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Diagnostic Imaging Consultation Request

Requisition will be returned if the following information is not provided

e R AN T t: .
/" EXAM REQUESTED: O Nuclear Medicine ime ou For Internal use only:

O General Imaging O GI Studies Bzgiitr)lcéo:;ecde;tion-

O CT Scan O Echo O Ultrasound Fﬁrseintoer:rlwyal ; Appointment time: Y,
PATIENT INFORMATION \ / PATIENT IDENTIFICATION
(For internal use only)
Health Card # DOB: YYYY/MM/DD
Surname First name Middle Initial Tel #
Address City Postal code
MRSA/VRE Positive?

WCB # (where applicable) OovY ON
Mode of transport: [0 Ambulatory O Chair [ Stretcher [ Portable

If exam is for research purposes, provide Account #:

< EXAMINATION REQUESTED N

/" HISTORY AND PROVISIONAL DIAGNOSIS Y

BACKGROUND INFORMATION

Relevant surgeries and tests: LMP:
Allergies: When 19 weeks gestation:
. Height: in/cm Weight: Ib/kg B-HCG results: Yy,
FOR CONTRAST ENHANCED EXAMS FOR INVASIVE PROCEDURES
Previous allergic reaction to x-ray dye? 0OY ON INR (within 24-48 hours of exam)

Platelets (within 24-48 hours of exam)
Patient diabetic? O Y O N
If there is a history of renal impairment or metformin use, a recent creatinine level must be provided. If is is not provided, the study
will be done without the benefit of intravenous contrast which may limit interpretation of the study. Creatinine level:

e

/" REQUESTING PHYSICIAN INFORMATION Requesting Physician’s name:
Signature: Telephone:
Pager No. Fax: Date (YYYY/MM/DD):

. . i ,
Urgency: O Emergent OUrgent OSemi-urgent Does patient require B-HCG ? =Y DN

\El Non-urgent O Elective Procedure code: /

Requisition Forms
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(K RADIOLOGY INSTRUCTIONS (For internal use only)

TECHNOLOGIST INFORMATION (For internal use only)
Room #: Fluoro time: Number of images:
Contrast Radlopharmaceutlcal given: Y ON Amount: Type: Initials:






