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TELE RADIOLOGY CLIENT REQUIREMENT FORM

	Name of the Organization/Institution
	

	Address of the Organization/Institution
	

	Please select the Type of Organization/Institution
	Diagnostic  Center
	<=30 Bed H
	<=80Bed H
	<=100 Bed Hosp

	Type of Modalities *

	CR/DX
	CT
	MR

	
	OTHERS:

	Volume of Studies Expected  (numbers in range)*
	CR/DX
	CT
	MR
	Others

	Day Coverage
	
	
	
	

	Night Coverage
	
	
	
	

	Expected Turn Around Time of a Report (is calculated from the time of complete images are received at radiologist  end to the time of report is received at client end) *
E.g.: < 3 hrs
	TAT for Day cases
	TAT for Night Cases

	
	
	


	Type of Interpretation Services, If Required


	Preliminary
	YES / NO
	Second Opinion
	YES / NO

	
	Final 
	YES / NO
	Pre-Consult
	YES / NO


CONTACT DETAILS

	Contact Details – Head of Institute*
	Name:
	

	
	Email: 
	

	
	Office Ph:
	

	
	Mobile:
	

	
	Location:
	

	Point of Contact Details – for Day to day Operations *
	Name:
	

	
	Email: 
	

	
	Office Ph:
	

	
	Mobile:
	

	
	Location:
	

	Other Specifications /Remarks, if any
	


Further Info: Rathish | +91 44 4352 9566 rathish@pellucidnetworks.com | www.pellucidnetworks.com  

