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Safety check
If YES to following, please phone to discuss - it is the expectation that scanning will be unable to proceed
Yes: No:
Yes: No:

| confirm | wish to undergo an XR examination despite being over 28 days since my last menstrual period (must be signed by hand)
Name | Date | Signature
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First Contact Health, Weighbridge House, Lower Pollet, St Peter Port, Guernsey GY1 1WL
+44 (0) 1481 722999 Guernsey.reception@firstcontacthealth.com www.firstcontacthealth.com
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