<> CONE HEALTH.

ﬂnNetwukforExcepbonalCare

CT HISTORY SHEET
GENERAL QUESTIONS

1. Please explain your current problem or complaint in detail:

2. How long have you had this problem?

3. Please list any prior surgery you've had on the areas being studied:

4. Any trauma or injury:

5. Any history of cancer? If yes, what kind and when?

Any treatments? What kind and when?

6. Any prior CT (or MRI scan or ultrasound) of this area? If yes, when and where?

7. Last Menstrual Period: Any chance you could be pregnant? []Yes [ No

8. List all medications you are currently taking:

9. Please check any of the implanted devices you currently have:
[] Pacemaker/Defibrillator [ Neurostimulator  [1Other implanted electronic devices

CT HEAD
1. Please check any symptoms you have:
[ pain or headache O numbness R L
[ confusion ] weakness R L
[ fainting L] visual problems R L
2. Any history of head injury?
3. Any history of stroke? If yes, when?
CT CHEST
1. Please check any symptoms you have:
[ pain ] weight loss
[ cough O fever
] coughing up blood [ shortness of breath
2. Are you a smoker or recent ex-smoker?
CT ABDOMEN AND/OR PELVIS
1. Please check any symptoms you have:
O pain O blood in urine O fever
[ blood in stool [J weight loss [ diarrhea
] nausea or vomiting ] constipation [ vaginal bleeding

2. Has your appendix been removed?

3. Any surgery not mentioned above? (gallbladder, uterus, ovaries, intestines, etc.)

SCAN THIS FORM INTO RIS
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TECHNOLOGIST TO COMPLETE THIS SIDE
ORAL & INTRAVENOUS CONTRAST HISTORY SHEET

[J Moses Cone  [1Wesley Long  [1Women’s Hospital [ Annie Penn

Patient Name: Date:
Procedure: BUN: Creatinine:
Diagnosis: LMP:

Pharmacy order reviewed: [1Yes [1No Comment:

Oral Contrast Volume Administered: [ 2 Cups (Total Omnipaque = 24 ml and Total Water = 1000 ml)
[J 1 Cup (Total Omnipaque = 12 ml and Total Water = 500 ml)

RN or RT SCREENING/ADMINISTERING TO PATIENT:

Medication list has been obtained/reviewed: [ Yes

Time Administration Began:

Y N
1. O O Prioriodinated (CT) contrast media?

2. [0 [ Priororal or IV contrast reaction? Describe:

3. [0 O Existing IV site flushed prior to CT exam?

RT SCREENING/ADMINISTERING TO PATIENT:
1. OO [O Steroid Prep in last 24 hours? Other:

Patient chart has been reviewed for history and labs?

History of high blood pressure or hypertension?

History of asthma?

Drug or other allergies? List:

Impaired renal function?

O o0Oo0oo0ooaod
O o0Oo0oo0ooaod

2
3
4
5.
6
7 Diabetic? [Insulin [ Metformin containing medication
(last given: )

8. [ O Multiple Myeloma, BUN:
(Normal BUN is required for IV CM. If BUN is not normal-hydration is recommended prior to exam.)

9. [
10. O

O

Emergency drug tray, B.R. cuff, oxygen and Contrast Reaction Treatment Guidelines available in the room.

O

Bronchodilator therapy bag available in the room.

11. O O Implanted electronic device:

Contrast: IV Omnipaque Volume: ml  Power Injector Rate: ml/sec.
[ Hand injection [ Hand injection Central/PICC line [ Power PICC line ] Power Port

Complications: [ None [ Minor [Major [JSZP completed
Describe:

Physician Notified:

Comments:
IV Started by: # of attempts:
IV Discontinued by: Date:

IV left in place post CT injection:

SCAN THIS FORM INTO PACS





