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Krankenkasse / Mitglied Nr................................................................UVG / Schaden Nr.����������������������������������������������������������������������������������������

MRI (3T)		 Röntgen		 Ultraschall

Gewünschte Untersuchung

Untersuchungsregion .............................................................................................................................................................................................

Gewicht .....................................................................................Kreatinin...........................................................     Platzangst

(Kontraindikationen MRI: Herzschrittmacher, Neurostimulatoren, Insulinpumpen, cerebrale Aneurysmaclips, Metallsplitter)

Klinischer Befund / Fragestellung (Blockschrift)

.............................................................................................................................................................................................................

.............................................................................................................................................................................................................

.............................................................................................................................................................................................................

.............................................................................................................................................................................................................

.............................................................................................................................................................................................................

.............................................................................................................................................................................................................

............................................................................................................................................................................................................. 	

.............................................................................................................................................................................................................

.............................................................................................................................................................................................................

Allergien / Implantate..................................................................Quick (Punktionen und Biopsie)............................................................. 	

Dokumentation der Untersuchung auf	      CD	      Webportal

     Schnellbefund per Telefon / Fax / E-Mail ..............................................................................................................................................

     Bitte senden Sie Anmeldeformulare

Datum ........................................................................................Arzt (Stempel & Unterschrift)

Fachärzte FMH Radiologie
Dr. med. Jakob Bräm
Dr. med. Gerald Heinzle
Dr. med. Andreas Jakobs
Dr. med. Meinhard Knitel
Dr. med. Beat Walser
Dr. med. Pius Wiederkehr 

Fachärzte FMH Radiologie/Kinderradiologie
Dr. med. Gerold Reutter

Tel. +41 81 511 10 20 
Fax +41 81 511 10 22
dzbuchs@hin.ch
www.radiologie-suedost.ch 
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