Patient Name uaial) aul :

CT Screening Loakaile dad ARABIC

Today’s Date asal) &b - Ageisd Weight ¢Jjsd
Height Jskl : Sexgsid: [IMday []F 31
~=Y YN
L1 [ |Iffemale: is there any possibility you could be pregnant dals el Jlaia) s @lia Ja sl s 1)
(1 [ | Areyou currently breastfeeding b dclia ) (a5 Gla il Ja ?
] [ ] | Have you had a previous reaction to iodinated contrast media (i.e. CT contrast dye or X-ray dye(
If yes, describe reactions(dxi¥) dasa i Lakiall 4aiY) dasa Jia) 25 80k e Gl Jad 25 ol (IS Ja
radll 5y Cia ¢ty LAY cilS 1Y)
[] [] |If you had a prior reaction to iodinated contrast media, have you been pre-medicated with a
(corticosteroid (such as prednisone or Solu-Medrol)
Jis) corticosteroid !> Jsii ll 5 da ¢ jodinated contrast media 25 sl (e il Gamse Jad 2 il IS 1Y
f(Solu-Medrol slprednisone
[] [] | Do you have any allergies to food or medication? If yes, please list:
OS3 a ¢ amiy AlaY) culS 1Y) fAy 50 ) dadaY dpulie A0 bl Ja
[0 [ |Doyouhave asthma? sl dsla clal Ja
[ 1 [ |!fyes, is your asthma currently affecting youfils clile jig o )l Jeb ¢ aniy dulay) cul€ 13 2
A [] [ |Do you take Glucophage (metformin)? Glucophage (metformin)ali da
[ [ Do you have kidney disease or kidney failure or kidney transplant?
I g ) sl sl Jaal o I (5 el Ja
A [] [] | Do you have a history of kidney cancer or mass? sl sf S U ju ae g )l bl Ja
A [[1] [ |Do you have a family history of kidney failurecs si<U Jadll aa tile g U5 il Ja?
A [l [l Have you previously had kidney surgery? SISl 8 dal jal s of @l 5o da
] ] Have you had a recent illness or infection in the past week? Type
(L LgiS) ¢ palall ¢ a8 Clleill ol (o el 4 e casile
[] [ ] |Have you been feeling sick with nausea, vomiting or diarrhea? ‘ ‘
Sl ol oAl ol Ll s 5 (ay e S o
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Signature of Patient or Legal Guardian Printed Name Date
ASAN agll g G el ad g A S) gl

If signed by person other than patient, provide printed name, relationship to patient, description of authority
ALl i gy (s pally A8DUall 5 ansV) A4S, 3 ¢ (mg sl g AT (i U8 (e gl 5 13)

THIS SECTION IS FOR STAFF USE ONLY
La8d 1l gall afadiad acdl) 138
* Serum creatinine within 24 hours A Serum creatinine within 2 weeks if “Yes” to answer
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