PET-CT Imaging Requesf Form

'For Appointments

‘Phone 07 5638 7168

‘Fax 07 5636 0188

Email admin@crtimaging.com.au
Ground Floor, 22 Frazer Street
Southport QLD 4215

Diabetes: NO / IDDM / NIDDM

Patient Name: DOB: -

Address: PhiE) = sl e
Ph(M): __

Medicare: Veteran Affairs:

[] Do not send to Myhealth Records

CLINICAL HISTORY: PREVIOUS TREATMENT:
Primary Site: D Chemo
Histopathology: Ll Radiation
D Surgery
DETAILS: L] other

EXAMINATION - please select a CT option with a tick. This is @ medicare requirement.

L]

PET WITH DIAGNOSTIC CT

(includes Head, Neck, Chest, Abdo, Thighs + Contrast, unless otherwise stated)

| CONTRAST ALLERGY [ ]ves [ Ino

INDICATIONS FOR MEDICARE ELIGIBLE PET

aledicare rebat

(] PSMA e sagine

L] PSMA (restoging)

(] Head & Neck (il staging,recurent

[] Head & Neck (resicuo

- SEC mevmasiis wncm sy it st

D Breast (staging, locally advanced stage i1i)

D Breast (residual, recurrent)

D Lymphoma (+ant) initiat staging)

D Lymphoma (#&n) fresponse)

D Lymphoma (:.&n) frestaging recurrent)

I___] Lymphoma (s.&n) (prior to stem cell transplant)
Rare Cancer (initiol staging, newly diagnosed rare or uncommon cancer)

Rare Cancer (assessment of treatment response and recurrence)

61598

61604

61610

61525

61525

61620

61622

61628

61632

61612

61614

PET WITHOUT DIAGNOS‘HCQT GGFR /
(includes localisation CT only) / :

D Brain (performed for the diagnosis of Alzheimer's Disease)
B Solitary Pulmonary Nodule
Melanoma (suspected residual / recurrent, following initial therapy)
B Non Small Cell Lung (staging of proven)
D Oesophageal / GOJ

(Performed for the staging of proven oesophageal or GEJ carcinoma)

Colorectal (corcinoma (suspected residual, metastatic, recurrent)

Ovarian (suspected residual, matastatic, recurrent)

Uterine / Cervical (staging, 160, stage 182 or greater)

Uterine / Cervical (recurrent)

Bone / Soft Tissue Sarcoma (initial staging, excludes GIsT)

Bone / Soft Tissue Sarcoma (residual, recurrent, excludes GisT)
D Other

61560

61523

61553

61529

61577

61541

61565

61571

61575

61640

61646

NON MEDICARE ELIGIBLE PET

[ o6 [] psma [ r-popa L] amviom [] oTHER
Details:
Doctor: Signature: =
Address: Provider No:
Phone: Copy Report:
Fax: Date:

Your medical practitioner has recommended you attend CRT.
Please discuss this with your medical practitioner should you choose another pwude:




