IMAGING CENTER OF COLUMBUS

Patient Information Sheet
Name:  ____________________________________________  Date of Birth:  _________________

Mailing Address:  __________________________________________________________________
                              Street Address


      __________________________________________________________________



      City




State


Zip

Phone #: ____________________  Work #: ______________  Social Sec #:  ___________________

Employer:  ________________________________________________________________________

Occupation:  _______________________________________________________________________
INSURED (PERSON RESPONSIBLE) INFORMATION (IF OTHER THAN PATIENT)
Name:  ______________________________________ Relationship to Patient:  _________________

Address (if different):  _______________________________________________________________
Social Sec #:  ____________________________     Date of Birth:  ____________________________

Home #:__________________  Work #:_________________  Employer:_______________________
CT SCREENING FORM
Sex:  _____  Age:  _____  Height:  _______  Weight:  _______  Date:  _________________________
Physician:  _________________________   Reason you are here today:  ________________________
__________________________________________________________________________________
(FEMALE PATIENTS) Are you pregnant:  ___ Yes  ___ No   Last Menstrual Period _____________
Have you had a previous exam related to this problem?  ___ Yes  ___ No If yes, explain:

__________________________________________________________________________________
List other medical problems:  __________________________________________________________
List previous surgeries:  ______________________________________________________________
Medications presently taking:  _________________________________________________________
List any drug or food allergies:  ________________________________________________________
(OVER)
CONTRAST HISTORY:

 ____ Not applicable to this exam
Are you taking Glucophage?   ___ Yes  ___ No
Bun _______
Creatinine _______

Have you ever had a previous allergic reaction to x-ray contrast (dye)?  ___ Yes  ___ No

If yes, explain:  __________________________________________________________

Any personal history of:

___ Yes  ___ No
Asthma



___ Yes  ___ No
Heart Disease

___ Yes  ___ No
Allergic Respiratory Disease

___ Yes  ___ No
Stroke

___ Yes  ___ No
Diabetes



___ Yes  ___ No
Liver Disease

___ Yes  ___ No
Kidney Disease


___ Yes  ___ No
Seizure Disorder

___ Yes  ___ No
Cancer




___ Yes  ___ No
Bladder Disease

___ Yes  ___ No
Multiple Myeloma


___ Yes  ___ No
Headaches

___ Yes  ___ No
Prostate Problems


___ Yes  ___ No
Dizziness

___ Yes  ___ No
Are you breast feeding at this time

If yes, explain:  ___________________________________________________________________

Acknowledgement:  I have answered these questions to the best of my knowledge and understand the information presented to me.  I have also informed the technologist that I am not pregnant at this time.  I hereby give my informed consent for contrast injection, if needed.  I hereby authorize the release of diagnostic films and reports to Imaging Center of Columbus.

________________________________
____________________________
______________

Patient/Parent/Legal Guardian Signature
Technologist/Witness Signature
Date

_________ CC of ________________________ with a _____________________ @ ___________

Amount
                  Type of Contrast                             Ga & needle type                  Time

X___________________ in ___________________________ Lot #:_________________________

            # of punctures                        Site location                       

Expiration Date:  ___________________________   By: __________________________________

Contrast Reaction:       ___Yes  ___No             Physician Covering Contrast:  __________________

Explain:  ________________________________________________________________________
