
Does your patient have any of the following?

O Lower Extremity Venus Re�ux

O Cardiac Stress (Rubidium) PET   O FDG PET Cardiac Viability
O Treadmill Cardiolite SPECT    O Adenosine Cardiolite SPECT

arterial

O Coronary Calcium Score
O CT Coronary Angiogram
O Whole Body CT

O Brain MRI (No Contrast)
O Breast MRI
O Abdomen/Pelvis MRI

O Whole Body CT
O Virtual CT Colonography
O Lung Scan
O Corotid Plaque (High Resolution) MRI

arterial

Nuclear Cardiology

Screening /
Wellness Studies

Patient Name:___________________________________________ D.O.B._________________ Date:______________
Phone:______________________ Cell:___________________________ Email:________________________________
Symptoms, Clinical Impression: _____________________________________________________________________
Known Allergies: ____________________________ BUN: ____________Creatinine: __________ Date: ____________
Referring Physician: _______________________________ CC: _____________________________________________

PH 310-623-1150  FAX 310-388-1251

O Lower extremity
     venogram (DVT), edema
O Abdomen w/lower
     extremity arterial runo�

O Lower extremity
     venogram (DVT), edema
O Abdomen w/lower
     extremity arterial runo�


