
Patient’s Name: Date of Birth:

Address:

Telephone:

Appointment     Telephone: (08) 9200 2777
and Enquiries:   Facsimile:  (08) 9200 2778

Signature:

Provider No: Date:

PLEASE BRING ANY PREVIOUS REPORTS / IMAGING TO YOUR APPOINTMENT

Book online at: wradi.com.au
Email to: bbooookkiinnggss@@wweesstteerrnnrraaddiioollooggyy..ccoomm..aauu

APPOINTMENT FOR ALL
EXAMINATIONS EXCEPT:

PLEASE PHONE FOR AN
9200 2777

GENERAL X-RAY, OPG & CEPHALOMETRYCARDIOVASCULAR MRI Radiology Referral 

INDICATIONS: 

□ Heart failure ?cause
□ CMR alone
□ CMR + HRCT (full sarcoid assessment)
□ CMR+ CTCA

D LV hypertrophy ?cause 
□ MINOCA ?cause
D Arrhythmia/ VE's ?cause
D Cardiac mass ?cause

D Viability assessment
D Pericardia! assessment 
D ?ARVD/ RV assessment
D Aortic valve assessment
D Aorta assessment
D Shunt/ASD/VSD/simple congenital*
D Complex congenital assessment*
D Other (please state below) 

• For congenital studies, please indicate your preferred reporting cardiologist

Clinical History: 

eGFR .................................................... Creatinine .................................................... Allergies .................................................... Claustrophobia? YI N 

Metal foreign body YIN (if yes, please specify) ............................................................................................................................................................ . 
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CARDIOVASCULAR MRI Radiology Referral 

INDICATIONS: 

□ Heart failure ?cause
□ CMR alone
□ CMR + HRCT (full sarcoid assessment)
□ CMR+ CTCA

D LV hypertrophy ?cause 
□ MINOCA ?cause
D Arrhythmia/ VE's ?cause
D Cardiac mass ?cause

D Viability assessment 
D Pericardia! assessment 
D ?ARVD / RV assessment 
D Aortic valve assessment 
D Aorta assessment
D Shunt/ASD/VSD/simple congenital*
D Complex congenital assessment*
D Other (please state below) 

• For congenital studies, please indicate your preferred reporting cardiologist

Clinical History: 

eGFR .................................................... Creatinine .................................................... Allergies .................................................... Claustrophobia? YI N 

Metal foreign body YIN (if yes, please specify) ............................................................................................................................................................ . 

CARDIOVASCULAR MRI Radiology Referral 

INDICATIONS: 

□ Heart failure ?cause
□ CMR alone
□ CMR + HRCT (full sarcoid assessment)
□ CMR+ CTCA

D LV hypertrophy ?cause 
□ MINOCA ?cause
D Arrhythmia/ VE's ?cause
D Cardiac mass ?cause

D Viability assessment 
D Pericardia! assessment 
D ?ARVD/ RV assessment
D Aortic valve assessment
D Aorta assessment
D Shunt/ASD/VSD/simple congenital*
D Complex congenital assessment*
D Other (please state below) 

• For congenital studies, please indicate your preferred reporting cardiologist

Clinical History: 

eGFR .................................................... Creatinine .................................................... Allergies .................................................... Claustrophobia? YI N 

Metal foreign body YIN (if yes, please specify) ............................................................................................................................................................ . 



PLEASE BRING ANY PREVIOUS REPORTS / IMAGING TO YOUR APPOINTMENT

APPOINTMENT FOR ALL
EXAMINATIONS EXCEPT:

PLEASE PHONE FOR AN
9200 2777

GENERAL X-RAY, OPG & CEPHALOMETRY

CLAREMONT
1/278 Stirling Highway, Claremont 6010
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Book online at:
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