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St. Teresa's Hospital =

Scanning Department

(CT, MR, NM, PET-CT, PET-MR)

B1 Floor, Main Block, 327 Prince Edward Road, Kowloon.
Tel.: (852) 27158660 Fax: (852) 2762 2718

E-mail: booking@sthscan.com

7HRf: (852) 2715 8660 fHE:
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7B booking@sthscan.com

(852) 2762 2718

Online Booking

i T8 %Y

A) TYPE oF MRI SCAN ReQUESTED: (PLEASE v/ APPROPRIATE ITEMS)

Head & Neck Trunk Extremities
(1) [Brain (15) [ Thorax (27) O Shoulder (OR OL)
(2)  [JMRA of Brain (16) [J MRCP (plain only) (28) O Arm/Humerus (OROL)
(Cholangio-pancreatogram)
(3) [ CE-MRA# of Brain & Neck Cergipanereatgam (29) OIElbow (OROL)
(17) [ Upper Abdomen (general) (30) [ Forearm (OR OL)
(4) [ Stroke Assessment (1) +(2) + (3) (18) [] Pancreas & MRCP 1) Dt RO
(5) [ Stroke Assessment (19) [ Pelvis () OPam (CROL
with contrast Brain 0 Rectum % O RO
(6) [ Brain Spectroscopy (20) [ Prostate (33) P
(7) [ Brain Perf 0 Non-contrast (Biparameric (34) L) Thigh/Femur (OROL)
rain Perfusion - iparametric
. ) I [] Contrast (Muliparametric) (35) DlKnee (ORTIL)
(8) L1 Brain Perfusion (with Diamox) ) Fusion fornavigation(36) 1 Calf/ Tiba & Fibula (OR [1L)
( .Ple.ase provide latest creatinine) (37) O Ankle & Hindfoot (|:|R |:|L)
® D Pifry 1) O Broasts (38) O Forefoot & Midfoot (IR LIL)
(10) L Orbits (39) [ Arthrogram of (OROL)
(11) [ Paranasal Sinuses Spine
(12) [ Nasopharynx (22) [ Gervical Spine High Resolution Small Parts
(13) 7 Hypopharynx (23) [ Thoracic Spine (40) O Finger (R OIL)
(14) [J Soft Tissue of Neck (24) [ Lumbar Spine @) O —_Toe  (OROL)
(25) [ Sacrococcygeal Spine (42) [J T-MJoints
#CE-MRA = Contrast Enhanced MRA (26) [ Skjoints

Date:

Appointment Time:

Contrast Enhanced MR Angiogram (CE-MRA#)

[0 Renal / Abdominal CE-MRA

[0 Peripheral CE-MRA (*Please provide latest creatinine)
[ Pulmonary CE-MRA

[0 Thoracic Aorta CE-MRA

O Whole Body CE-MRA (*Please provide latest creatinine)

Cardiac (* Please provide latest creatinine)

(48) O Basic Anatomy & Function (plain only)

(49) O Basic Anatomy, Function & Viability

(50) [ Stress (Adenosine) Perfusion & Viability

(51) O Full Ischaemic Heart Assessment (49) + (50)
(52) O + CT Coronary Angiogram

(53) O Cardiomyopathy Assessment

(54) O Volume / Flow Assessment / Flow Quantification

Others
(55) O Hypertension Assessment
(Renal MRA, Kidneys & Adrenals)

(56) I Whole Body Screening
(57) O Metal Artefact Reduction
(58) O

(B) CONTRAST ENHANCEMENT: (59) CINON-CONTRAST (60) CINON-CONTRAST & CONTRAST (61) JTO BE DECIDED BY RADIOLOGIST

(C) MEDICAL & PHYSICAL INFORMATION: (PLEASE ./~ APPROPRIATE ITEMS)

[ONo [JYes Allergy to Gadolinium (MR Contrast)

if yes, please prescribe steroid premedication

[ONo []Yes Renal Impairment
Latest Creatinine

! 1
! eGFR 1
! 1
! IV Contrast % 1
1

- .
! 1

Date:

(adult regime: Oral prednisolone 40mg 12 hr. & 2 hr. before contrast MR) (within 2 weeks)

CINo []Yes Cardiac pacemaker ONo DYes Ocular metallic foreign body [INo []Yes Middle ear prosthesis CNo [JYes Neuro-stimulators
[ONo [JYes Metallic implant LNo LlYes Aneurysm clips CNo [JYes Patient is pregnant LMP [OMenopause
[No [TYes Hypertension ONo [JYes Diabetes Mellitus CINo [IYes Heart di Body Height cm
[ONo []Yes Previous operation Body Weight kg.
(D) CLINICAL INFORMATION: (HISTORY & PHYSICAL SIGNS & SYMPTOMS & LAB. RESULTS) Official use:
take Hx:
consent
‘er 1: d checked
‘er 2:
Own films
PROVISIONAL CLINICAL DIAGNOSIS:
(E) REFERRING DOCTOR: (code: ) Signed: Image print
Tel.: Address: Date: Printed old films
Please stick label if available or use block letter Patient's Tel.:
[] Discharged
. Contact person:
Patient's Name:

Sex/Age: D.O.B.: HKID:

Hosp./Hosp. No.: Ward/Rm. No.:

MRI SCAN
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Requisition form

MR-SCAN-091 Revised Apr 2026
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