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Cora Health Norwich Clinic 
Colney Hall
Watton Road
Norwich
NR4 7TY
0330 127 3229
Diagnostic self-referral form
Once completed, please email this form to enquiriesnorwich@corahealth.co.uk  
Fields marked with * are mandatory. 

	PATIENT

	GP

	Name*
	

	GP practice
	

	Address*




	

	Address
	

	Phone number*
	
	GP name
	


	E-Mail
	

	E-Mail
	

	Date of Birth*
	
	Telephone
	

	ACCESSIBILITY

	
Do you have any specific information or communication support needs?*      ☐   Yes       ☐  No 
If yes, please provide details:     

Do you require an interpreter?*     ☐Yes     ☐ No 
If yes, please provide details/language for interpreter:      

Do you require any mobility support?*    ☐Yes    ☐ No 
If yes, please provide details:      



	
Are you self-funding?*                  Yes     ☐     No    ☐




	DETAILS OF REQUIRED DIAGNOSTIC (SCAN)*

	What type of diagnostic test (scan) do you require?               
	
Ultrasound  ☐          MRI ☐


	AREA OF EXAMINATION*  

	
Please tell us which body part(s) or body area(s) you are requesting to be scanned.

Where appropriate, please also include which side (left or right).


	CLINICAL HISTORY* 

	​
​ Please tell us about:
· When your problem began.
· Whether there was a known cause, or whether it just developed over time.
· Details of any health conditions you have that you think may be relevant
· Any medications you take
· Any previous tests or treatments you’ve had relevant to this problem.




	OTHER INFORMATION

	Do you feel that you need this diagnostic test (scan) urgently?

	☐Yes     ☐ No

	If you answered Yes, please provide further details




	Do you have any allergies?

	☐Yes     ☐ No


	If you answered Yes, please provide further details




	Do you have diabetes?

	☐Yes     ☐ No

	If you answered Yes, please provide further details including which type of diabetes you have.






	FOR MRI REQUESTS ONLY

	It is essential that we know if you have any of the following

	Aneurysm Clip
	☐Yes	☐No  
	Pacemaker
	☐Yes 	☐No   

	Cochlea Implant
	☐Yes	☐No  
	Neurostimulator
	☐Yes 	☐No   

	Implantable Cardiovert defib
	☐Yes	☐No  
	Metallic Intra-occular foreign body
	☐Yes 	☐No   

	Implantable pump
	☐Yes	☐No  
	Any other relevant information?
	     

	Heart Valve prosthesis

	☐Yes   ☐No

If Yes, please provide details (including make, model & S/N):





	SIGNATURE
	


	DATE
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