Brockville

o General Hospital

DIAGNOSTIC IMAGING USE ONLY

MRI REQUISITION
PLEASE FAX COMPLETED REQ TO (855) 564-1890

As of August 2025

Requisition Received Date: Time Appointment Date Time
PATIENT INFORMATION
Last Name First Name Date of Birth
YYYY | mm | DD
Address City Postal Code
Phone E-mail Address Health Card Number | Version Code

CLINICAL INFORMATION

MRI REQUESTED:

REASON FOR EXAM/RELEVANT CLINICAL HISTORY:
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CLINICIAN INFORMATION

Requesting Clinician Name (PRINT First and Last Name)

Clinician Fax Number

Clinician Signature

Clinician Phone Number

REQUISITIONS WITHOUT A LEGIBLE NAME, SIGNATURE AND FAX NUMBER WILL BE RETURNED

, WHICH MAY CAUSE DELAYS IN PATIENT CARE

Copy Report to (PRINT First and Last Name)

Copy to Fax Number

Relevant Previous Exam
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Dates and Locations:
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[J Nuc Med [] X-ray

eGFR:
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Technologist Notes
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Radiologist Protocol and Priority
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Location: brockvillegeneralhospital.ca/Patient Care/Patient Referral Forms and Requisitions/Diagnostic Imaging/MRI




