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2101 Pease Street         Harlingen, TX 78550
                                                                 Phone: 956.389.1852     Fax:  956.389.6027   

IMAGING SERVICES (RADIOLOGY) HOSPITAL ORDERS

Hospital Status:       Pre-Op Appointment Only     Outpatient Ambulatory       Inpatient          

Patient Name:







 DOB:



  
Exam Appointment Date and Time: 









Diagnosis: (Please write out diagnosis –Please do not use Rule Out or Pre-Op as diagnosis) 

ICD 10 Code(s):











  
Clinical History:  












Allergies: 














    Is patient allergic to Iodine:   Yes
 No 
 (If yes, notify MD/Radiologist for further orders)
=======================================================================================
LAB ORDERS
BUN and Creatinine Lab Values are required for IV Contrast studies ( CT, MRI, IVP) if:

· Patient is Age 50 or older
· Patient has history of :

a. Renal Disease/Surgery (including dialysis, transplant, single kidney) OR 

b. Hypertension OR 

c. Diabetes Mellitus
· Taking Metformin or Metformin containing drugs 

BUN and Creatinine Lab Values are valid for (30) days.  If previously drawn within (30) days please note values and date drawn:       BUN Value:____________________  Creatinine Value_________________  Date Drawn:____________

Other Labs:  Please check off additional LABS needed for Diagnostic Studies. 


SEDATION ORDERS:  If patient requires sedation – please complete following:
Medication to be given:      _________________________________________      [    ]   PO     [    ]  IV   

Follow:    [    ]  Anesthesia Protocol               [    ]   Radiology Protocol
FOR YOUR PATIENT’S CONVENIENCE:
Routine Diagnostic, Ultrasound, Cat Scan and MRI procedures may be performed at:
 Valley Baptist Imaging Center (Treasure Hills Imaging)

 1717 Treasure Hills Blvd.     Harlingen, Texas

 Phone:  956-389-3300        Fax:  956-389-3309
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Patient Name:




 DOB:




CT SCAN
CT Abdomen/Pelvis With PO Contrast            

        With and Without IV Contrast

       With out IV Contrast
CT Abdomen/Pelvis Without PO Contrast

       With and Without IV Contrast

      Without IV Contrast 
CT Abdomen With PO Contrast
      With and Without IV Contrast

      Without IV Contrast

CT Abdomen Without PO Contrast
      With and Without IV Contrast

      Without IV Contrast

CT Chest
      Without IV Contrast
      With/Without IV Contrast
CT Head
      Without IV Contrast
      With/Without IV Contrast
CT Neck
      Without IV Contrast
      With/Without IV Contrast
CT Pelvis

      With PO Contrast  
      Without PO Contrast
      With IV Contrast
      Without IV Contrast
      With/Without IV Contrast
CT Sinuses Maxillofacial
      Without IV Contrast
      With/Without IV Contrast
CT Spine

      Cervical   Lumbar    Thoracic
      With IV Contrast
      Without IV Contrast
      With/Without IV Contrast
 CT Cardiac Scoring
CT Arthogram with IA Contrast

   _____________________________

     Left    Right    Bilateral
CT Other _____________________
      With IV Contrast
      Without IV Contrast
      With/Without IV Contrast
      With PO Contrast

      Without PO Contrast
CTA

CT Angio Abdomen
      With/Without IV Contrast

CT Angio Chest
      With/Without IV Contrast

 CT Angio Head
      With/Without IV Contrast
 CT Angio Pelvis

    With/Without IV Contrast
MRA

MRA Brain

 Without IV Contrast

MRA Abdomen
      With/Without IV Contrast
MRA Other ___________________

      With/Without IV Contrast
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MRI

MRI Abdomen
      Without IV Contrast
      With/Without IV Contrast
MRI Brain
      Without IV Contrast
      With/Without IV Contrast
 MRI Extremity    Upper    Lower

      Left    Right    Bilateral

      Without IV Contrast
      With/Without IV Contrast
MRI Hip

      Left    Right    Bilateral

      Without IV Contrast
      With/Without IV Contrast
MRI IAC’s
      Without IV Contrast
      With/Without IV Contrast
MRI Knee

      Left    Right    Bilateral

      Without IV Contrast
      With/Without IV Contrast
 MRI Liver

      Without IV Contrast
      With/Without IV Contrast
MRI Pelvis

      Without IV Contrast
      With/Without IV Contrast
MRI Sella (Pituitary)

      Without IV Contrast
      With/Without IV Contrast
MRI Shoulder

      Left    Right    Bilateral

      Without IV Contrast
      With/Without IV Contrast
MRI Arthogram with/without IA 

       Contrast ___________________

      Left    Right    Bilateral
 MRI Spine

      Cervical   Lumbar    Thoracic
      Without IV Contrast
      With/Without IV Contrast
MRI Other ____________________
      Without IV Contrast
      With/Without IV Contrast
NUCLEAR MEDICINE
Stress Tests :  Please contact Heart and Vascular at 389-1682 for appt. 
 Bone Scan: Whole Body
 Bone Scan 3 Phase Whole Body
    Attn to:___________________

 Brain SPECT
 Breast Imaging

 GI Bleed Scan
 Gallium Scan:  Whole Body
     Schedule Consult appointment 

       prior to Exam
 Gastric Emptying

 HIDA Scan w/EF
 HIDA Scan w/o EF

 Lung Scan – Perfusion (VQ)
 Lung Scan - Ventilation

 Lung Scan-Quanatative
 Indium Scan: Whole Body
     Schedule Consult appointment 

        prior to Exam

 Liver & Spleen Scan

 Renal w/MAG 3 
      With Foley   Without Foley
 Renal w/Lasix
 Renal w/DMSA

      With Foley   Without Foley
 Thyroid Imaging

       Parathyroid

       I123 Uptake

       I131Consult

           Schedule Prior to Exam
            TSH above 30 required

    I131 Whole Body
       I131 Post Ablation Scan

       Thyroid Ablation  

 Serum Pregnancy Test
ULTRASOUND - DIAGNOSTIC

 ABI (Ankle Brachial Index)

 Abdomen Complete

 Abdomen Limited _____________

 Aorta

 Biophysical Complete

 Bladder w/TVS if needed

 Liver (Right Upper Quadrant)
 OB Complete (> 14 Weeks)

 OB Multiple Gestation

 OB Pelvic(<14 weeks) w/TVS if 
      needed 
 Pelvic
 Pelvic w/TVS if needed

 Renal

 Scrotum w/Duplex / Doppler
 Thyroid 

 Transvaginal

 Other ________________________

DOPPLER ULTRASOUND

 Renal Artery Doppler

 Abdominal Doppler

 Carotid Doppler Bilateral

 Arterial Doppler 

   Lower Extremity  Upper Extremity

      Left    Right    Bilateral

 Venous Doppler 

   Lower Extremity  Upper Extremity

      Left    Right    Bilateral

 Dialysis Graft Imaging

      Left    Right

 Other ________________________

Patient Name:







 DOB:





DIAGNOSTIC RADIOLOGY

 ABD Complete (flat/upright)

 Abdomen 1 view
 AC Joints 2 views

 Ankle 3 views

      Left    Right    Bilateral

 Bone Age Studies
 Bone Density(spine/hips/pelvis)
 Bone Length (Leg Length)
 Chest One View (AP)

 Chest 2 views (PA/LAT) 

 Clavicle 2 views

      Left    Right    Bilateral
 Elbow 3 views

      Left    Right    Bilateral

 Facial Bones Complete 3 views

 Femur 2 views

      Left    Right    Bilateral

 Finger 2 views

      Left    Right    Bilateral

 Foot 3 views

      Left    Right    Bilateral

 Forearm 2 views

      Left    Right    Bilateral

 Hand 3 views

      Left    Right    Bilateral

 Heel (Calcaneous) 2 views

      Left    Right    Bilateral

 Hip 2 views

      Left    Right    Bilateral

 Hip Bilateral w/AP Pelvis

 Humerus 2 views

      Left    Right    Bilateral

 Knee 2 views

      Left    Right    Bilateral
 Leg (TIB/FIB) 2 views

 Mandible 4 views

      Left    Right    Bilateral
 Nasal Bones 3 views

 Orbits 4 views

 Osseous Survey (Metastatic)
 Pelvis 1 view AP

      Left    Right    Bilateral

 Ribs 3 views

      Left    Right

 Ribs Bilateral 4 views

 Sacrum/Coccyx 2 views

 SC Joints Min 3 views w/Flex Ext

      Left    Right    Bilateral

 Scapula 2 views
      Left    Right    Bilateral

 Shoulder 2 views

      Left    Right    Bilateral

 Sinuses 3 views

 Skull 4 views
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 Soft Tissue Neck 2 views
 Spine Cervical 3 views or less

 Spine Cervical 4-5 views

 Spine Cervical 6 or more views (Obliques)
 Spine Lumbar 2 or 3 views 

 Spine Lumbar Bending only

 Spine Lumbar Min 4 views

 Spine Lumbar Complete with 

    Bending Min 6 views

 Spine Lumbosacral 
 Spine Scoliosis Standing 
 Spine Thoracic 2 views
 Sternum 2 views 

 TMJ Joints Bilateral

 Toe/Toes 2 views
 Wrist 3 views

      Left    Right    Bilateral

 Other_____________________

    Number of views____________

      Left    Right    Bilateral
FLUOROSCOPY PROCEDURES

 Barium Enema (Single Contrast)

 Gastrografin Enema (Single  

    Contrast)

 Barium Enema w/Air (Double    

   Contrast)
 Barium Swallow (Esophagus)

 Gastrografin Swallow (Esophagus)

 Modified Barium Swallow Speech
 Small Bowel Series
    Barium    Gastrografin

 Upper GI (Upper Gastrointestinal)

    Barium    Gastrografin

 Upper GI w/Small Bowel

    Barium    Gastrografin

 IVP (BUN/Creatinine within 30 days)

 IVP with Tomogram

 Hysterosalpingogram 
 Cystogram

 Voiding Cystourethrogram

 Retrograde Urethrogram

 Fistulagram_______________(location)
  Myelogram
  Lumbar Puncture

Arthrocentesis    RT    LT

     _______________________(site)
INTERVENTIONAL RADIOLOGY
Thoracentesis    RT    LT
    Diagnostic    Therapeutic
    with Pigtail Catheter Insertion
  Paracentesis  
    Diagnostic    Therapeutic

    with Pigtail Catheter Insertion

Biopsy of _________________

         RT     LT

Core Biopsy        RT   LT 
Fine Needle Aspiration    RT   LT  Drainage of __________________
            RT   LT

Aspiration of _________________
            RT   LT

Embolization _________________
            RT   LT

Foreign Body Retrieval _________

Venous Access

 Contrast INJ(s) for Eval CVAD w/Fl
 Permanent IV Catheter (Hickman)

 Portacath

 Arteriogram: _________________

 Venogram: __________________

      Upper   Lower

 IVC Filter Placement

 Venous Thrombolysis

Dialysis Intervention

 Permanent Dialysis Catheter  

      (Permacath)        RT          LT
 Temporary Dialysis Catheter 

       (Quinton)           RT           LT
 AV Graft Declot     RT          LT
 AV Fistulogram & Intervention
       RT   LT
Interventional Oncology

 Chemoembolization ____________

 Soft Tissue Ablation
     RFA
     Cryo

     NanoKnife
 Arterial Chemo Infusion
Biliary Interventions

 Percutaneous Transhepatic  

    Cholangiogram (PTC) 
 Biliary Drainage
 Cholecystostomy

 Other _______________________

Urinary Interventions

 Nephrostogram
 Percutaneous Nephrostomy ______

 Ureteral Stent Placement ________

 Calyx Specific Antegrade Renal  

    Wire Placement for Nephrolithotomy
 Gastrostomy Placement

 Gastrojejunostomy Placement

 Kyphoplasty

 Other ________________________
    
Patient Information
1. Wear comfortable clothing without zippers or snaps. 

2. Please leave all valuables at home.  VBHS is not responsible for loss of valuables.
3. Please bring your Insurance Card and Photo ID.
4. Payment is required at the time of service if your insurance co-pay or deductible has not been satisfied.
5. Please note that all children must be accompanied and supervised by a parent or legal guardian. 

6. One parent may be allowed in room with child during procedure.  If mother is pregnant please make  

       arrangements to have a guardian available to stay with child during procedure.  
================================================================================







              Exam Preparations:


CT PREPS:

Procedures with PO and/or IV Contrast :  Nothing to eat or drink after midnight

Biopsies/Drainage: Instructions regarding usage of aspirin/blood thinners will be given during scheduling and or pre-op.
ULTRASOUND PREPS:

Bladder, OB (pregnancy < 14 weeks) and Pelvis Exams:  Drink 4 (10 oz) glasses of water one hour before exam.  Do not empty bladder until after the exam. 

Abdomen Exams: Nothing to eat or drink after midnight.
Biopsies/Drainage: Instructions regarding usage of aspirin/blood thinners will be given during scheduling and or pre-op
MRI PREPS:

MRI Adult Sedation: Adult who will take oral sedation or receive IV Sedation must be accompanied by a licensed driver. Eat a light, fat-free super the night before an exam. Nothing to eat or drink after midnight. 

MRI Pediatric Sedation (6 months-5 years): Nothing to eat or drink 4-6 hours prior to exam.  Do not give baby bottle until after exam. Wake child at 5:00 a.m.  Keep child awake.  Bring bottle, pacifier and/or favorite toy.  
Other MRI procedures without Anesthesia/Sedation: No prep required.
NUCLEAR MEDICINE PREPS:

I-131 Whole Body and Thyroid Ablation:  TSH above 30;  NPO after midnight

HIDA, Gastric Emptying; I- 123 Uptake:  NPO after midnight

BARIUM ENEMA (COLON):  Take 2 ounces of Castor Oil between 2 and 6 pm day prior to exam.  Light, fat-free meals day before exam.  Cleansing enemas evening before exam until water is clear.  Nothing to eat or drink after midnight
IVP:  Clear liquid diet for supper.  Take 2 ounces of Castor Oil at 4:00 pm.  Nothing to eat or drink after midnight.

UGI (Upper GI) and SMALL BOWEL:  Nothing to eat or drink after midnight.

Información para el Paciente:

1. Use ropa cómoda sin cierres, broches o presión.
2. Por favor deje todos los objetos de valor en casa. VBHS no es responsable de la pérdida de objetos de valor.

3. Por favor traiga su Tarjeta de Seguros y de identidad de Foto 

4. El pago es requerido en el momento del servicio si su co-paga de seguros o deducible no ha estado cumplido.  

5. Por favor note que todos los niños deben ser acompañados y supervisados por un guardia paternal o legal.

PROCEDIMIENTOS SÓLO en el HOSPITAL

BIOPSIAS DIRIGIERON /AVENAMIENTO DE GUÍA de CT/DRENAJE: Instrucciones sobre el uso de diluyentes asprina/sangre se dará durante la programación o pre o-op.
BIOPSIAS/ DRENAJE ULTRASONIDO DIRIGIERON/ AVENAMIENTO: Instrucciones sobre el uso de diluyentes asprina/sangre se dará durante la programación o pre o-op.
SEDACIÓN DE ADULTO de MRI: El adulto que tomará la sedación oral o recibirá sedación intravenosa (IV) debe ser acompañado por un chofer con licencia. Coma una cena ligera, sin grasas la noche antes de un examen. No coma o beba después de la medianoche.

MRI SEDACIÓN PEDIÁTRIA (6 MESES - 5 AÑOS)

No coma o beba 4 horas antes de examen. No dé la botella de leche o jugos o biberón hacia después o el final del examen. Despierto al niño a las 5:00 de la manana. Mantenga al niño despiertan. Traiga la botella, el pacificador y/o el juguete favorito.

OTROS PROCEDIMIENTOS de MRI SIN ANESTESIA/SEDACIÓN: Ningun preparatorio requerido.

HARLINGEN ENEMA DE BARIO (COLON): Tome 2 onzas del Aceite de Ricino o Castor entre 2:00 P.M. y 6:00 P.M. el día antes del examen.  Comidas deben ser ligeras, sin grasas el día antes de examen. Enemas o ayudas de limpeza en la tarde antes del examen deben ser hasta que la agua este clara. No coma o beba después de la medianoche.

HARLINGEN IVP: Dieta de la cena debe ser líquidos claros. Tome 2 onzas del Aceite de Ricino o Castor a las 4:00 P.M.  No coma o beba después de la medianoche.

UGI (Examen de esofogo y estomago) y INTESTINO PEQUEÑO: No coma o beba después de la medianoche.

ULTRASONIDO - VEJIGA, OB (embarazo menos de 14 semanas) Y PELVIS: Beba 4 vasos  (de 10 onz.cada vaso) de agua una hora antes del examen. No vacíe la vejiga hacia el final del examen.

OTRO ULTRASONIDO, CT O EXÁMENES FLUOROSCOPIA: No coma o beba después de la medianoche.
LABS for Diagnostic Studies


 PT, PTT, INR                     					Fluid Analysis


 BUN        Creatinine 						 Cell Count w/diff


 Comprehensive Metabolic Panel					 Gram Stain and Culture


 CBC w/diff        							 Fungus Smear w/Culture


 CBC w/o diff							 AFB Smear w/Culture Cytology


 Serum Pregnancy Test						 LDH


 Basic Metabolic Panel						 Total Protein 


 LDH    Total Protein    Glucose				 Glucose    

















Signature Required: (for all tests)





M.D.





(Print)





Date / Time





LABS for Diagnostic Studies


 PT, PTT, INR


 BUN        Creatinine 


 Comprehensive Metabolic Panel


 CBC w/diff         CBC w/o diff


 Serum Pregnancy Test


 Basic Metabolic Panel


 LDH    Total Protein    Glucose


 Fluid Analysis


      Cell Count w/diff


      Gram Stain and Culture


      Fungus Smear w/Culture


      AFB Smear w/Culture Cytology


      LDH        Total Protein         Glucose














Signature Required: (for any test on form)





M.D.


(Print)


Date / Time
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