ese
The information will be used to ensure your patient’s scan is
_‘ % Mﬁx’ f yourp

EXCELLENCE SBmrassion booked and performed correctly.

CENTRE FOR MOLECULAR IMAGING Thank you for completing this form as fully as possible and

Booking Information for Paediatric PET Scan - Staff at the Centre for Molecular Imaging

Patient Name: .......coecvvvvvvvrverveviceeieecn, PMCC UR No: (if KNnOWN) ..ocvvvvvcrriirrciieceeee

DOB: ....oovvevveeeeee Weight: ........... kg Hospital UR NO: ....oovveerececeereeteee e

PareNnts’/Carer’s NAME/S: ...ucuiueieieeiieieeietiee ettt ettt st st st e st s aesaes s et aebsessesssasssaestesressneans

Preferred Contact PRone NUMDET: ...ttt et et er et aes b st s st ene s

Other Contact PRONE NUMDEIS: .....covviiiece ettt ettt et aesan e senaee e e

YES NO UNKNOWN

Does the patient have diabetes? D D D
(800 00 4 1=1 41 3 ST

e Has the patient had a previous PET Scan? D D D
Where was this performed? (Please circle) ~PMCC  MIA Moorabbin ARMC Other: .....................

e Has the patient had any problems with previous imaging examinations? D D D
(000 1t 4 1=1 ¢} 3 TSP
Has the patient had any problems with previous IV access? D D D
COMMENTS: ..ottt e ee e ereae e e ere e senanees

e Isthe patient an: D D D

D In-patient HOSPITal: oot
Ward ................ NUFSE cvveee et

o Does patient have IV access? If ‘no’, please arrange

o Isthe patientis on IV fluids? If ‘yes’, NO glucose, dextrose or insulin from midnight

000
000
DOut-patient

o Has the patient used Angel (Emla) cream previously for IV access? 00 0
e Does the patient have a PICC line or Infusaport access? D D D

e Are there any other medical conditions/issues that we should be alerted to?

NIV Ty Date ey

Sedation Y/N Email PMCC Contact [1] Explain Procedure [1]

G. A. Y/N Discuss with Carmela [] Fasting (+/- 2hrs H,0) [ ]

Emla? Y/N Music [1]
Warm Clothes [1]




