S

Methodist.

Le Bonheur Healthcare

Place Patient Label Here

Patient Assessment for Vascular Contrast Studies

9.

Reason/Symptoms for today’s exam

Is there any chance you may be pregnant? ........ccccocvveeriiiieinien e, Yes No

Are Yyou breastfeeding? ......cccciiivie i e Yes No

Have you ever had IV contrast for any of the following procedures? .................. Yes No

(e.g. CT Scan, IVP, Angiogram, Cardiac Catheterization)

Have you ever had an allergic reaction to IV contrast? .......ccccceeeeveeiviieeevcineeennns Yes No
If yes, what reaction(s) did you have?
Are you pre-medicated for today’s eXam? ......cccecevevevecieeiee s Yes No
If so, what medications/doses?

Do you have a personal history of cancer? ........ccocceeeveeiiiiniiinneniceeeee e Yes No
If so, what type(s)?

Do you have a history of surgery in the area being scanned? If so, what and when?

Do you have a history of the following conditions?
LIVEr DiSBASE .uveeeeeiieeeeieee e sttt e ettt sert e s st ree e e st e st ee s snneeeesnreeesenes ~Yes No
Thyroid DiSEASE ....ueieeceeeeeiiiieeeeireecciee e et e e e ere e et e e e sere e e e eneeeas 2.3 .Yes No
HEAIt DiSEASE ...vveiiiiieeeiiiie ettt e e e s e e e A Yes No
Asthma/Other LUNG DISEASE .......cceevveeveereeereeiteenreetreereeereees e e enas e Yes No
DiAIYSIS ettt et (s et Yes No

Do you have an Insulin PUMP?......ccociiiiiiniiiiiiienirece e i RO Yes No

Note: eGFR will be needed if Patient is age 60 and over, or aiiswers "Yes” to any of the following conditions

Kidney Disease/Kidney Failure/SUrgery ....cc..cccoceiieiceeeceeecceeeecree e, Yes No
If yes, explain:
Diabetes ....oocvvvveeriiinieeiee e et e st esreenaes Yes No
High Blood Pressure/Hypertension requiring medication ..........c.cc....... Yes No
Paraproteinemia Disease (e.g. Multipie Myeloma) .......ccccceveeeveevveennen. Yes No
Collagen Vascular Disease (eig. Scieroderma, LUPUS) .....cccoevevverrieneennnene Yes No
SICKIE CeII i ettt e s s saae e e sbaee e Yes No
Patient Signature (Parent or Guardiar) __ Date
Reviewing Associate Signature Date/Time
DATE OF LAB RESULTS GFR BUN CREATININE
Type of Device Size Site Inserted by # of Attempts Date Time
Contrast/Flush Amount Given ML Amount Wasted ML Total ML
Saline pre-contrast
Saline post-contrast
IV/Device Removed? Yes No Removed by: Date/Time
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