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PATIENT NAME: ___________________________________ DATE OF SERVICE: ______________

DATE OF BIRTH: ______/______/______ AGE: _____ GENDER:  FEMALE / MALE  WEIGHT: __________ 
PROCEDURE/EXAM: ___________________________________________________________________ 

ORDERING PHYSICIAN: ________________________________________________________________

 

ARE YOU PREGNANT OR SUSPECT YOU MAY BE PREGNANT? YES_____NO_____LMP___________
PROBLEM/REASON FOR EXAM:  EXPLAIN CONDITION IN DETAIL: ________________________________

_____________________________________________________________________________________

__________________________________________________________________________________________ 
HAVE YOU HAD AN X-RAY,  CT,  MRI,  ULTRASOUND RELATED TO THIS PROBLEM?     
 

IF YES, EXPLAIN EXAM AND LOCATION EXAM PERFORMED: _________________________________

_____________________________________________________________________________________

LIST OTHER MEDICAL PROBLEMS: _______________________________________________________

_____________________________________________________________________________________

LIST PREVIOUS SURGERIES: ____________________________________________________________

_____________________________________________________________________________________

MEDICATIONS PRESENTLY TAKING: _____________________________________________________

_____________________________________________________________________________________

LIST ANY DRUG ALLERGIES: ____________________________________________________________

_____________________________________________________________________________________
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For technologist use only:				  TECHNOLOGIST NOTES - DIAGNOSIS





AMOUNT AND TYPE OF CONTRAST:		___________________________________________





Ultravist 370 -   50 cc’s _____				___________________________________________


Ultravist 370 -   75 cc’s _____				


Ultravist 370 -  100 cc’s_____				___________________________________________


Oral Gastroview            _____							


					                          ___________________________________________


Tech Initials: _____________








