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AREA TO BE EXAMINED
& CLINICAL NOTES

L] Allergies L] Urgent

For IV contrast exams, recent creatinine level / eGFR:

Name* Speciality*

Address* Provider Number*

Contact Number* Fax Number:

*Must be completed

REFERRER DETAILS

Signature* Date*

All reports and images are available electronically (via InteleRad and/or downloads).
Please tick below for your additional requests. D Referral Pads Required
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WHERE TO FIND US

Cabramatia Road

o 59 Hill Street,
Cabramatta NSW 2166
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8.00am - 1.00pm e Liver Elastography

e FNA & Core Biopsy
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public holidays e Bone Mineral Density

Your doctor has recommended you use TrueScan Radiology. You may choose another provider but please discuss this with your doctor first.

PLEASE BRING ANY PREVIOUS IMAGES AND REPORTS
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