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Patient Name								                 DateName of Patient:   MRN: Date:  

CT Questionnaire

All CT Patients

Reason for this test, give symptoms: _____________________________________________________

Yes/No   Have you had a CT scan before?  If yes, where and when?  ______________________________

Yes/No   Are you allergic to CT scan IV contrast ?  If yes, what was your reaction? 

__________________________________________________________

Yes/No   Do you currently have asthma?  If yes, list symptoms and medications: 

___________________________________________________________       

Yes/No Are you diabetic?  If yes, list current medications:_______________________

Yes/No   Are you taking glucophage, metformin, glucovance, avandament, fortamet?

Yes/No   Do you have any history of kidney failure?  If yes, when? ________________

Yes/No   Have you had blood tests (BUN, creatinine) in the last 2 months?  Results?

__________________________________________________________

Yes/No   Have you had any surgery?  If yes, list type and date:   ________________________________

Yes/No   Do you have any medical conditions? If yes, list and describe treatment: 

___________________________________________________________

Yes/No   Do you currently have cancer? If yes, what type and treatment:

___________________________________________________________

Yes/No   Did you previously have cancer? If yes, what type and treatment:

___________________________________________________________

Yes/No   Have you had radiation therapy?  If yes, list body part: ___________________

Yes/No   Have you had chemotherapy?  If yes, list date of last treatment:____________

Yes/No   Do you have any abnormal lumps or masses?  Where? __________________

Yes/No   Recent abnormal blood tests?  List type and results: ____________________

Yes/No   Have you had any recent injury?  When and what type?   _______________________________

Yes/No   Do you have any tenderness to touch?  Where? _______________________

Yes/No   Do you have any pain?  Where? ___________________________________

Yes/No   Do you have a cough?  If yes how long? _____________________________

Yes/No   Do you have any fever or infection? Please describe: __________________

Yes/No   Have you ever smoked?  If yes for how long?_________ How many packs a day?___________

   If you are an ex-smoker, how long ago did you quit? _______________

Yes/No Do you take a medication called Hydroxyurea?

Coronary CTA scan Patients Only

Yes/No   Heart Attack Yes/No   Heart Valve Problems             

Yes/No   Stroke Yes/No   Diabetes

Yes/No   Congestive Heart Failure Yes/No   Heart Muscle problems

Yes/No   Heart Rhythm problems Yes/No   Chest Pain

Yes/No   Pacemaker?Defibriallator  Yes/No   Hypertension

Yes/No Shortness of breath with exercise? Yes/No Lung Disease                             

Yes/No Chest discomfort or pain with exercise? Yes/No Asthma or wheezing       

Yes/No   Do you use inhalers or bronchodilators?          Yes/No  Did you bring them?

Yes/No   Angiogram/Cardiac Catheterization   When? _____________________

Yes/No   Angioplasty/Stent placement?   When? ____________________

Yes/No   Electrophysiology Studies/Ablation?   When? ____________________

Yes/No   Coronary Artery Bypass Surgery?   When? ______________________

Yes/No   Valve replacement surgery?   When? Type? __________          ___________

Consent for IV Contrast Material:  If your physician has requested or if the radiologist feels your condition/findings warrant, 

you may receive IV contrast material.  All Metformin patients please hold medications for next 48 hours. The contrast is 

injected through a small needle placed in a vein in your arm or hand, much the same manner as when blood is drawn for 

laboratory studies.  Occasionally a patient may have a mild reaction to the contrast agent and will develop sneezing or hives.  

Other or more severe reactions may occur but are uncommon.  I understand this and give consent for the use of contrast during 

my CT scan.  All my questions regarding contrast and potential reactions have been answered to my satisfaction.

______________________________________________________________________ ___________

Signature of patient /parent/guardian Date
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