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GENERAL INFORMATION: General anesthesia is required for all CT examinations.  All patients must arrive the day 
before the scheduled procedure. The CT scan request sheets and the laboratory results should be received at least 24 
hours prior to the appointment to facilitate safe anesthesia planning.

SECTION I – Referring Veterinarian Information 
PLEASE NOTE: It is very important that you or one of your associates is available by phone the day of the scan.

Name _____________________________________________________________ Specialty ____________________________________

Practice name ___________________________________________________________________________________________________

Street address ___________________________________________________________________________________________________

City ___________________________________________ State _____________  Zip code _____________________________________

Phone ( _____ ) _____________________  Fax ( _____ ) __________________  Email  ________________________________________

SECTION II – CT Scan Requested       Please refer to the list of scan regions, or call us for assistance.

Scan requested  _________________________________________________________________________________________________ 

Presumptive diagnosis / rule-outs ___________________________________________________________________________________

SECTION III - CT Report       A written report will be sent via email or fax the next working day following the scan.  

Report preference:      c Email   c Fax (        )  ________________________________________________________________________

SECTION IV - Patient Information
Refer to the instruction sheet to determine pre-anesthesia required laboratory tests based on ASA status, or call us for 

assistance.  Please note that laboratory values should generally be no more than 2 weeks old.

ASA Status (check one):  c 1    c 2    c 3      c 4    c 5

Client name*  ____________________________________________ Client email _____________________________________________

Address* _____________________________________ City _____________________ State ______________ Zip code _____________

Phone 1* ( _____ ) ________________________________________     Phone 2 ( _____ ) _______________________________________

Pet Name ____________________________   Species ______________  Breed  ________________________Color  _______________  

Weight (kg) ________________  Age  _______________________   Sex _____________________       Microchipped?   c Yes  c No   

Relevant clinical problems _________________________________________________________________________________________

Current medications ______________________________________________________________________________________________

_______________________________________________________________________________________________________________

Previous anesthesia or surgery?  c Yes  c No   Comments ______________________________________________________________

Is there any metal in this animal?  c Yes  c No   Comments  _____________________________________________________________

Is the patient ambulatory?  c Yes  c No   Comments  __________________________________________________________________

Additional Comments  ____________________________________________________________________________________________

Referring Veterinarian Name (please print) Referring Veterinarian Signature Date

I agree to allow the UTCVM Veterinary Medical Center to place the report in its patient records for future use.

*REQUIRED
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ASA 4 or 5 will require referral to UTCVM Veterinary Medical Center.

       A written report will be sent via emaill.
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Referring Veterinarian Name (please print) Referring Veterinarian Signature Date

* Scans marked with an asterisk require consultation with UTCVM Veterinary Imaging Services

CT Scan Regions
When filling in the request form, please choose a CT scan from the list attached, or contact the UTCVM Veterinary Imaging 
Services directly for assistance in determining which scan you need.  Please note that consultation is mandatory for all brain 
and spinal scans.  Please include your presumptive diagnosis/rule-outs for the current problem. This will assist the imaging 
technologist in providing a comprehensive scan and will help the radiologist in interpreting the images.

Presumptive diagnosis/differential___________________________________________________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

CT LEVEL 1  (CT WITH MRI)
c Spine - other* (explain)

______________________________

c Lumbosacral spine*

c Other* (explain)

______________________________

CT LEVEL 2  
c Temporomandibular joints ONLY

c Tympanic bullae ONLY

c Cervical soft tissues

c Spine - down Dachshund*

c Spine - other* (explain)

______________________________

c Lumbosacral spine*

c Pelvis

c Scapula/Shoulder     c left  c right

c Elbow     c left  c right

c Carpus     c left  c right

c Hip     c left  c right

c Stifle     c left  c right

c Tarsus     c left  c right

c Long bone (specify)

______________________________

c Other* (explain)

______________________________

CT LEVEL 3  
c Brain

c Mandible

c Maxilla

c Nose (including sinuses)

c Skull

c Orbits

c Lungs - metastasis check

c Lungs - pulmonary mass

c Chest wall

c Mediastinum

c CT urograhy (ectopic ureter)

c Adrenal Glands

c Intra-abdominal mass (explain)

______________________________

c Abdominal wall

c Other* (explain)

______________________________

CT LEVEL 4  
c Pulmonary CT angiography (PTE)

c  Dual phase hepatic CT  

(liver masses, portosystemic shunts)

c  Dual phase pancreatic CT 

(insulinoma)

c Other* (explain)

______________________________
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CT LEVEL 1
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