
200 East State Street
Alliance, Ohio 44601

Scheduling:330-596-7187
Imaging: 330-596-7700

X Bone Imaging X Liver Imaging X White Blood Cell Study

a. Bone Scan - Limited a. Liver/Spleen Imaging a. 111 in Oxine

b. Bone Scan - Whole Body (WB) b. Liver Imaging for Hemangioma b. 99m Tc Ceretec

c. Bone Scan 3 Phase Limited c. Dual Isotope Bone infection Imaging

d. Bone Scan 3 Phase WB Lung Imaging

e. Bone Scan - SPECT a. Lung Scan Ventilation / Perfusion Miscellanous

b. Quantitative Lung Cisternography

Brain Flow and Imaging Gastroesophageal Reflux Study

a. Brain Death Parathyroid Imaging Gastrointestinal Bleed (GI Blood Loss)

b. Brain SPECT a. Parathyroid Meckel’s Diverticulum Imaging

b. Parathyroid Localization for Surgery Octreoscan

Cardiac Imaging Testicular Imaging

a. Myoview Stress Test Renal Imaging

b. Myoview Stress Test - Doutimine a. Renal Cortical Imaging (DMSA) Other

c. Myoview Stress Test - Adenosine b. Renal Tubular Function (MAG3)

d. Stress Thallium c. Renal Tubular Function (MAG3) with Lasix

e. Rest Thallium d. Renal Tubular Function (MAG3)

f. MUGA with Vasotec

g. Gated First Pass

h. Myocardial Infarction (PYP) Sentinel Node

a. Sentinel Node - Lymphatic

Gallium Imaging b. Sentinel Node - Melanoma

a. Gallium Imaging

b. Gallium for Tumor Thyroid Imaging

a. Thyroid Uptake & Scan (24 hrs only)

Gastric Emptying (G.E.) b. Thyroid Uptake & Scan (6 & 24 hrs)

a. G.E. with solids c. Thyroid Technetium

b. G.E. with liquids

Hepatobiliary Imaging

a. Hida Scan

b. Hida Scan w/CCK

IMAGING  DEPARTMENT

XR-118-C-QP  7/06 InD

NUCLEAR MEDICINE EXAM (LONG)

Patient: _______________________________________________
Weight: ___________________  Height: ___________________
 Scheduled/ Requested Date: _____________________  
    Time: _____________________
Symptoms: ____________________________________________
______________________________________________________
Precert#: ______________________________________________ 

Birthdate: ___________________ Age: _____
Physician: __________________________________
Stat [  ]         Routine [  ]         PreOp [  ]
Allergies:     No [  ]          Yes [  ] _________________
Contrast Allergies No [  ]      Yes [  ] ______________
Diabetic [  ] If yes, specify meds: ________________
__________________________________________
__________________________________________


