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PLACE LABEL HERE

Ordering Date____________

SS# ____________________
IF LABEL NOT AVAILABLE, WRITE IN PT NAME & MR#
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UNIVERSITY OF VIRGINIA HEALTH SYSTEM
DEPARTMENT OF RADIOLOGY
PET IMAGING REQUEST FORM

Please Fax to (434) 243-6999
Schedule at (434) 243-6888

Patient Name:_________________________________________________ MR#___________________

Pre/Post-op Y N Date of Surgery____________________ Date of Test____________________

DOB _______/_______/_______ Weight: __________ Phone #_______________________

STUDY DESIRED AND PLEASE NUMBER THE DIAGNOSIS ACCORDINGLY
X X X X

Clinical Indications for Exam (Mandatory):

Insurance Company & Plan Pre Authorization Number Attending MD/Pic # Ordering MD/Pic #

Referring Clinic/Office Where Report Should Be Sent Phone Number of Contact Person Name Box & Fax Number

Whole Body PET For: Brain PET For:

* Signifies that reason for exam is not currently supported by Medicare. (ABN required)

Other (Specify):*

Updated 08-06

Breast CA
Cervical CA
Colorectal CA
Esophageal CA
Head/Neck CA
Lung CA
Lymphoma

Stage of Care

 ICD-9 Dx Code(Mandatory):

Protocol-For Internal Radiology Use Only:

1. Is the Patient Diabetic? ����� Yes ����� No

Patient Preparation and instructions:
Recommended:
1. Patient NPO 6 hours before PET Scan. (Serum glucose completes with FDG for tumor uptake.)
2. Diabetic patients should be under good control. Serum glucose > 150 results in reduced image quality.
If the medical records and/or radiographic studies are not available at UVA, plese attach copy of clinical note. Patient must bring copies of X-ray films.

Pulm Nodule/MassDiagnosis
Staging

Melanoma

Thyroid CA Restaging w/ Neg
 I-131Restaging

Monitor Therapy
(Breast CA Only)

Brain Tumor *
Alzheimer’s/Dementia

Epilepsy

If films were taken within 2 weeks prior to scan from outside UVA please instruct pt to bring films.

Special considerations:    �����    Non-English speaking    � � � � �   Sz disorder     �����   Pregnancy

Other: _________________________________________________
Is Patient Claustrophobic? ����� Yes ����� No (Pediatric/Claustrophobic patients may require sedation)

Is Sedation required? ����� Yes ����� No        Is Patient Pediatric? ����� Yes ����� No

Physician Signature:_____________________________________  Date:_____________________

I attest to the accuracy of the above information and to the medical necessity  of the
study ordered:

Whole Body PET For:


