	MRI – UPRIGHT/OPEN

	Clinician Making Request:
	Proposed provider:


	Patient NHS No:


	Patient's Initials:

	Patient's DOB:

	GP Practice Name:

	GP Postcode:

	Eligibility Criteria

Referral for open MRI scanning of at least 0.5T as an alternative to conventional MRI in is subject to prior approval




	The Commissioner will agree to fund this procedure where the patient meets the criteria outlined in sections 1-4 below
	Please select

	1. Please confirm that the patient meets the criteria for ONE of the following:

☐ The patient suffers from claustrophobia where an oral prescription sedative has not been effective (flexibility in the route of sedative administration may be required in paediatric patients as oral prescription may not be appropriate)

AND/OR
☐ The patient is obese and cannot fit comfortably in conventional MRI scanners as determined by a Consultant Radiologist/Radiology department policy

AND/OR
☐ The patient cannot lie properly in conventional MRI scanners because of severe pain despite adequate analgesia provision

AND/OR
☐ The patient requires load bearing MRI images to be undertaken

AND
☐ There is a clear diagnostic need consistent with supported clinical pathways

	☐Yes ☐No

	2. Please confirm the specific anatomy to be scanned





	☐Yes ☐No

	3. Please confirm the cost of the MRI scan
£



	☐Yes ☐No

	4. CLINICIAN DECLARATION

I confirm that the above information is complete and accurately describes the patient's condition 
Clinician GMC No: [image: ]* Required

Note: treatment should only be undertaken by the proposed provider if this form is approved.
	☐Yes ☐No
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