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PATIENT PREPARATION INSTRUCTIONS

Please arrive 10 minutes early for your appointment and bring your Health Card, this
form, and a current list of any medications you are taking.

Please provide 24 hours advance notice if you are unable to keep your appointment.

GENERAL ULTRASOUND EXAMINATIONS
a

ABDOMEN
e Nothing to eat or drink for six (6) hours prior to examination. Medication may be
taken with a sip of water.

U OBSTETRICAL U PELVIC

e A FULL bladder is necessary for the examination. Do not void.

e FINISH drinking 40 fluid ounces or 1 litre of water (5 glasses of 8 oz. or 227 mL)
1 hour before your examination.

U COMBINATION OF ABDOMEN & PELVIC

e Nothing to eat for six (6) hours but FINISH drinking 40 fluid ounces or 1 litre of
water (5 glasses of 8 0z. or 227 mL) 1 % hours before your examination.

¢ Do not void.

U ALL OTHER ULTRASOUND / DOPPLER EXAMINATIONS
k. No preparation required.

N

NUCLEAR MEDICINE EXAMINATIONS

* Please note that a $50.00 fee will apply to patients who are unable to
provide 24 hours advance notice of cancellation.

** Please bring a current list of medications to your appointment.

U THYROID UPTAKE

o Check with your Physician regarding discontinuation of thyroid medication and
supplements.

e Nothing to eat or drink for two (2) hours prior to examination.

e Avoid iodine-based contrast agents (ie. “X-Ray dye”) for three (3) weeks prior to
examination.

U HIDA (HEPATOBILIARY) SCAN

e Nothing to eat or drink for four (4) hours prior to examination.

¢ Do not take any Opioid medications for at least four (4) hours prior to
examination.

U GASTRICEMPTYING SCAN

e Nothing to eat or drink after midnight prior to examination.

U RENAL SCANS

e Drink four (4) glasses of water one (1) hour prior to examination. You may use
the washroom as needed.

e For Renal Captopril:

-

e No preparation required.

NUCLEAR CARDIOLOGY
*

Please note that a $100.00 fee will
apply to patients who are unable to
provide 24 hours advance notice of
cancellation or to patients who did
not follow preparation instructions.

** Please bring a current list of
medications to your appointment.

U MYOCARDIAL PERFUSION

¢ Check with your Physician
regarding discontinuation of heart,
blood pressure and erectile
dysfunction medications.

e Do not have any caffeine for 24
hours prior to examination
(including ALL types of coffee, teaq,
“decaf” products, soda, chocolate,
energy drinks and medications
containing caffeine).

¢ You may have a light meal up to one
hour prior to the examination.

¢ No dairy or high fat foods or drinks
after midnight prior to examination.

¢ Do not apply lotions to your
abdomen or chest the day of the
examination.

e For exercise: bring or wear
comfortable shoes and clothing.

e Please note that this examination

\_ takes approximately four (4) hours. )

117 Young Street, Unit 21
Alliston, Ontario L9R OE9
TEL: 705-434-0074
FAX: 705-434-9074

o Check with your Physician regarding discontinuation of blood pressure
medication.
o Nothing to eat for four (4) hours prior to examination. VICTORIAST. E
) YOUNG ST.
VASCULAR DOPPLER _ i
(%]
] AORTA, LOWER ARTERIAL & VASCULAR SCREENING R g
« Nothing to eat or drink for six (6) hours prior to examination (No chewing gum, =
candy or smoking). Medication may be taken with a sip of water.




