Appointment Date:

Appointment Time:

Midland MR/

Limited

MRI Scan Request Form

PO Box 553, HAMILTON

Anglesea Clinic
cnr Anglesea & Thackeray Sts
HAMILTON

Waikato Hospital
Pembroke St Entrance

Phone: 07-957 6050
or 0800 687 674
Fax: 07-957 6051

Surname:

Date of Birth:

First Names:

NHI:

Postal Address:

ACC approval number:

Prior approval required

Medical Insurance Company:

Phone: (H) W) Prior approval recommended.
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Please bring any previous X rays or Scans




