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  RADIOLOGY REQUEST FORM  

 

 

Requested Exam(s) 

 

Please Select One :   Contrast (eGFR:   )   Non-contrast  

 

 

Relevant Clinical History 

 

 

 

Height:  Weight:  (for BMD) 

Exam Classification 

  Routine  

  Urgent Reporting 

Billing Option 

  Bill Patient 

  Bill Clinic 

Recording Media: 

Please select one:  Films  Flash Drive 

Referring Clinic Name & Address 

 

 
Date of next clinic review:   

Tel: 

 

For Female Patients of child bearing age: 

“I declare that I am not pregnant.” 
 

Patient’s Signature:    
Fax: 

Requesting Doctor 

    
 Name & Signature Date 

Radiographer’s Notes, Initials & Date   

 

 

  Contrast Given 

PATIENT ID 

LABEL 

Opening Hours: 
Mon – Fri: 9 am – 1 pm, 2 pm – 5 pm 
Sat: 9.00am – 1.00pm 
(Closed on Sundays and Public Holidays) 

Patient’s Contact Information: 

Mobile No:   

Email:  

Patient’s Preparations: 

 
 

Rapha Radiology @ ParkRoyal 
181 Kitchener Road, #01-14/15/16 
ParkRoyal on Kitchener Rd, S’pore 208533 
Tel: 6292 8966  Email: info@rapharad.asia 

 

Rapha Advanced Imaging 
181 Kitchener Road, #01-02/03 
ParkRoyal on Kitchener Rd, S’pore 208533 
Tel/WA: 8885 8205  Email: info@rapharad.asia 

 

https://www.rapharad.asia 


