REQUEST FOR DIAGNOSTIC IMAGING SERVICES

P ET/CT FOR OFFICE USE ONLY

Skull Base to Thigh
425.228.3440 ext. 4147 PET Coordinator O enea
425.251.1324 Fax for PET Forms VALLEY DIAGNOSTIC © Whole Body

425.656.5550 Ph. IMAGING SERVICES O Limited
425.656.5552 Fax

Olympic Building

PET services are performed at Valley Diagnostic Imaging Services - Medical Arts Center location. Please see map and directions on back.

\

PATIENT INFORMATION: .
(Please print)

Name: SSN#:
(Last) (MI)

DOB: Height: ight: ____ Work Ph:

If female, date of last menstrual period: ___

| REFERRED PHYSICIAN INFORMATION:

Referring Provider: Signature:

Office Ph: Fax: Back Line:

Nurse Name: Nurse Ph & Ext:
| REPORT / FILMS PREFERENCE: (O Prelim.Report: ( )Call:__

(Final Report: ( )Fax: () Mail/Courier:

()Send images on CD to:

(ORelease films with patient () Send films to:
Reason for PET winon-diagnostic CT:

() Breast Ca () Other: () Diagnosis () Post-Therapy
() Lymphoma () Initial Staging () Re-Staging

8 Melanoma Pre-authorization #:
Esophageal Ca

() Head &Neck Ca Diagnostic CT w/contrast Requested:
() Colorectal Ca () Neck () Abdomen
() Solitary Pulmonary Nodule () Chest () Pelvis

() Non-Small Cell Lung Contrast:

8 gﬂeyfcr)ac:tr:rlalsvel?zzllg O Oral (O IV(Creatinine): Allergy: Y / N
y Date Drawn:

(U Brain Dementia () Both (O Radiologist Discretion

/
[ PATIENT HISTORY: \

Is patient diabetic? QYES Q NO  Controlled by: Q Insulin Q Oral Med.

Diabetic patients must have a 3-day account of their blood sugar readings to schedule their appoinment time. Readings may be done on a home monitor.
PET Coordinator will contact the patient.

Is patient anemic? QYES Q NO

Recent Surgery? QYES Q NO  Whatarea of body? When:
Prior Malignacies? QYES Q NO  Whatarea of body? Chemotherapy:
Radiation Therapy? QYES Q NO  Whatarea of body? When:
Patient received bone marrow stimulation? QYES Q NO When:
Pathology: /

Please FAX a copy of the Front & Back of the Patient’s Insurance Card. Our office
| PREVIOUS IMAGING STUDIES: can obtain authorization. All PET Scans for Non-approved Medicare Indications
(include all films & reports with orders: an MRI or CT is required within the last 3 months) | require Pre-Authorization. If no card is available, complete the following:

Q MRI Date performed: Insurance Name:
Where: Subscriber Name:

(Ha Date performed: ID#: Group #: Insurance Ph.:
Where: Insurance Address:

Q Bone Scan Date performed: Fax Disclaimer: The information contained in this facsimile transmission is privileged and confidential.
Where: If you have received this fax in error, please notify the sender and destroy this fax. Thank you.

Q PET Date performed:

\ Where: Valley Radiologists Inc., PS. in association with Valley Medical Center







