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CT Coronary Angio Form 
 

FAX COMPLETED FORM TO 860-783-5784 INCLUDING: 

1. Office / patient demographics 

2. Clinical information (office notes, labs, med list, test results i.e. – echo, stress, angio) 

3. Please include a list of medications and pertinent information from the patient’s records (ex: EKG results) 

Patient Name: _______________________________________  Patient’s DOB: ______________________________ 

Patient’s Weight: ___________Ibs   Patient’s Height: __________ Patient’s Resting Heart Rate: ___________________  

 

INSTRUCTIONS: 

• Patients with a heart rate over 65, beta blockers must be given with the following instructions: 

o (50mg Lopressor at bedtime the night prior to exam & 50mg Lopressor 2 hours prior to exam) 

o ***MUST BE ORDERED BY REQUESTING MD*** 

• For patients who are ages 65+, have renal issues, or are diabetic: 

o A serum Creatinine is to be drawn less than 90 days prior to scan. 

o Please fax results to 860-7783-5784 

• Patients must be able to lift and rest arms up over their head for the scan 

• Jefferson Radiology outpatient locations are unable to perform Heartflow FFRct Analysis. Those exams must be scheduled at 

Hartford Hospital. 

 

History of atrial fibrillation   Y N  _____________________________________________  

Does the pt have allergies to medication/latex? Y N  _____________________________________________ 

Is the patient allergic to contrast dye?  Y N _____________________________________________ 

Diabetic (if yes, what meds)   Y N _____________________________________________ 

Is pt on oral hypoglycemic    Y N _____________________________________________ 

List medications: (these must be held 2 days prior to exam):  ______________________________________________ 

Smoker (please circle)   Current         Previous         Never 

Does pt take erectile dysfunction meds?  Y N ______________________________________________ 

List ED medications: (these must be held 36 hours prior to exam): ______________________________________________ 

Asthma (if yes, list meds)    Y N ______________________________________________ 

History of Heart Disease    Y N ______________________________________________ 

Pacemaker (if yes, please refer pt to HH)  Y N ______________________________________________ 

Kidney Disease (if dialysis, please note)  Y N ______________________________________________ 
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Multiple Myeloma or Sickle Cell Anemia  Y N ______________________________________________ 

History of Aortic Valve problems                             Y             N             ______________________________________________ 

History of Significant Aortic Stenosis                      Y             N             ______________________________________________ 

Does the patient have known heart disease?       Y             N             ______________________________________________ 

If yes, please check: ❑ Heart attack   ❑ Coronary bypass   ❑ Stent   ❑ Heart artery blockage   ❑ Heart failure   ❑ Valve 

problems  ❑ Aortic valve problems   ❑ Heart block   ❑ Asthma   ❑  Other ______________________________________                  

 

Is the patient on cholesterol lowering medicine?    ❑  Yes       ❑No 

 

Blood pressure medicine?   ❑  Yes  ❑ No  How long ago?  ❑ Less than 2 months  ❑ Less than 1 year  ❑ More than 1 year          

 

Daily aspirin?                         ❑  Yes       ❑ No 

 

Medication List Dose mg Times per day 

_________________________________________________________ __________________ _________________ 

     

_________________________________________________________ __________________ _________________      

 

_________________________________________________________ __________________ _________________      

 

_________________________________________________________ __________________ __________________      

 For any questions, please contact the CT protocol team at 860-289-3375 ext. 87030 or 87007 

 

 

FOR INTERNAL OFFICE USE ONLY 

 

Additional Beta Blockers Needed?            ❑  Yes       ❑No 

 

Approved Beta Blockers to be given on site   ❑  Yes       ❑No 

 

Nitro needed?                                                     ❑  Yes       ❑ No 

 

Radiologist Protocol comments: ________________________________________________________________________ 

__________________________________________________________________________________________________                  
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