
 

CT REQUISITION  –  this form can be found  on www.swpca   Check one  Site:  
☐ Alexandra Marine and General Hospital-Goderich  F: 519-524-8532 
☐ Grey Bruce Health Services - Owen Sound F: 519-376-3952  
☐ Hanover and District Hospital F: 519-364-0062 
☐ Huron Perth Health Care Alliance - Stratford F: 519-272-8247 
☐ Listowel Memorial Hospital F: 519-291-2813 
☐ LHSC – UH F: 519-663-3034 
☐ LHSC – VH /Children’s F: 519-667-6826 

☐ Middlesex Hospital Alliance - Strathroy F: 519-246-5930 
☐ South Bruce Grey Health Centre -Walkerton F: 519-881-1388 
☐ St. Joseph's Health Care London F: 519-646-6204 
☐ St. Thomas Elgin General Hospital F: 519-631-8842 
☐ Tillsonburg District Memorial Hospital F: 519-842-4299 
☐ Woodstock Hospital F: 519-421-4238 

PATIENT INFORMATION:  
Surname: _________________________  First Name: _________________________ Middle Initial: __________ 
Gender: ☐  M ☐  F   ☐  X   Date of Birth (YYYY-MM-DD): _________________________ 
Street Address: ___________________________ Apt: _____ City: _________________________ _________   Province: Postal Code: ________ 
Health Card No. : ________________ Version Code: _______ _________________________  Research or 3rd  Party No.:  

Telephone (Day): _______________ (Evening): ______________ (Cell):  ______________ 
☐  Outpatient  ☐  Long Term Care    ☐  Inpatient    ☐  ED 
WSIB:  ☐  Y ☐  N _________  WSIB No.: _______________  Date of Injury (YYYY-MM-DD): ______________ 
Mobility:    ☐ Ambulatory   ☐ ☐Wheelchair   Stretcher    ☐ Mechanical Lift  Preferred Language:   ☐ EN     ☐ OTHER _______________________ 
Considerations:  ☐ Claustrophobia   ☐ Mild Sedation (not provided)   ☐ General Anaesthesia  ☐ Paediatric    ☐ Interpreter Required 
Y N Please check the following: 
☐ ☐ 

                   
          
        
           
        
          
     

 
             

  
   

 
     

   
               

           
      

 Allergic  to  radiographic  
contrast  

 

    

 

     
 

 

 
  ☐ ☐ Pregnant ____ wks.

☐ ☐ Heparin Flush Ordered 
☐ ☐ Power PICC 
☐ ☐ CT Porta Cath  
☐ ☐ History of Cancer 

Precautions 
☐ TB ☐MRSA 
☐ VRE    ☐Shingles 

      
 

 

 

 

 

 

  

 
  

 

 
   

     
      

    
  
  

      

**If yes to any of the risk factors please draw creatinine levels 

Y N Contrast Risk Factors: 
☐ ☐ Diabetic
☐ ☐ On dialysis  
☐ ☐ History of impaired renal function or Nephrectomy 
☐ ☐ Patient > 70 yrs old  
☐ ☐ On any diabetic medications: ____________________ 
☐ ☐ Hypertension  
☐ ☐ Medications/conditions predisposing to nephrotoxicity  
☐ ☐ Other: _____________________________________ 

☐ Y ☐ N  Related surgery  
☐ Y ☐ N  Urgent 
☐ Y ☐ N Routine  
☐ Y ☐  N Timed  _______ 
☐ Y ☐ N  Cancer 
☐ Y ☐ N Staging/ Followup 
________ Timing of  above  
Please attach previous imaging and reports  
(ie ECG)  

REFERRING PHYSICIAN: 
Name _____________________________   Address: _________________________________ 

City:  ____________________  _________Postal Code:  Tel: _____________ FAX:  ____________ 

Physician’s Signature: ______________________________    CPSO No: ___________________ 

Copy to:  __________________________________ 

Serum Creatinine  (must be drawn within the 
past  3 months)  
Result: ___________________ 

eGFR: ____________________ 

Sample date:  _______________ 

Height: cm/in. ______________ 
Weight:  kg/lbs. _____________ 

EXAMINATION REQUESTED:  

WORKING DIAGNOSIS: 
CLINICAL INFORMATION:  

OFFICE USE ONLY  
Protocol:   
☐ ☐   Water Prep   Barium  ☐  Water Soluble   ☐  Enterography Prep 
☐ IV   ☐ ☐   Rectal  Non Contrast ☐ 
☐

 without and check 
 Nitro   ☐ Beta Blockers  ☐  Hyoscine (Buscopan) 

☐  P1  ☐ P2  ☐  P3  ☐  P4  ☐  Timed: ______________ 
Staff Initials: _________ 

FOR TECHS/RADS FOR BOOKING  STAFF  
Appointment Date:  

Arrival Time:  

NOTE:  This requisition may be booked at an alternate site in the South West LHIN to improve patient access. 

http://www.swpca

	CT REQUISITION – this form can be found on www.swpca Check one Site
	PATIENT INFORMATION
	REFERRING PHYSICIAN




Accessibility Report





		Filename: 

		diagnosticimaging_ctrequisition.pdf









		Report created by: 

		



		Organization: 

		







[Enter personal and organization information through the Preferences > Identity dialog.]



Summary



The checker found no problems in this document.





		Needs manual check: 2



		Passed manually: 0



		Failed manually: 0



		Skipped: 0



		Passed: 30



		Failed: 0







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Needs manual check		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Needs manual check		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Passed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Passed		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Passed		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Passed		Appropriate nesting










Back to Top

	Alexandra Marine and General HospitalGoderich: Off
	Grey Bruce Health Services Owen Sound: Off
	Hanover and District Hospital: Off
	Huron Perth Health Care Alliance Stratford: Off
	Listowel Memorial Hospital: Off
	LHSC  UH: Off
	LHSC  VH Childrens: Off
	Middlesex Hospital Alliance Strathroy: Off
	South Bruce Grey Health Centre Walkerton: Off
	St Josephs Health Care London: Off
	St Thomas Elgin General Hospital: Off
	Tillsonburg District Memorial Hospital: Off
	Woodstock Hospital: Off
	Surname: 
	First Name: 
	Middle Initial: 
	Gender: Off
	Date of Birth YYYYMMDD: 
	Street Address: 
	Apt: 
	City: 
	Province: 
	Postal Code: 
	Health Card No: 
	Version Code: 
	Research or 3rd Party No: 
	Telephone Day: 
	Evening: 
	Cell: 
	Outpatient: Off
	Long Term Care: Off
	Inpatient: Off
	ED: Off
	Y: Off
	N: Off
	undefined: 
	WSIB No: 
	Date of Injury YYYYMMDD: 
	undefined_2: 
	Ambulatory: Off
	Wheelchair: Off
	Stretcher: Off
	Mechanical Lift: Off
	EN: Off
	OTHER: Off
	Claustrophobia: Off
	Mild Sedation not provided: Off
	General Anaesthesia: Off
	Paediatric: Off
	Interpreter Required: Off
	wks: 
	undefined_3: 
	undefined_4: 
	Timing of  above: 
	TB: Off
	VRE: Off
	undefined_5: 
	MRSA: Off
	Shingles: Off
	Address: 
	City_2: 
	Postal Code_2: 
	Tel: 
	FAX: 
	Result: 
	CPSO No: 
	eGFR: 
	Sample date: 
	Copy to: 
	Height cmin: 
	Weight  kglbs: 
	EXAMINATION REQUESTED WORKING DIAGNOSIS CLINICAL INFORMATION: 
	allergic y: Off
	Allergic n: Off
	Pregnant y: Off
	PRegnant n: Off
	Hep flush y: Off
	Hep flush n: Off
	PICC y: Off
	PICC N: Off
	CT Porta y: Off
	CT Porta n: Off
	Hx of CaY: Off
	Hx of CA n: Off
	diabetic y: Off
	diabetic n: Off
	dialysis y: Off
	dialysis n: Off
	nephrectomy y: Off
	nephrectomy n: Off
	70y: Off
	70n: Off
	diabetic meds n: Off
	diabetc y: Off
	hypertension y: Off
	hypertension n: Off
	medications y: Off
	medications n: Off
	other y: Off
	other n: Off
	related surgery y: Off
	related sxn: Off
	urgent y: Off
	urgent n: Off
	routine y: Off
	routine n: Off
	timed y: Off
	timed n: Off
	cancer y: Off
	cancer n: Off
	staging y: Off
	staging n: Off
	Name: 
	examination requested: 
	working dx: 


