NAME:  
        DOB:             
PHONE:          
DATE OF SERVICE:         Time:        
MR #         

EXAM/ REASON:          

           DR.                 PREP:               

           INSURANCE:                                     
                                                                                     INSTITUTE OF DIAGNOSTIC IMG.               

                                                                                       ABD/PEL Stone CT INFORMATION FORM

   HEIGHT____________   WEIGHT__________

(Females) ARE YOU PREGNANT?  Y / N
  LMP?  ________________
DO YOU HAVE ANY OF THE FOLLOWING HEALTH CONDITIONS?
ASTHMA                              ____YES ____NO                  HYSTERECTOMY                  _____YES ____NO

HEART DISEASE                 ____YES ____NO                  OVARIES REMOVED             ____ YES ____NO

LUNG DISEASE                   ____YES ____NO                  MASTECTOMY                      _____YES ____NO

KIDNEY DISEASE              ____YES ____NO                   APPENDECTOMY                 _____YES ____NO

                                                                                                 KIDNEY REMOVED            _____YES   ____NO

HIGH BLOOD PRESSURE ____YES   ____NO                 COLON RESECTION             _____ YES ____NO

MULTIPLE MYELOMA      ____YES   ____NO                 PROSTATE SURGERY           ____ YES __ _NO

SWOLLEN ANKLES            ____YES ____NO                  GALLBLADDER REMOVED ​​____ YES ____NO

HISTORY OF CANCER       ____YES ____NO                  LUNG SURGERY                    _____YES ____NO 
** IF HISTORY OF CANCER-WHAT TYPE OF CANCER ________________________

ANY OTHER SURGERIES   ____YES ____NO ____________________________________________________ 

                                                                      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 _________________________              ___________________________________________

