
CT AND X-RAY RISK ASSESSMENT SHEET

Date:Patient:

Exam Type:Reason for your exam

Part 1 Specify

YES1) Have you had a previous reaction to IV contrast?
2) Do you have diabetes?
3) Do you have asthma?

NO YES
YES
YES
YES5) Do you have only one functioning kidney'?
YES6) Do you have multiple myeloma?
YES7) Do you have sickle cell disease?

8) Do you have polycythemia? YES
YES9) Do you h

YES

YES
YES

YES

Part 3,

1) Do you take Glucophage, Glucovance, Metaglip,
YESndamet, or Metformin for diabetesAva

Patient Signature:

(OFFICAL USE ONLY)

Physician Name:Physician consulted: NO YES

NO YES Amount:Contrast Type : ccOK to proceed:

Injection siteTime:

Technologists's Signature:

Comments/Reactons/Actions Taken

Signature:

Jupiter Medical Center
Jupiter, FL. 33458

Page 1 of 1 Form # jmc7514

YES

risk of

NO

NO
NO
NO
NO

NO

NO
NO

NO

NO

NO

NO
NO

NO


	Patient: 
	te1: 
	Exam_Type: 
	NO15: Off
	YES18: 
	YES19: 
	YES20: 
	YES21: 
	YES22: 
	YES23: 
	NO16: Off
	NO17: Off
	YES24: 
	NO18: Off
	YES25: 
	YES26: 
	NO19: Off
	NO20: Off
	YES27: 
	YES28: 
	NO21: Off
	NO22: Off
	YES29: 
	NO23: Off
	YES30: 
	YES31: 
	NO24: Off
	I16: 
	Amount: 
	Time: 
	gists_Signature: 
	CircleText1: Off
	CircleText2: Off
	CircleText3: Off
	CircleText4: Off
	FillText454: 


