
 
 

 

              
              
               

 
           Report Preference: O Fax O Mail O Email                          Date of Request: _________________________________ 

    Advanced Low Dose CT Order Requisition Form 

Patient: ____________________________________________________________ Phone: ___________________________________________ 

Birth Date:  Age: _______      O Male O Female         Blood Pressure:_________________________________________    

Pulse: _________ Weight: _______ CABG # of Vessels ________ Stent # of Vessels__________ Creatinine: ________ Date: ______________ 

 
Chief Complaint: Diagnosis to be ruled out: Comments/Notes: 

  ______________________________      ______________________________     ___________________________________ 

  ______________________________      ______________________________     ___________________________________ 

  ______________________________      ______________________________     ___________________________________ 
__

□ Basic $199: Coronary Calcium Score only (non-contrast) 

 

□ Advanced $950: Coronary Calcium Score, Coronary CT Angiogram with contrast, Bone 

Mineral Density Study with no additional radiation (BMP and beta blockers on site)  

 

□ Pro $1950: Coronary Calcium Score, Coronary CT angiogram with contrast, AI Plaque 

Quantification and analysis (Cleerly), Bone Mineral Density Study with no additional radiation (BMP 
and beta blockers on site)  

□ AI Plaque Quantification and analysis (Cleerly): $1000 (can be ordered any time 

on top of a coronary CTA and already in Pro Package)  

□ Patients with >50% stenosis noted on Coronary CT angiogram: AI-assisted 

measurement of coronary artery flow across lesion (FFR/fractional flow reserve): $750. (Order only 

after report is reviewed)   

 
Name: ________________________________________________ 

Phone: _________________________________________________ 

Fax: __________________________________________________ 

E-mail: ________________________________________________  
 
Ordering Physician: _______________________________________ 

x_________________________________________________________ 

Physician Signature 

      



 

General Instructions for ALL CT imaging 

  
• Arrive 15 minutes prior to your appointment. Expect to be here at least one hour for your appointment.  

• Hydrate 2 days prior to your appointment. 

• Please eat a small meal prior to your appointment. 

• Wear comfortable clothes. Avoid jewelry and clothing with metal buttons, grommets, or decorations. 

• Take ALL your medications EXCEPT: Metformin or Metformin containing products. 

For Cardiac (heart scans) ONLY: 

• No caffeine 12 hours prior to appointment. This includes coffee, tea, soda, chocolate, or decaffeinated beverages. 

• No exercise for a minimum of 4 hours before your appointment time. 

• DO NOT TAKE Viagra, Cialis, Tadalafil, or Adcirca 48 hours prior to your scheduled appointment. 

  
  

  
  
  
  
  
  
  
  
  

ImageONE – Kearny Mesa 

8707 Complex Drive 

San Diego, CA 92123 

PH: 619-334-3787 Fax: 858.266.9481 
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