
                                                                                                                  

 

                                                                         
                                                                                                                             

 

 

 

 

DOCTOR’S  REFERRAL 

 

 
PATIENT NAME: ________________________________________________        D.O.B:  ________/_________/___________     

 
Male ☐     Female  ☐       PHONE:_____________________________ DIABETIC:    YES   ☐       NO   ☐ 

 

If YES, how is Diabetes controlled?  Diet ☐       Oral Meds ☐      Insulin ☐ 

 

☐ PET/CT EXAMINATION:    SPECIFY  STUDY  AND  INDICATION  

 

DIAGNOSIS  AND HISTORY: 

____________________________________________________ 

 

___________________________________________ 
 

____________________________________________________ 

 

____________________________________________________ 

 

 

SCAN TYPE:  FDG PET/CT 

 

☐ STANDARD ONCOLOGY BODY                                                          

☐ TOTAL BODY ONCOLOGY (MELANOMA/MYELOMA)     

☐ BRAIN                                                                                               
☐ OTHER (DISCUSS IN ADVANCE)                                      
☐ HISTOLOGY PROVEN:          YES  ☐    NO  ☐        

 

REASON FOR PET/CT 

 
DIAGNOSIS   ☐   STAGING   ☐   RECURRENCE  ☐ 
RESTAGING AFTER THERAPY   ☐  RESPONSE TO THERAPY  ☐ 
 

 

ISOLATION/PRECAUTIONS (MRSA/C. DIFF/ TB,  ETC.):  

PREGNANT/BREAST FEEDING: YES  ☐       NO    ☐ 

LMP DATE :  ________/_________/__________ 

 

☐ DIAGNOSTIC CT: (BUN & CREATININE NEEDED FOR CONTRAST PATIENTS)  

 

BUN: 

CREATININE: 

DATE:  ____/____/____ 

 

 

☐ BRAIN                         ☐ BONES/JOINTS                        ☐   HRCT 

☐ NECK                          ☐ SPINE T/L                                  ☐ ABDOMEN/PELVIS 

☐ CHEST                        ☐ FACIAL BONES                       ☐  CHEST/ABDOMEN/PELVIS 

☐ SINUS                          ☐ HEAD & NECK                              CONTRAST            YES ☐        NO ☐ 
 

 

All previous Medical Records, including Diagnostic Scans on CD and Reports should be brought to the Center on the 

day of your appointment. 

 

Referring Doctor’s Signature: __________________________________________    Date:  _____/________/_________ 

 

Stamp: 

 

Address: Cor. Don Miguel Ext and Churchill Roosevelt 

Highway, El Socorro, San Juan, Trinidad & Tobago 
Tel: 1-868-223-(4AIC) 4242 / 1-868-313-(4AIC) 4242 

Email: info@alexandraimaging.com 



 

We offer assistance with PRECERTIFICATIONS by your INSURANCE PROVIDER, FREE 

TRANSPORTATION for Caribbean Patients.   

 

Please ask about our All-Inclusive Packages. 

 

How to Find US 

 

We are opposite COURTS Megastore , El Socorro, Trinidad & Tobago.                                                                                        

                                                                                                                              

  

 

 

Address: Cor. Churchill Roosevelt Highway and Don Miguel Ext.  
El Socorro, San Juan,Trinidad & Tobago 

Tel: 1-868-223-(4AIC) 4242 / 1-868-313-(4AIC) 4242 
Email: info@alexandraimaging.com 

 


