
REQUEST FOR PROCEDURE
Dr Faulder : Dr Goh : Dr Harrington : Dr Steinfort

Patient Details (affix patient label if available)
Patient Name:

DOB :

Address:

Contact phone number:
Hospital:! ! ! ! ! ! Ward/Clinic

Anticoagulation:          Aspirin   Clopidogrel  Warfarin  Heparin           (please circle)
Possible pregnancy:   Yes /  No
Contrast Allergy :        Yes / No
Renal impairment :     Yes / No   Creatinine _____  eGFR _______

PROCEDURES

Vascular Access
• PICC
• Portacath
• Hickman line

Interventional 
Neuroradiology
• Cerebral angiogram
• Aneurysm 

embolisation
• AVM embolisation
• Tumour 

devascularisation
• Vasospasm treatment

Oncology
• TACE
• DC Beads
• RF ablation
• Portal vein 

embolisation

Renal
• Renal artery stenting
• Visceral aneurysm 

treatment

Peripheral
• Lower limb 

angiography
• Lower limb 

angioplasty/stenting

Urological
• Ovarian vein 

embolisation
• Testicular vein 

embolisation
• Nephrosomy
• JJ stent

Dialysis
• Permacath insertion
• Fistulogram
• Fistuloplasty

Pain management
• Facet Injections
• Peri-radicular
• Sphenopalatine 

ganglion
• Trigeminal V3

Please fax to 8580 5208. For discussion or urgent requests please call 96333928.

Doctorʼs Name :
Address:

Phone:! ! ! ! Fax :
Provider Number:
Signature:! ! ! ! Date:

Procedure Required:                                          Consult prior:  Yes/No

Clinical Notes:


