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	FORM SF1
	
	
	
	
	
	
	

	Clinician’s Name
	 
	 
	 
	 
	 
	 

	GDC Number:
	
	
	
	
	
	

	Return Email Address:
	
	
	
	
	
	

	BSDMFR Qualified (Yes/No):
	
	
	
	
	
	

	Position
	 
	 
	 
	 
	 
	 
	 

	I agree to the Terms and Conditions for the prescription of radiographs at the ICE Hospital
	 

	
	
	
	
	
	
	
	

	Patient's Name:
	 
	 
	 
	 
	 
	 

	Patients Date of Birth:
	 
	 
	 
	 
	 

	Patients Postal Address:
	
	
	
	
	

	RMH Checked and nothing contra-indicatory
	 
	 
	 
	 

	Pt not Pregnant
	 
	 
	 
	 
	 
	 

	Pt consent achieved
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	

	Is the patient to wear a Radiographic template:
	 
	 
	 
	 

	 
	
	
	Maxilla
	 
	
	
	£25.00

	 
	
	
	Mandible
	 
	
	
	£25.00

	 
	
	
	Both
	 
	
	
	£40.00

	Area of Interest
	
	
	
	
	
	 

	 
	
	
	OPT
	 
	
	
	£90.00

	 
	
	
	Mandible 6cm
	 
	
	
	£150.00

	 
	
	
	Maxilla 6cm
	 
	
	
	£150.00

	 
	
	
	Both jaws 10cm
	 
	
	
	£225.00

	 
	
	
	UL Quad
	 
	
	
	£100.00

	 
	
	
	UR Quad
	 
	
	
	£100.00

	 
	
	
	LL Quad
	 
	
	
	£100.00

	 
	
	
	LR Quad
	 
	
	
	£100.00

	 
	
	
	Small FOV
	 
	 
	 
	£100.00

	
	
	
	
	
	
	
	

	Justification
	 
	 
	 
	 
	 
	 
	 

	Clinical context
	
	
	
	
	
	
	 

	Results of history, clinical exam or other imaging
	
	
	
	 

	What information do you want the exam to provide?
	
	
	
	 

	
	
	
	
	
	
	
	 

	
	 
	 
	 
	 
	 



Signed:  ____________________________________         Date: _____________________

*FOR OFFICE USE ONLY

Processed by:  _______________________________         Radiographer: ______________

                   Patient has confirmed site with radiographer verbally and physically. Yes/No
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Patient Consent- Use of X-Rays at the ICE Hospital
FORM SF3
I authorise the performance of a diagnostic x-ray examination of myself by ICE, which my dentist considers necessary or advisable in the course of my examination and treatment.

I understand that ICE is only carrying out the examination, and it is the responsibility of the dentist to evaluate and report on the scan.

NAME:     ____________________________________

[bookmark: _Hlk211242883]SIGNED:  ____________________________________         DATE: ____________


If patient is unable to consent (For example, minor)

I am the parent or legal representative of ___________________________________.
I authorise the performance of diagnostic x-ray examination of the above named person by ICE, which their dentist considers necessary or advisable in the course of their examination and treatment. I understand that ICE is only carrying out the examination and it is the responsibility of the dentist to evaluate and report on the scan.

NAME:     ____________________________________

SIGNED:  ____________________________________         DATE: ____________



Females: Regarding Possibility of Pregnancy

This is to certify that, to the best of my knowledge, I am not pregnant, and ICE has my permission to perform diagnostic x-ray examination. I have been advised that certain x-ray examinations can be hazardous to an unborn child. 


SIGNED:  ____________________________________         DATE: ____________





FOR OFFICIAL USE ONLY

Checklist SCL1 completed 


SIGNED:  ____________________________________         DATE: ____________
Dental Report CBCT -

Personal Information:
Date of Scan:  
Name: 					DOB: 

Justification:


Previous images: 


Machine:
Voxel dimension of 0.250mm, 120 Kv 5mA – the time and the exposure is not recorded on the scan.
The scan is:

Teeth:
Present:

Bone Levels.

Other:


Vital structures:



General appearance of bone


Pathology:


Diagnosis:


Conclusion



Clinician details
Name 

Signature
Date
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