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Appointment Time:

Date:

Patient Information

Referring Doctor

Examination Required Clinical Notes

Cardiac Imaging

visionradiology.com.au General Xray Referral Form

Name:

Address:

DOB: 

Telephone:

Medicare No:

Signature: Date:

Request for:
Assessment	for	CTCA	 CTCA	(Non	Medicare	Rebateble) 
Cardiac	Consultation	

Patient	Age:	 Gender:

Patient Symptoms / Clinical History: 
Chest	Pain	 Shortness	of	Breath	 Other:
Palpitations	 Abnormal	ECG	(please	attach)

Send copy to:

Your doctor has requested you to use Vision Radiology. You may use another provider but please consult with your doctor first

Medicare
TAC
Vet Affairs
DVA 
Work Cover

Films
CD
IntelePACS 

Patient Report Images

Electronic 
Report
Fax
Phone

Number:

MRI Safety

Alerts

Cardiac Pacemaker  Y  N

Brain Aneurysm Stent  Y  N

Cochlear Implant  Y  N

History metal work  Y  N

Cardiac Stent  Y  N

Other electronic or  Y  N 
metallic implant

Contrast Allergy  Y  N

Renal Compromise  Y  N

Metformin  Y  N

Pregnant  Y  N
LNMP:

Vision Office Use Only
Patient ID Verified
Procedure Verified

Clinical Notes:

Cardiac Stress testing performed  Y  N

If no, is patient suitable for stress testing?  Y  N

CXR performed to rule out pneumonia, pneumothorax/masses?  Y  N

Has the patient had previous cardiac imaging?    Y  N

PMHx of CAD, CABG   Y  N

Strong FHx of CAD    Y  N

Please attach any previous imaging and notify your patient is unsuitable for Beta-blocker 
(e.g. severe asthma); has atrial fibrillation or a severely irregular rhythm; renal impairment; 
or allergy to idoine/contrast as CTCA could be technically difficult.

Creatinine  eGFR:    Date:
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