CLINICAL RADIOLOGISTS





      CT QUESTIONAIRE
Patient Name: __________________________   DOB:  __________
Age: ________

BUN__________CREAT______________DATE_________________TECH_______________

Contrast:______________cc Optiray
                                                  FEMALES ONLY
I certify to the best of my knowledge I am not pregnant.
My last menstrual period began on _________________________ 

I wish to continue with the exam.

Signature of Patient: _____________________________DATE:_____________
Signature of Parent or Guardian:  ______________________DATE:__________
Witness:    ______________________Date:  __________________

List any allergies to food or medication? __________________________________

_________________________________________________________________________

Do you have Asthma/Emphysema?



Yes

No

Do you have Diabetes?





Yes

No

List medications you are taking for Diabetes? _____________________________

_________________________________________________________________________

Family History or Personal History of:
Prior allergic reaction to iodine contrast

 Yes

No

Kidney disease, failure, tumor or transplant
 Yes

No

Sickle cell






 Yes

No

Lupus







 Yes

No

Multiple Myeloma





 Yes

No

Personal History of Cancer (type) _____________
 Yes

No

Chemo 
Yes    No     RADIATION


 Yes

No

List any surgeries you have Ever had? ___________________________________

________________________________________________________________________

________________________________________________________________________

List all symptoms you are having that pertain to the exam you are having 

today:_____________________________________________________________________
PLEASE DO NOT WRITE BELOW THIS LINE.  FOR TECHNOLOGIST ONLY
Prior Study available for comparison:
Yes 
No

Outside study from_______________________________________
____CT
____US
____MR
____XR
____PET _____NM
Technologist:______________________________
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