis:
	
	

	Pelvis:
	
	

	Pelvis/ Transvaginal (TV):
	
	

	Urinary Tract (KUB):
	
	

	KUB & Prostate:
	
	

	Musculoskeletal (MSK):
	
	

	Testes:
	
	

	Hernia: 
	
	

	Other:
	
	


[image: ]
	Special Requirements:
	

	Mobility assistance:
	
	Other:
	


EXCLUSIONS


· BREAST SCAN
· AXILLA SCAN
· THYROID SCAN
· UNDER 18 
· CANCER KNOWN SITE
Office 15 - Building 12, Tameside House, Tameside Business Park, Windmill Lane, Denton, Manchester, M34 3QS
Tel: 0330 135 8012 (Free Phone Number) 0161 519 9352 - Fax: 0161 681 9511
www.directmedicare.co.uk
image1.png




image2.png
DIRECT MEDICARE




