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Visit No.: ________________________ Dept.: ___________            
 
Name: __________________________ Sex/Age: ________             
 
Doc. No.: _______________________  Adm. Date: _______                        

 
Attn. Dr.: _________________________________________ 

Patient No.: PN____________________________________ 

 
                                                

 
                                

 

 
  
 
 
 
 

 
Radiology Request Form 
Computed Tomography (CT) 
 
 
 
 
 
 
 
 
 
 

 

 
Please fill in / 

affix patient’s label 
 

Appointment Information 

Appointment Date:  _____________________ 

Appointment Time: ______________________ 
 

Clinical Information: 
 
 
 
 
 
 
Patient Pregnant (Female)?  Yes   No    Last Menstrual Period (LMP):   

Diabetes Mellitus         Yes   No    Previous History of Allergy: _____________________ 

CT 
IV Contrast:  Yes  No   Optional 
  Brain       

  Paranasal Sinus   

  Nasopharynx    

   Low Dose Lung   

   Upper Abdomen   

   Whole Abdomen    

   Thorax & Whole Abdomen  

   Hand (L / R / Both)   

   Ankle (L / R / Both)   

   Coronary Arteries & Calcium Score 

   Circle of Willis (COW)   

   Triple Rule Out    

   Lower Limb Arteries  

   Spine (Please specify): ____________ 

 

   Facial Bone 

   Neck 

   IAMs/Petrous Bone 

   Thorax 

   Lower Abdomen/Pelvis 

   Urogram 

   Colonoscopy 

   Elbow (L / R / Both) 

   Foot (L / R / Both) 

   Coronary Arteries only 

   Intra & Extracranial Arteries 

   Thoracic / Abdominal Aorta 

   Lower Limbs (L / R / Both) 

   Others : _________________ 

 Doctor’s Name & Signature: ___________________  

 Date of Request: ___________________ 
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