Triangle Urology Associates, P.A.

205 FRASIER STREET, DURHAM, NC 27704

(919) 477-7003 / FAX # (919) 471-2827

CT SCAN CONSENT AND HISTORY 

Name: _____________________________    Sex: _____    Age: _____    Birth date: ______________

Address: ______________________________   City: __________________    State: ____    Zip: ____

Home Phone: ____________________    Work Phone: ________________    Relative Phone: _______

Email address____________________________ Referring Doctor: _____________________________

Occupation: ___________________   Employer: _______________   Emergency Contact: __________

Soc. Sec. No.:_________________    Marital Status: __________   Spouse’s Name: _______________
Diagnosis   ________________________________________________________________________ 

Please fill out the following information to the best of your knowledge.

Do you have Medicare insurance?
Yes
No
Reason of Exam ____________________________

Have you had a previous CT?

Yes
No
Where/When?
   ____________________________

Have you had an IVP?


Yes
No 
Where/When?    ____________________________

Have you ever had any IV dye?
Yes
No
Any Complications?   ________________________

Drug Allergies? __________________________________________________________________V 14

Food Allergies? _______________________________________V 15   Shellfish allergy?
Yes
No

Do you have any history of any of the following? (Explain at Bottom)

Heart disease

Yes
No (402.90)

Asthma 

Yes
No (493.90)

Diabetes

Yes
No

Medications for diabetes____________________________

Heart Dysrhythmias
Yes
No (427.9)

Cancer


Yes
No

Type ___________________________________________

Have you had any Previous Surgery abdominal surgery? If yes, what? ___________________________

____________________________________________________________________________

Any chance of pregnancy? 
Yes
No
Date of last menses _______________________________

You will receive a split bill for this procedure; from Triangle Urology Associates, P.A. and Durham Radiology.I authorize the release of medical information to my insurance companies and authorize payment to provider.

Signature: ____________________________________________ Date: __________________

YOUR DOCTOR HAS REQUESTED THAT YOU HAVE A X-RAY PROCEDURE WHICH REQUIRES AN INTRA-VENOUS INJECTION OF DYE, A CONTRAST MEDIA CONTAINING IODINE. AFTER INJECTION, SOME PATIENTS MAY EXPERIENCE A WARM OR FLUSHED FEELING AND/OR A METALLIC TASTE. A SMALL NUMBER OF PATIENTS BECOME NAUSEATED; AN EVEN SMALLER NUMBER MAY DEVELOP AN ALLERGIC REACTION TO THE DYE, MOST COMMONLY A MILD SKIN REACTION WHICH DISAPPEARS BY ITSELF. OTHER MORE SERIOUS REACTIONS ARE UNCOMMON AND IF THEY OCCUR YOU WILL BE GIVEN APPROPRIATE MEDICATION/TREATMENT. FATAL REACTIONS ARE EXTREMELY RARE, APPROXIMATELY 1 IN 100,000 PATIENTS.

I HAVE READ THE ABOVE, UNDERSTAND THE PROCEDURE AND REQUEST YOU PROCEED WITH THE EXAMINATION. 

________________   ________________   __________________  _________________

Patient Signature
   Date                           Witness Signature           Date

