                                                                                                                                                                                                                               PHONE:          

                                                                                                 INSURANCE:               

Scheduled by:                                                                                                                                                                                                                                PREP:                           
                                                                                                                       INSTITUTE OF DIAGNOSTIC IMG.               

                                                                                                             SOFT TISSUE CT INFORMATION FORM

 HEIGHT____________   WEIGHT_________

(Females) ARE YOU PREGNANT?  Y / N
  LMP?  ________________
PATIENT HISTORY INFORMATION:
(IF ANSWER IS YES- PLEASE SPECIFY)

ALLERGY TO IODINE                             ____YES   ____NO    _______________________________           
ALLERGIES TO ANY MEDS                   ____ YES ____NO    _______________________________

ALLERGY TO SEAFOOD                        ____ YES ____NO    _______________________________

ALLERGY TO STRAWBERRIES             ____ YES ​​​____NO    _______________________________
ALLERGY TO IV XRAY CONTRAST       ____ YES ____NO    _______________________________

HAVE YOU HAD A PREVIOUS   IVP      ____ YES ____NO
OR AN ANGIOGRAM                               ____ YES ____NO                                   

                     ANY REACTION                  ____ YES ____NO    _______________________________
ARE YOU DIABETIC                                ____ YES ____NO

DO YOU USE GLUCOPHAGE                 ____ YES ____NO

SYMPTOMS

Have you had surgery on the area?  Y/ N

What was done? (Please specify)______________________________________

Do you have a palpable lump or mass?   Y/ N

Do you have pain in the area?  Y/ N 

Do you have numbness or tingling in the area?  Y/ N

Do you have redness, bruising or discoloration?  Y/ N

Do you have swelling? Y/ N

Do you have inflammation containing pus? Y/ N

Do you have a history of cysts? Y/ N

Please describe___________________________________________________

Do you have a lipoma (fatty lesion)?  Y/ N

Please describe___________________________________________________

When did you first notice the mass?___________________________________

Has the area changed in size? (Please describe)__________________________

Do you the patient have a history of cancer (please indicate primary cancer)

Please describe___________________________________________________
                                                                      TECHNOLOGIST USE ONLY

WITH / WITHOUT CONTRAST                                  RADIOLOGIST CALLED Y / N___________________                     

______________CC___________                                    PROTOCOL____________________________________  

____________gauge___________                                    _______________________________________________

EXAM     ________________________________           INFILTRATES                          ____YES ____NO

PREVIOUS CT EXAM       ____YES ____NO             EXISTING IV                              ____YES ____NO

CREAT   ________________________________           CATHETER OUT INTACT      ____YES ____NO

EXAM EXPLAINED           ____YES ____NO            TECH NOTES______________________________

POWER INJECTOR USED ___YES ____NO             ___________________________________________

IV LOCATION _________________________              ___________________________________________                                                                          

