19 THE LANE, PAGET PG 05 BERMUDA
PHONE: 441-232-0664

FAX: 441-236-5569

EMAIL: MRI@BHCS.BM

BERMUDA HEALTHCARE WWW.BHCS.BM
SERVICES
Patient Name: Date of Request: ~ DD / MM / YY
Patient Address:
Date of Birth; DD / MM / YY Phone Cell: Work: Home:
Email:
Appointment Date: DD / MM [/ YY Time: Lahey Clinic #
Insurance Company: Policy Number: Certificate Number:
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If yes, patient should have dialysis within 24 hrs after infusion of contrast.
SYMPTOMS/REASON(S) FOR MRI:
ICD CODE:
Referring Dr. Phone Office: Cell:
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