
Dr. Melvin Chew 
Dr. Pradnya Dugal 
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Dr. Craig Harris
Dr. John Ly

Patient details

Name:  DOB:

Address: Medicare Card:

  Concession/Pension Card:

Postcode:

Telephone: (H) (B)  

Mobile:

° Cervical Spine

° Thoracic Spine

° Lumbar/Pelvic

° MRI
° Other

CHIROPRACTIC IMAGING REQUEST

° AP Cervical
° Lateral - Flex / Ext

° AP Thoracic

° AP Lumbar
° Lat L5/S1
° AP Lumbo-Pelvic

° AP - Alanto - Axial (APOM)
° Oblique View

° Lat Thoracic

° Lat Neutral
° Oblique Views
° AP Pelvis

° Lat Neutral
° Lat Cervico-Thoracic Jet

° Lat - Flex / Ext
° Sacro-Iliac Joints

PLEASE BRING ANY RELEVANT PREVIOUS X-RAYS FOR COMPARISON

Patient appointment

Date  / /  

Time

Procedure Requested

Ground floor, 6 Meridian Place, Norwest Business Park, Bella Vista, NSW, 2153 
Ph: 1300 33XRAY (1300 339 729) • Fax: 1300 22XRAY (1300 229 729)
Email: info@nwmi.com.au • Web: www.norwestmedicalimaging.com.au

Clinical Notes

Referral Details

Referrer Name:  Provider Number:

Address:  Specialty:

 Postcode: Telephone: (B)

Signature: Date: Facsimile: (B)

° Allergies

Report Urgent report: ° Ph ° Fax

 Copy to:                                                          

Films ° Return with Patient ° Deliver

° More referral pads please
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PLEASE PRESS  0009 
TO OPEN BOOM GATE  

AND PRESS  9729 
FOR LIFT AND GARAGE EXIT
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