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Intsgention Hetwork

Patient fabed placed here, or minknum infonnation below required

This checklist Is based on the Choesing Wisely criteria and the CORE

BackTool. /t/s required for alf adult (18+) outpatient CT spine Patient Name:

referrals. Please Include with CT requlsition. For most elinlcal Date (YYYY-MM-DD):
concemns, CT should be ordered only if there Is an MR/ Date of Blrth (YYYY-MM-DD):
contralndication as MRI Is superfor to CT, Exceptions Include Gender:

suspected fraciure, further characterization of kmown bone feston, Health Care

pre-surgieal or post-surgical assessment.

0 Cord Compression or Cauda Equina Syndrome

0 Suspected Cancer O Suspected Spinal Infection O Suspected Epldural Abscess or Hematoma

0 Suspected Fracture

1.0 Unbearable Arm fandfort {1 Disabling Neurogenic {and/o) [0 Functionally Significant Neurologic
ori.eg Dominant Pain Claudication Deficit
2.03 Fallure to Respand after 6 weeks of conservative care 3. 0 Considering Surgery
D. Suspected or Known Conditions (Check all that apply)
O Cancer fplease specily) 0O Intradural Tumour 7 [J Bone Tumour or Metastases
[0 Congenital Spine Anomaly 00 Scoliesls O Spinal Radiation
{1 Demyelination or MS 0O inflammatory Disease O Assessment for Vertebroplasty
[T Prior Spine Surgery fdafg) {1 Arachnoiditis O Post-operative Collections
1 Follow-up for a Known Candition (plesse specify)
0 Condition Not Listed (pfease specify)

Prior CT or MRI Spine Imaging (Select one)

O Cr 8 MRI
When; Where:

Please provide any additional information below, Please
also clearly indicate the affected area on the Image to the
right.




