
COLUMBUS CIRCLE IMAGING 

A division of West Side Radiology Associates, P.C.
1790 Broadway New York, N.Y. 10019 .Tel :( 212) 977-4100 

PATIENT NAME: ________________________________________________________

DATE:_____________ACC#_______________TIME:_______________ID#_______________

WHOLE BODY PET_____ CARDIAC PET_____ BRAIN PET_____

THE REASON FOR PET: ________________________________________________________________

HISTORY: ____________________________________________________________________________

PRIOR PET? YES___     NO___        IF YES, WHERE? _______________WHEN?_______________

DIABETIC? YES___     NO___        IF YES, MEDICATIONS? ______________________________

STEROIDS?        YES___     NO___        CHEMO?    YES__       NO__   RADIATION   YES__      NO__

IF YES, START DATE:_________________________COMPLETION DATE: _____________________

RECENT CT’S OR MRI’S?     YES__        NO__        WHERE?_____________WHEN?___________

IF FEMALE OF CHILD BEARING AGE, IS THERE A POSSIBILITY OF PREGNANCY?  YES_   NO_

PATIENT NAME: ______________________________________________________________________

ADDRESS: ____________________________________________________________________________

TELEPHONE HOME # ____________________________________WORK________________________

INSURANCE: ____________________________________PRE AUTH: ___________________________

POLICY/ID#: ____________________________________ GROUP#: _____________________________

PATIENT’S HEIGHT? _____________________________PATIENT’S WEIGHT?__________________

REFERRING PHYSICIAN: _______________________________________________________________

PHONE: ______________________________________________________________________________

ADDRESS: ____________________________________________________________________________

ASK THE PATIENT THE SIDE OF INVOLVEMENT AND INJECT THE CONTRALATERAL ARM 
INJECTION SITE: ______________________________________________________________________


