                                                                                                                                                                                                                  PHONE:          
                                                                                                 INSURANCE:               
                                                                                                 Scheduled by:        
                                                                                      Pt at appt?             

                                                                                           INSTITUTE OF DIAGNOSTIC IMG.

                                                                                             SINUS CT INFORMATION FORM:

HEIGHT_________  WEIGHT_________

PATIENT HISTORY INFORMATION_____________________________________________

DO YOU HAVE KNOWN ALLERGIES?                                     ________YES      ________NO

ARE THEY ENVIRONMENTAL OR SEASONAL?                   _________ENV.   ________SEAS.

ARE YOU ON MEDICATION FOR THESE?                              _________YES     ________NO

PLEASE LIST ALLERGIES:   __________________________________________________________________                                                                                                                                                                                                                                                                                                                                   
                                      ___________________________________________________________________
                                                   __________________________________________________________________ 

HAVE YOU HAD PREVIOUS SINUS IMAGING?                     _________YES      ________NO

HAVE YOU HAD SINUS SURGERY?                                        _________YES      ________NO

                                                        IF YES- WHEN?                    ________________________

DO YOU HAVE SINUS PRESSURE?                                           _________YES      ________NO

IS IT MORE -  LT  /   RT  or   BILAT?  (CIRCLE) 

DO YOU HAVE HEADACHES?                                                  __________YES     ________NO

IF YES- PLEASE DESCRIBE:         ______________________________________________________________

                                                           ______________________________________________________________

____________________________________________________________________________________________

DO YOU HAVE DENTURES?                                                     __________YES     ________NO 

TECHNOLOGIST NOTES

TYPE OF EXAM :  __________________________________

RADIOLOGIST CALLED?  Y  /   N  ____________________

PROTOCOL GIVEN?    Y  /    N         ____________________

___________________________________________________                                                                                                                                                                                    

TECH NOTES:_______________________________________________________________________________

____________________________________________________________________________________________

_____________________________________________________________________________________________

