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	United Lincolnshire Hospitals NHS Trust

Medical Physics Department

Nuclear Medicine DIAGNOSTIC Request (enquiry Lincoln: 01522 573103

                                                                                    Boston: 01205 445326

                                                                                Grantham: 01476 464208)


*Mandatory fields.  This form is downloadable from the ULH intranet (Medical Physics/ section). For now at least, it must be printed off and completed manually (i.e. not completed on screen & sent/emailed).
	*NHS Number:
	*Consultant:

	*DOB:                                   | male / female
	*OP/ IP: Ward

	*Surname:
	*Hospital site:

	*First name:
	GP name (if direct referral):

	*Address:
	Practice location (if DR):

	
	Practice code (if DR):

	
	Transport required?                        Yes / No

	*Postcode:
	Mobility: Walking / Chair / Bed / Hoist

	*Home tel:
	*Obese? Y/N  if Y approx weight =          kg

	*Work tel:
	*Diabetic?                                    Yes / No

	Mobile tel:
	*Pregnancy status: Yes / No / Unsure / N/A

	Patient category – NHS / PP / Cat II
	*Infection Risk?                                    Yes / No

	* Investigation required:

Note: NM test info on Intranet (Departments | Medical Physics | Referral Criteria)
	IRMER Auth by:


	
	NM CODE

	* Clinical details (inc. known allergies) and diagnostic question:

Failure to compete this section properly (legally required information) will result in delays.  IR(ME)R 2000


	

	
	

	*Referrer’s name (PRINT)
	*Referrer’s Signature:
	*Bleep Number
	*Date:


FOR MEDICAL PHYSICS USE ONLY

	Injection
	Scan Information
	Moving and Handling

	Inj given at
	
	Scan Time
	
	Independent
	

	ID/check:
	
	Camera/collimator:
	/
	Patient assessment (2-8)
	

	Injection site
	
	Operator/processed
	/
	Risk action code (A-X)
	

	
	Assess undertaken by:
	

	
	Chaperone
	

	RP/Route 
	
	Pregnancy Question          Y/N
	Height (cm)
	

	Act/Time
	
	Breastfeeding Question     Y/N
	Weight (kg)
	

	Date
	
	Patient sign
	
	

	Prep No
	
	Operator sign
	
	

	
	Date
	
	

	
	

	OTHER DRUG
	SODIUM CHLORIDE 0.9% W/V injection BP

	Dose
	
	Prep By
	
	Vol
	
	Prep By
	

	Route
	
	Check By
	
	Route
	
	Check By
	

	Batch No
	
	Expiry Date
	
	Batch No
	
	Expiry Date
	

	CRIS NUMBER
	
	Previous Attendance
	


	APPOINTMENT
	NINJ
	
	
	
	
	

	Date/Time
	
	
	
	
	
	

	Camera
	INJ ROOM
	
	
	
	
	


Affix 2ww sticker if approp.
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