Southeast | ginon
Medical Imaging Lake

Patient Name:

PET/CT Patient History Form

Height: Weight: Sex:
Pregnant: LMP:
Referring doctor:
Diabetic: Yes No If yes, insulin dose:

Medications:

DIAGNOSIS (Indications for PET Scan):

PRIMARY.
Date Diaghosed:

SECONDARY:
Date Diaghosed:

SURGERIES:
Date:

B/OPSIES:
Chemotherapy? Yes No Last Treatment:

Radiation? Yes No Last Treatment:

Previous PET Scan? Yes No When?
Where?

New symptoms since last PET Scan?

Portacath Inserted Yes No Location:
Colostomy Yes No
Feeding Tube Yes No
Prosthesis Yes No

Allergies: (including x-ray dye) Past Injections:

Time of last meal:

Recent falls or fractures? Yes No
Recent dental work? Yes No

Exercise in past 24 hours? Yes No Type:

Other Tests:

CT:

MRI:

Bone Scan:

Other:

Additional comments:

DOSE: mCi@ Location: Glucose:




