T

UrologyAustin

Tohbefilled by scheduling staff:

Scanhppointment Dated Time: Ordecing Physician:

! . I om -
16040 Park Valley Dr, Bldg. A, Suite 111, Round Rock, TX 78681 Phane: (512) 788-9688
— 8701 North MMopac, Suite 100, Austin, TX 78759 Phone: (512) 788-9688
___ 1020 West 34th Street, Austin 78705 Phone: (512) 788-9688
__ 1180 Seton Flowy, Suite 150, Kyle 78640 Phone: (512) 788-9688
___ 608 Radam L ane, Austin, TX 78745 Phone: (512) 783-9688

* DO takesny othermedications as usual, unless otherwise instructed by your Physician.

* DONOTEAT ANYTHING4HOURSFRIORTO YOURSCAN.

* DO begin drinkiog 1 liter of water 4 bourspriorto your OT scan. Youmay empty your bladder, noneed to
bold urine Forthe scan.

' DO call your Physician's Murse . if you

P Haves bistory of allergicresctions to Indine or aoy typeofcontrast sgents
» Haves bistory of kidney disease.

P Arepregoant oo think that you could be pregnant.

D HowioPrepareforyour CT scan WITHOUT IV CONTRAST (Dye)
v Norvequired prepavation soeeded prior s CT scan WITHOUT IV CONTRALT.

* MostInsureoce plans DO NOT cover 100% ofthe cost of your sean. Urology Austio will contaet your insursnce
and verify benefits and obtain suthorizetion for your schedoled CT sean.

* Wewill contact you before your scheduled CT sean appomntment sod inform you ofthe smount owed. This
predetermination isnot s guarantee of payment and isonly an estim afe based on your benefit plan information
provided by your insurance provider.

*  Austin Radiology Association (ARA) willbill you separately forthe Radiologist who willresd the UT scan.
Ifyounave questions abouk the billing from Austin Radiology A ssociation (AR A) please call (888)597.0729

Follow Up After Your Scam:
v Ifyoutbeveanyproblems aftecthe CT scan, plesse contactthe office of your Urologist & fter hours or oo the
weekendsiholidays plesse contackthe ON-CALL Physiclan ab (512) 660-6%40.
v Ifyou would like digikal copies of your exam from today, pleasecontact &R &
bkt s fwww gusrad.comfeonkack ara/oatient-medical records.-request!
* YourFollow-op eppoinktment with your Physician toreview yourscansisthe following:

Follow up DATE: TIME: Location:
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