CARDIOLOGY ASSOCIATES OF BOCA RATON

NUCLEAR STRESS TEST:  PATIENT INSTRUCTIONS

You are scheduled for a Nuclear Medicine Stress Test.  This procedure is scheduled in two separate days and consist of two sessions of heart images and one session of stress test using a treadmill or a special medication.  Nuclear studies use a small amount of radioactivity, which is given to you through an IV in your arm.  A special camera will obtain images of your heart at rest and after exercise.  This allows the physician to see how well your heart is functioning and if it is getting the proper blood supply.
LOCATION AND TIME

The test will be performed at our Boca Raton office:  9980 Central Park Blvd. North, Suite 310, Boca Raton, Fl 33428.  Telephone number is: 561-483-8335.

Date of Test: _______________ Time of Test: __________ Please arrive at: _________

Note: Please arrive at least 15 minutes earlier to begin the test on time.

WHAT TO EXPECT

● Upon arrival, you will sign a consent form and an IV will be placed in your arm.  A small amount of a radioactive isotope will be injected through this IV and you will be asked to wait so that the radioactivity has time to circulate.  There are no side effects. You then will have a set of pictures taken that take approximately 15 minutes.

● There are two different types of scan.

1. Exercise – You will walk on a treadmill

2. Pharmacological – A medicine called Adenosine is used to stress your heart.  If you can physically walk, then you will be walking slowly on a treadmill or you will be injected with Adenoscan or Lexiscan.

After your stress test, you can eat your snack while you wait for your images.  Your entire test will take approximately 1 to 2 hours.

PREPARATION
● Please inform the technician if you are or think you may be pregnant !!!

● NO CAFFEINE 12 HOURS PRIOR to your test.

● Take your medication unless your doctor told you otherwise. (SEE LIST)

● Wear two piece clothing and comfortable shoes to walk on the treadmill.

● Do not wear clothing with metal buttons or snaps on the shirt.  DO NOT WEAR    

  JEWELRY.  It can be cool in the stress lab so you may want to wear pants and 

   bring a sweater.

IF YOU ARE UNABLE TO KEEP YOUR SCHEDULE APPOINTMENT, YOU MUST GIVE US 24 HOURS CANCELLATION NOTICE OR YOU WILL BE CHARGED $200.00 FOR THE UNUSED MEDICINE.

_____________________________


_________________________

PATIENT NAME



                   PATIENT SIGNATURE

INFORMED CONSENT FOR EXERCISE STRESS TESTING

In order to evaluate the ability of my heart to respond to exercise and assist my doctor in appropriate treatment, I agree to undergo an exercise stress test in the office of Cardiology Associates of Boca Raton.

I understand that this may involve an extremely remote possibility of fainting, abnormal heart rhythms, heart attack or death.

Every effort will be made to minimize these by a preliminary examination and observation during the test.  Emergency equipment and trained personnel are available to deal with any unusual situation that may arise.

I also understand that I may discontinue the test at any time.

Do not take medication that can slow your heart rate for 24 hours before the test.  Please check if your medications are on this list.  You should be able to take them after the test in completed.

Medications to be discontinued 24 hours prior the test: (only discontinue the medications on the day of the “Stress Test”.
ATENOLOL

BLOCADREN
BYSTOLIC

CALAN


CARDIZEM

CORGARD

COREG 

DILACOR


DILTIAZEM

ISOPTIN

LABETOLOL           LOPRESSOR

METOPROLOL
NORMANDYNE
NADOLOL

PINDOLOL

PROPRANOLOL    
TENORMIN

TIAZAC
           TIMOLOL


TOPROL

VERAPAMIL

VERELAN
           



******* IMPORTANT *******

Please notify our office if you are taking AGGRENOX or THEODUR PERSENTINE.

If you have any other questions please contact Don or Ana at Nuclear Department

I have read the above and give my full informed consent to proceed with the exercise stress test.

PATIENT NAME (Printed) _________________________________________________

PATIENT’S SIGNATURE __________________________________________________

DATE: _________________________________________________________________

WITNESS SIGNATURE: __________________________________________________

PHYSICIAN SIGNATURE: _________________________________________________

ADENOSINE STRESS TEST CONSENT

A nuclear stress test looks at the heart muscle to see if adequate blood flow is circulating to all heart muscle.  This test shows ischemia (reduction of blood flow), myocardial infarction (damaged heart muscle) or normal heart function.  Wall motion and ejection fraction (contractibility of heart muscle) will also be evaluated.

Adenosine stress testing permits cardiac assessment of patients for whom exercise may not be possible.  Adenosine, which dilates coronary arteries and other blood vessels, will be given.  Non-cardiac side effects could include nausea, headache, dizziness, facial flush, chest pressure/pain, shortness of breath, throat, neck or jaw discomfort.  These side effects go away immediately following the six minute infusion. Your heart rate, blood pressure and electrocardiogram will be under surveillance by the nurse and the physician.  Halfway through the infusion you will receive an injection of a radioisotope for perfusion imaging.  Images will be taken before and after your chemical stress test.

RISKS AND DISCOMFORTS: There exists the possibility of complication occurring during the test which could include abnormal blood pressure, a disturbance in the heart beat, abnormal EKG and in very rare instances, heart attack.  Medication will be available upon direction of the physician if side effects occur.  If at any time during the test you have chest discomfort/pain, tell the physician or nurse.

WOMEN ONLY: It is generally advisable that pregnant or nursing women do not undergo nuclear medicine imaging because of the potential radiation exposure to the fetus or infant.  By signing below, I understand this and feel there is no reasonable change that I am pregnant at this time ______ (initial).

I authorize and agree to allow Cardiology Associates of Boca Raton or his/her designee to the use of ADENOSINE for the evaluation of blood flow to my heart.  Should any unforeseen situation arise, the physician performing the test may exercise his/her judgment and treat me as necessary.

I certify that I have read and fully understand the above consent for the diagnostic procedure and that explanations have been made.

_______________________
​_______________________
__________

Patient’s Signature


Patient Name       


Date

_______________________
_______________________
__________

Witness’ Signature


Witness Name


Date

CONSENT FOR NUCLEAR MEDICINE/NUCLEAR CARDIOLOGY EXAMINATION FOR WOMEN OF CHILDBEARING AGE

You will be having a radionuclide examination.  If you are pregnant, or if you believe that, you might or could be pregnant, there is a potential for harm to a developing fetus (baby).  Therefore, if there is any doubt as to the possibility of your being pregnant, we recommend further consultation with your physician before proceeding with this examination.  We will be glad to assist you in this matter in any way we can.

The 10 days following the onset of menstrual period are generally considered safe for radionuclide examination.

Onset of last menstrual period:  Date ___________
Today’s Date:__________

I am pregnant:  YES _________   NO________   NOT SURE___________

I have had a hysterectomy:  ____________________________________

I use an IUD (intrauterine device) ________________________________

I am on birth control pills _______________________________________

Other: ______________________________________________________

I recognize that if I am pregnant and have radiation to the abdomen, there is a possibility of injury to the fetus.  However, I understand that the likelihood of such injury is slight and that my physician feels that the information to be gained from this examination is important to my health.  I therefore wish to have this radionuclide examination performed now.

_____________________________
___________________________

Patient Name



Patient signature

_____________________________
___________________________

Date





Witness Signature
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