LSUHSC Shreveport
Radiology Department

Proc 15.14.1

Pre Angiography Assessment Form
Patient Name: Age Date Time
Medical Record#: Pregnancy:Yes No
Room#: Is patient taking ASA or anticoagulants Yes No

Study to be done:

Reason for exam:

Name of calling physician, nurse, etc. & beeper#

Name of attending & beeper#:

Admitting service:

Is patient able to consent? Yes No

Labs done: CBC Chem7 PT/PTT

Date Scheduled

Spec Proc MD/RN/RT obtaining information:

Note:




