
NPO 5 HRS 
EXCEPT FOR 
WATER 

Appointment Time 
and Date 
_______________
_______________
_______________ 

PET and/or CT Scan Referral Form 
 

DIAGNOSTIC CT EXAM  REQUESTED PET EXAMINATION  REQUESTED 
1. CT Chest w___ w/o contrast ___, w&w/o___ 
2. CT Abdomen  w__ w/o contrast __, w&w/o__ 
3. CT Pelvis w ___ w/o contrast ___, w&w/o___  
4. CT Neck w___ w/o contrast ___, w&w/o___ 
5. CT Cervical Spine w__ w/o contr__, w&w/o__ 

1. Whole Body    ___ 
2. Brain               ___ 
3. Cardiac           ___ 
4. Bone Scan      ___ 

 
Patient Name:   ________________________________________   Date of Birth: ________________________ 

Male _________ Female _________ Patient Weight:  _______  Social Security # ________________________ 

Address: _____________________________________ City___________________ State ______  Zip _______ 

Home Phone:    ________________________________   Cell Phone:     _______________________________ 

Is Patient Diabetic:  ___No ___ Yes, controlled by:  ___ Oral Medication ___ Insulin ___ other ____________ 

Does the patient have allergies ___ No ___ Yes, medications _____ iodine_____ other ____________________ 

Does the patient have any of the following conditions? Asthma____ Heart____ Kidney_____  Thyroid_______ 

  
Insurance Co:  _________________________________    Policy No:  _________________________________ 

Phone No:  ________________________ Authorization number if required:  ___________________________ 

Secondary Co:  _____________________________________________________________________________ 

  
Primary Diagnosis:  ________________________________ ICD-9 Code: ______________________________ 

Reason for Exam:  __________________________________________________________________________ 

Referring Physician:  _________________________________ Office Phone No: ________________________ 

FAX ATTN: _________________________________   FAX No: ____________________________________  

 
Referring Physician Signature: ______________________________________________________________ 
 
PREVIOUS STUDIES  
Any previous studies performed (e.g. MRI, CT, PET)? Please list date and location. ______________________ 
__________________________________________________________________________________________ 
Additional Copies of Report to: 
___________________________________________    _____________________________________________ 
___________________________________________    _____________________________________________ 
___________________________________________    _____________________________________________ 

 

1700 California Street Suite # 260 Corner of California & Van Ness Blvd   San Francisco, CA 94109  
PHONE (415) 921-7226   FAX (415) 921-7225    1(800) FDG-0336. 



 
DIRECTIONS 

FROM THE GOLDEN GATE BRIDGE 
Exit 101 South ramp. Take Lombard Street to Van Ness Ave. Right on Van Ness and Right on California Street. 
FROM THE BAY BRIDGE 
80 West to Ninth Street Exit, turn left on Harrison Street, turn right on Ninth Street, turn right on Larking and 
left on California Street. 
FROM THE SAN FRANCISCO INTERNATIONAL AIRPORT 
101 North to Duboce Avenue/Mission Street Exit.  Turn right on Mission, turn left on South Van Ness, at 
Sacramento Street make a U-turn on Van Ness, and turn right on California Street. 
 
PARKING INFORMATION 

1700 California Street Suite # 260 Corner of California & Van Ness Blvd   San Francisco, CA 94109  
PHONE (415) 921-7226   FAX (415) 921-7225    1(800) FDG-0336. 

to the imaging center for validation. 
The parking garage is located at 1700 California Street.  Parking is free with validation. Bring your ticket stub 

 

 
ESSENTIAL   PATIENT PREPARATION 

1. The CT scan uses special x-ray equipment to obtain image data from different angles around the body. 
When the image slices are assembled by computer, the result is a very detailed, multidimensional view 
of the body’s interior. 

2. Patients should fast (no food) for at least four (4) hours prior to their appointment.  However, drinking 
water is permitted right up to the time of the appointment.   

3. Wear comfortable, loose-fitting clothing. Metal objects can affect the image, so avoid clothing with 
zippers and snaps.  

4. Contrast may be given by injection to define blood vessels and organs (kidney, liver, spleen), enema 
(colon) or oral (stomach, small bowel and colon). 

5. You may be asked to wait until the images are examined to determine if more images are needed. 
6. The CT scan can take from 5 minutes to 60 minutes. Injected and enema contrast require no wait for 

scanning. Oral contrast requires approximately 60 minutes wait prior to CT scan. 
7. CT scanning causes no pain, is noninvasive and accurate, identifying normal from abnormal structures. 
8. A Board Certified Radiologist, who is a physician, will analyze the images and send a signed report to 

your personal physician. 
9. Contraindications: This study shouldn’t be performed on pregnant or breast-feeding individuals. Please 

inform staff or the Technologist if you are pregnant or breast-feeding (wait 24 hours). 


