
CORONARY CALCIUM SCORE REQUEST FORM
Patient’s Name:_______________________________________________ MR #: ______________________________

Patient’s Phone: __________________________________Date of Birth: ______________Weight:_______________

Medical Insurance: _________________________________________ Policy #: ______________________________

Referring Physician: ________________________________ Phone: __________________ Fax: __________________

Indication(s): _____ Chest Pain /Angina _____ Chest Pain with Atypical Features

_____ Shortness of Breath/Dyspnea _____ Acute Coronary Syndrome

_____ Positive or Equivocal Stress Test _____ Known Coronary Artery Disease

_____ Recent Myocardial Infraction _____ Old Myocardial Infarction

_____ Prior Coronary Stent/Angioplasty _____ Prior Coronary Artery Bypass

_____ Abnormal ECG _____ Atrial Fibrillation

_____ Other _________________________________________________________________________

Requirements for Scheduling: Please fax a copy of the following if available:

_____ Progress Note _____ Echo _____ Stress test _____ Cardiac Cath _____ CT/MRI Scan

YES NO

History of prior coronary angiography and/or cardiac surgery? _______ _______

If “Yes”, please describe:____________________________________________________________________________

Prior imaging study employing iodinated contrast media? _______ _______

History of allergy or adverse reaction to iodinated contrast media? _______ _______

If “Yes”, please describe:____________________________________________________________________________

Is the patient diabetic? _______ _______

If “Yes”, please list current diabetic medications: _____________________________________________________

___________________________________________________________________________________________________

Does the patient have asthma or other reactive airway disease? _______ _______

Is the patient currently in atrial fibrillation? _______ _______

For a woman of childbearing age, is the patient pregnant? _______ _______

Referring Physician’s Signature:_____________________________________________ Date:__________________

Columbus Circle Imaging is located at 1790 Broadway, Lower Level, between 57
th

 and 58
th

 Streets, New York NY 10019 
 Subway Routes: A, B, C, D, E, or 1 train – exit 59

th
 Street - Columbus Circle 

 N, R, Q, W, trains – Exit 57
th

 Street and 7
th

 Avenue 
 Bus Route: M5, M7, M10, M20, M30, M31, M57, M104 

 

1790 Broadway, Lower Level & 9th Fl, New York NY 10019
Phone: 212.977.4100 • Fax: 212.977.4271


