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Patient Name: ______________________________________________
DOB: __________

ID # ___________________________


MRI, CT, MRA: 











Patient’s physical symptoms (be specific): _____________________________________________

⁯  Persistent pain / disability

⁯  Signs or symptoms of infection, abscess and/or neoplasm/metastasis

Duration of symptoms:  ____________________________________________________________

⁯  No prior treatment

⁯  ____ Weeks of treatment

Caused by Injury?  
⁯  Yes  
⁯  No

If Yes, explain: ____________________________________________________________

Any previous radiology or imaging?

Was there conservative therapy done?  
⁯  Yes  
⁯  No 
If yes, indicate all that apply: 

⁯  PT/OT
⁯  Chiropractic  
⁯  Osteopathic medicine 
⁯  Splint or Brace

⁯  Steroid: Injections or Oral

⁯  NSAIDS  

⁯  Other: _______________________________
Medication Prescribed: _____________________________________________________________

What is the Physician trying to rule out?: _____________________________________________________

⁯  Pre- or Post Op Eval
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Patient Name: __________________________________________
DOB: ______________

ID # ___________________________


Nuclear Cardiology:









What is the status of patient’s condition?

⁯  Confirmed Coronary Artery Disease (CAD)
How confirmed?: 


⁯  EKG
⁯  Angiogram

⁯  Catherization
⁯  Echocardiogram  

⁯  Suspected CAD in asymptomatic patient?  ( indicate all that apply):

⁯  Heart failure w/o chest pain

⁯  Atrial fibrillation


⁯  Normal myocardial perfusion
⁯  High-risk for CAD  

⁯  Ventricular tachycardia

⁯  Occupational risk


⁯  Hyperlipidemia



⁯  Hypertension 

⁯  Suspected CAD in symptomatic patient?  (indicate all that apply):

⁯  Abnormal/inconclusive stress echocardiogram

⁯  Cardiomyopathy


⁯  Chest pain w/ negative/conclusive treadmill

⁯  Chest pain


⁯  Moderate to high risk cardiomyopathy


⁯  Occupational risk


⁯  Post- ER w/in 72 hours  

Patient Information & History  

(AIM Cardiology Program Changes, effective 8/15/08 for Priority Health Members)
⁯  Will the ordering physician be performing the test that is currently being requested?

Patient Height: 
______′  _____″




Patient Weight: 
________lbs.

Systolic Blood Pressure: 
___________  


Total Cholesterol:
_____________

Is Smoker:




⁯  Yes
⁯  No

⁯  Unknown
Has Diabetes:



⁯  Yes
⁯  No

⁯  Unknown
Has Male Relative with CAD:

⁯  Yes
⁯  No

⁯  Unknown
Has Female Relative with CAD:
⁯  Yes
⁯  No

⁯  Unknown
Undergone Treadmill Test: 

⁯  Yes
⁯  No

⁯  Unknown
Undergone Rest Echocardiogram: 
⁯  Yes
⁯  No

⁯  Unknown

