ALL INDIA INSTITUTE OF MEDICAL SCIENCES, JODHPUR

Department of Diagnostic and Interventional Radiology

CT SCAN REQUISITION FORM

Patient name....ocoeveeeineneieincneannes Age/ SeX.uueuenn Patient AIIMS ID..cveiriiiiniiiiiiniiiinininiiecnenen CT No..........

(0131571 54 b Bed No...oeereeeee Ref. PhysiCian..veeeeeeeceiiesieenecercrsnrsnrennnns Date.../...... oves
Pregnancy — (Yes/ NO)euevernernernnnnns Date Of LIMP.uueniiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiietieteesesssstssssnssasssssssssnsanss
Any history of Allergy/ Asthma/ DM/ HTN/ Renal disease/ cardiac disease/ surgery (Yes/ NO)iueeeseveeieieieenrnieiecnennnnn
Any chemotherapy/ radiotherapy received (Y5/ NO): coeveeutieieiuineiiiniiiieeieiiieiecaiieiecstieescsesesecscstsscscacscsscscsccsses
Serum Urea...ceeecececesererecennnannnns Serum CreatiniNe. cveueeeseeeseeeerrerereseseeesesereressasesasscseseasasssssssssssssasasasesns

Clinical History and provisional diagnosis:

Previous scans (USG/ CT/ MRI) — (Yes/ No):

Area of interest (Please specify Non contrast / Contrast CT):

Clinician Signature:

Name and Designation:

For Radiology Department

Technician: Appointment Date: Duty Resident’s Protocol:
Time:

Contrast used (ml): Amount Paid: For Technician:
Bill No. :

Remarks: For Nursing Staff :

I/V Cannulation:
Negative/ Positive oral contrast:
Rectal Contrast:

Informed consent for CT: I hereby give my consent for injection of contrast/ Sedation/ Anaesthesia for CT Scan and if
required admission in ICU. I have been explained the benefits, risks and likely complications involved in this procedure in

a language which I understand

Contact NO...c.evvvnvneineiiinrieineieineneenenns Patient / Relative’s Signature/ Thumb Impression:




Pregnancy consent:

This examination requested by my physician is potentially harmful to my pregnancy and may cause a miscarriage or
congenital deformity. I understand this potential risk to the pregnancy and I agree to have the examination performed as

requested.
Signature / thumb — Patient Signature - Witness:
™S & fog fAdwr Instruction for Patient
1. o9 & feq £ ST Tol Rad oY | Please report at 8:30 am on the date of appointment
2. 9 D 95 B3 CL7R g9 9 3o Y1 | Please do not eat or drink atleast 4 hours prior to
A1 @6 /9 | appointment time.

3. MO o frell PR & ga1s o X® & S= | Patients who are on some medications should take
UM & U ge D 91 a5 Bl (CNED morning dose with a sip of water.

o ARy |

4. <9 & faq orq=l |+ g-\rﬁ‘[ ST Ud Uag | Please bring all reports and previous scans (USG/ X-
X AT WA ¥ U9 . oR. ang | Ray/ C.T. MRI) along with you

|y H A |
5. B DI Yad DI S (zlﬁqT g ﬁ;ﬁﬁﬁﬁ:{) Recent KFT (serum urea and creatinine) reports
Rare ey # @ |
6. U T HH ¥ HH b IA&h R¥SR dI | Please bring atleast one adult attendent with you
SR ol |
7. S @ o9 arga |9 g gT e (& | Please remove and keep all your ornaments (nose, ear,
GG 113}) TN BIS DY 3T | neck) at your home on the date of appointment
8. 3= g fA=ferfRag JEY Y Please bring following things with you
o oI Ug\ﬁ'ﬂTﬁFT ®  iiiieieiees injection urograffin/ Mannitol/
et / UTeld / Peglec
®  iiieieiees ML of Iohexol — 300 mg / 350 mg,
® el smaRadEe 300 Todixanol — 320 mg
frehamer /350 refamer /ST e 2 liter of drinking water
320 fA<hameT e DVD-R

o 2 ciiex N9 &1yl
o IS — IR






