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Name : (1)L gﬂ’y‘/) Age;;_S&;x’F Ref. Deptt/Unit: G i) Date

Indoor (Bed No.) / Outdoor/ Casualty OPD No. /UHID No. : LMP

Examination R

Uitrasound ; M(ﬁ Doppler (ArterlaIIVenous) Interventional Procedure
CT HRCT Dual Phase CT CT Angiography
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Clinical / Working Diagnosis : e

Any Previous Studies (Please provide No. if available ) (a /
Blood Urea/ Serum Creatinine (for CT patients only) : s el =
Any h/o allergy or asthma :

Signature of Referring Physician / Date :

Consent :

| hereby give consent for the performance of any diagnostic or therapeutic radiological procedure with or
without the use of contrast injection and/or sedation. The associated complications and risks have been
explained to me. :
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Signature of Radiographer/Date :




