= ConnectRadiology

TEL: 0800 611 111

PATIENT DETAILS

NAME:

DOB: DD/MM/YYYY
NHI:

ADDRESS:

MOBILE:

ACC #:
XRAY IMAGING ONLY (NO appointment required. ACC Surcharge may apply)
REGION REQUESTED:

CLINICAL DETAILS:

REFERRING PRACTITIONER

NAME: DATE:  DD/MM/YYYY
SIGNATURE: NZMCH:
ADDRESS:

Mangere | Mount Roskill |Otahuhu| Glenn Inness| Flat Bush| Manurewa
www.connectradiology.co.nz
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