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Name Date of Birth
Sex
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Address

I:l CT scan O MRI*

|:| Ultrasound

0 General x-ray*

|:| CT guided procedures

O Nuclear Medicine*

O PET*

|:| Ultrasound guided procedures

Scan region(s)/ type(s):

Clinical Indication:

Prior Scan(s):

[ Contrast Allergy

Reaction: | Type(s):

[ Oral Hypoglycaemics [ Renal function (mandatory for IV contrast)

Cr: eGFR: Date:

Referrer’s Name:

Provider Number:

Referrer’s Address:

Signature:

Date:

CC Doctor:

V1.7




Where to find us I M pA@“‘"‘T

< onlinereferrals@impactrad.au RADIOLOGY

@)  https://impactrad.au/
. (03)67113333
7 7 Shamrock Street, South Launceston, TAS 7249
We are conveniently located in South Launceston,
close to Launceston General Hospital. Nested off the
busy Wellington Street, our clinic can be accessed via ii;!"
Hungry Jack's entrance along Pipeworks Road.

There are ample available onsite car parks for the
convenience of our patients. Our clinics are designed

'.8
with accessibility in mind, featuring step-free
entrance for individuals using mobility devices. :;f‘ v,
Additionally, a convenient drop-off zone with a
sheltered entrance ensures easy access for patients
requiring closer proximity to the clinic.
\ Tassie Wash ga‘é\e‘ "¢ Bowel
© vinidex All'Year Round Hotel Spotless Tinting
') - Launceston
- Tamar Valle
Food For Dudes \2 ‘»‘ o Wine Tours ) o
My Gym Tas

(o

Hungry Jack's
Burgers Launceston S

<
.\6‘ Fast Food R
\\“\ @ Ampol Glen Dhu ’N«J’
)
®
Launceston Swim School \ @
oeV Glen Dhu Self
oX // o Service Laundrette
n® Y
W/ 4
\n\ \ ( e‘*c‘ w//‘} Link Technologies
| S Tasmania - combining...
- \ eo %o

\\\\ \\ 50 o

1SS0 - (=) 0 Brons On Wellington
elling and... N \ \ \ .



	First name: 
	DDMMYYYY: 
	Last name: 
	Sex: 
	Phone No: 
	Medicare No: 
	Prior Scans: 
	Contrast Allergy: Off
	Oral Hypoglycaemics: Off
	Renal function mandatory for IV contrast: Off
	Reaction: 
	Types: 
	Cr: 
	eGFR: 
	Date: 
	Provider Number: 
	Date_2: 
	CT: Off
	US: Off
	CTG: Off
	USG: Off
	Scan: 
	reff: 
	Referrers Address: 
	Address: 
	Text1: 
	Text5: 
	Text2: 
	Text3: 


