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                                 CT SAFETY FORM
Patient Name: _____________________________________

Date: ______________________

Date of Birth: ____________________
Weight: _______________

Height: _______________

Please describe the reason for having a CT Scan: _________________________________________________________________

_________________________________________________________________________________________________________

How and when did these symptoms occur? ______________________________________________________________________
_________________________________________________________________________________________________________
Medical History:

Do you have any of the following:

Cancer
     Heart Disease


Kidney/Renal Disease
     Multiple myeloma
     Hypertension

Seizures
     Sickel cell anemia

Tumor/ Lump/ Mass
     Bleeding tendency
     Heart arrhythmia


Diabetes
     Congenital Heart defect
Chemotherapy

     Stroke

     History of Smoking


Glaucoma
     Radiation Therapy

Lupus


     Asthma, Bronchitis
     Emphysema

1. Please indicate if you are currently taking any of the following medications? 

· Glucophage, Glucophage XR, Glucovance, Metformin, Avandamet


Y   or   N

· Regular use of Nephrotoxic antiobotics, such as amino glycosides, or non-sterodial 
anti-inflammatory drugs (e.g. advil, motrin, aleve, etc.)



Y   or   N

· Any type of anti-coagulant medication (e.g. heparin, plavix, warfarin)


Y   or   N 

** If you said yes to any of the questions above, please inform your technologist.  You may require special instruction and/or further blood test(s) to assess your kidney function prior to receiving IV contrast media **

2. Have you ever had an allergic reaction to IODINE / IV Contrast?




Y   or   N
** If you said yes to the above question, you may require pre-medication prior to receiving IV Contrast, no contrast, or alternative imaging.  Your technologist will discuss these options with you. **
3. Do you have or have you had any food or drug allergies? (e.g. Benadryl, Contrast Media, Shellfish)
Y   or   N


If yes, please list any food or drug allergy: ________________________________________________________________

___________________________________________________________________________________________________

4. Have you had any prior tests (MRI, CT, X-Ray, etc) for the symptoms you are currently experiencing?
Y   or   N
Females Only: (MUST be completed for/by all women between 11 and 50 years of age)

The radiation used in CT may be harmful to an unborn child. To help prevent the accidental irradiation of an unrecognized pregnancy, and in accordance with national standards, we require the following information from female patients of childbearing age.

5. Are you, or is it possible that you might be pregnant?





Y   or    N     Don’t Know
6. Are you currently Breastfeeding?








Y   or   N

7. Method of Birth Control: __________________________________________

** If you are not currently on birth control, have you had sexual activity since you last menstrual period 
Y   or   N

that may put you at risk for pregnancy?

First day of last menstrual period (LMP)? _______________________________

___________________________________

___________________________________

_______________
Print name of patient or responsible party

Signature of patient or responsible party

Date
___________________________________

___________________________________

_______________

Print name of Technologist 


Signature of Technologist



Date

