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Head Brain
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CT QUESTIONS: MRI QUESTIONS:
NPO x 6 hours? yes no Pacemaker? yes no
Iodine or shellfish Allergy? yes no Aneurysm Clips? yes no
Diabetic ? yes no Body Piercings? yes no
Over 60? yes no Welding/Grinding? yes no
Labs (within 30 days) Claustrophobia? yes no
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CT SCAN MRI SCAN

COMMUNITY MRI & CT
110 N. 37th St, Suite 302

Norfolk, NE 68701
Phone: 402-379-2810

Fax:  402-379-4075

Relevant Prior Films:

Exam Date:

Exam Time:

X CAC score


