St. Teresa's Hospital 51 7@ HjJ I

Scanning Department 32 R
(CT, MR, NM, PET-CT, PET-MR)
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Tel.: (852) 2715 8660 Fax: (852) 2762 2718 RERA 1 (852) 27158660 M :(852) 27622718 == Biekinis
E-mail: booking @sthscan.com #EH : booking@sthscan.com b iE Y

@ TYPE OF CT SCAN REQUESTED: (PLEASE v/ APPROPRIATE ITEMS) | Appointment > Dtk

® E% Body Musculoskeletal

rain .
(2 O Cerebral Angiogram % S ;:T;?;::Ffé;;;i:i?d} @9 O Spine _
(3®) O Brain + Perfusion ; Specify levels
@ [ Brain + Diamox Perfusion Study (13 O Low dose screening thorax (non-contrast) e —
® O Neck Angiogram (1 [ Whole Abdomen (from diaphragm to symphysis pubis) __ ‘nterventional

819 (A9 O Upper Abdomen (from diaphragm to iliac crest) @) O CT guided
[ Pelvis (from iliac crest to symphysis pubis) Is patient on antiplatelet / anticoagulant [JNo

Head & Neck @ O Appendix If [JYes, name of the drug
(® 0O Orbits (9 O CT Urogram Allowing to withhold the drug or not [INo[JYes
(@) O Paranasal Sinuses Others
g;::;:lo rBa;nBeone Cardiovascular @ 0O
] Neck [0 Coronary Angiogram

(Calcium Score included)
contrast Enhancement; 24 1 NON-CONTRAST (25 (] OPTIONAL CJ CONTRAST ONLY (27) (I NON-CONTRAST & CONTRAST
©MEDICAL & PHYSICAL INFORMATION: (PLEASE + APPROPRIATE ITEMS)

CINo CYes Allergy to Todinated Contrast CINo OYes Renal Impairment s T Coins 30
if yes, please prescribe steroid premedication if ves, for contrast CT please provide
(adult regime: Oral prednisolone 40mg 12 hr. & 2 hr. before contrast CT) CINo ClYes over 60 years old ifyes. S P 2
latest Creatinine Date:
CINo O Yes Diabetes Mellitus within 2 weeks
[INo [1Yes Patient is pregnant LMP___ [IMenopause____ OJNoOYes on Metformin
[ONo CJYes Hypertension____ [INo[JYes Heart disease Body Weight Kg.
[ONo OJYes Previous operation
@ CLINICAL INFORMATION: (HISTORY & PHYSICAL SIGNS & SYMPTOMS & LAB. RESULTS) Offiche e
take Hx:
et I,
‘er 2:
Own films
PROVISIONAL CLINICAL DIAGNOSIS:
Image print
(E)REFERRING DOCTOR: fooes ) Signed:
Printed old films ______
Tel.: Address: Date:

Please stick label if available or use block letter

CT SCAN
LA

(#34

%
Requisiti on form

MR-SCAN-090 Revised Feb 2024

Sex/Age:_________ D.OB. HKID:

Hosp./Hosp. No.: Ward/Rm. No.:




