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REQUEST FOR CT SCAN
Bookings: Telephone: 705-759-3642 Fax: 705-759-3714

Can the CT department leave a message on patient’s answering machine about their appointments?  [] Yes [] No
Number If Yes:

[1In Pt Room # [ |Emergency Pt [ ]Out Pt Third Party / Insurance
WSIB

Claim Number
Date of Injury
Employer’s Name and Address

Physician Information
Name (Print):
Signature:

EXAMINATION REQUESTED
CLINICAL INFORMATION

All of the following questions must be completed before the CT will be booked. (Please check Yes/No

1.a) Isthe patient allergic to radiographic IV contrast? Yes |:|No
b) What type of reaction?
2.a) Is the patient over 60 years old? |:|Yes |:| No
b) Is the patient taking Metformin or any of its derivatives?? |:|Yes |:| No
c) Is there a history of renal impairment or nephrectomy? |:|Yes |:| No
d) Is the patient currently on dialysis? [ Jyes [ ]No
e) Does the patient have other medical conditions or take any medications that may predispose
them to nephrotoxicity; hypertension medication, multiple myeloma? |:|Yes |:| No

Date of last menstrual period:

IF YOU HAVE ANSWERED YES TO ANY OF THE ITEMS IN QUESTION#2, ARECENT CREATININE (1 MONTH) MUST BE
FORWARDED WITH THE REQUISITION. THE PATIENTS WEIGHT MUST ALSO BE INCLUDED.
CT APPOINTMENTS WILL NOT BE BOOKED WITHOUT THESE TWO VALUES

Creatinine: Date:
Patient’s Weight: pounds/Kgs egfr:
FOR DIAGNOSTIC USE ONLY

Date received: Exam codes:

Technologist comments:

Radiologist Priority 10 20 BO 40 ENITSD

Radiologist instructions:

APPOINTMENT DATE AND TIME:

NOTE: This is a CONTROLLED document as are all files on this server. Any documents appearing in paper form are not controlled and e Form # 12487
should ALWAYS be checked against the server file versions (electronic version) prior to use e (07/18)
Health Records — Do Not Destroy s #
Page 1 of 1



	Can the CT department leave a message on patients answering machine about their appointments: Off
	In Pt Room: Off
	Emergency Pt: Off
	Out Pt: Off
	undefined: 
	Claim Number: 
	Name Print: 
	Date of Injury: 
	Employers Name and Address 1: 
	Employers Name and Address 2: 
	EXAMINATION REQUESTED: 
	b What type of reaction: 
	Date of last menstrual period: 
	Creatinine: 
	Date: 
	Patients Weight: 
	egfr: 
	Exam codes: 
	Radiologist instructions 1: 
	Radiologist instructions 2: 
	APPOINTMENT DATE AND TIME: 
	Group1: Off
	Text2: 
	Text3: 
	Check Box8: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box14: Off
	Check Box5: Off
	Check Box7: Off
	Check Box13: Off
	Check Box15: Off
	Check Box4: Off
	Check Box6: Off
	Check Box9: Off
	Check Box1: Off
	Text1: 


