Harbour Medical Ultrasound Scan Request Form 
The Harbour Medical Centre, 1 Pacific Drive, Sovereign Harbour North, Eastbourne BN23 6DW
Tel: 01323 470370 ext 209 or Direct Dial 01323 471909  
Fax: 01323 471714  
Email: EHSCCG.HarbourMedicalUltrasound@nhs.net    
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 Medical
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)Patient’s Surname...................................................... (NHS / PRIVATE)        
    
Patient’s First name................................................................................

NHS Number……………………………..............................................….

Date of Birth...........................................................................................

Address..................................................................................................

.........................................................................Telephone................. …

________________________________________________________

Referring Doctor......................................................................................

Address...................................................................................................

Telephone…………………………………      Fax…………………………

Examination requested


________________________________________________________

Brief history of patient’s complaint




Clinical Question to be answered 



________________________________________________________

Referring Doctor’s Signature..................................................................    
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