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Patient Label 

 
Minneapolis Heart Institute at Abbott Northwestern Hospital Cardiovascular Laboratory Orders 

 
TO BE COMPLETED BY PHYSICIAN 

 
Patient Name: __________________________________________________________________________ 
 
Diagnosis: _____________________________________________________________________________ 
 
1. Select procedure to be performed:  

□ Coronary (and bypass graft if present) Angiography      Oximetry Series/Shunt Study 

□ Left Ventriculogram          Aortic Valvuloplasty   

□ LVEDP Only           Mitral Valvuloplasty   

□ Possible Percutaneous Intervention (PCI)        ASD/PFO Closure  

□ Right Heart Catheterization         Ascending Aortography  

□ Cardiac Output          Myocardial Biopsy   

□ Bilateral Heart Cath for Aortic Stenosis       

□ Bilateral Heart Cath for Mitral Stenosis    

□ Bilateral Heart Cath for Constrictive/Restrictive Disease 

□ Other _____________________________________________________________________________ 
 
2. Other procedures/consults?  

_______________________________________________________________________________________________ 
 
3. Special scheduling instructions?  (e.g. day or week, MD to perform, MD to follow in hospital, etc.)  

_______________________________________________________________________________________________ 
 
4. Does patient have a history of allergy to iodinated contrast agents?  YES    NO 
 

Pre-medication regimen: (see preprinted prescription)   
Prednisone 60 mg night before procedure 
Prednisone 60 mg morning of procedure 
(Antihistamines can be given after arrival in Prep/Recovery) 

 
5. Is the patient diabetic?  YES    NO (instructions in the packet) 
 
6. Will the patient need pre-medication with Mucomyst?  YES    NO 

Acetylcysteine/Mucomyst regimen: (see preprinted prescription) 600 mg for 2 doses the day before procedure and 2 
doses the day of procedure 

 
7. Does the patient take Coumadin®?  YES    NO 

If yes, instruct the patient to stop 3 (or more if desired) days prior to procedure 
 

8.     Does the patient take Pradaxa?  YES    NO 
 If yes, what is the patient’s GFR? 

a. If GFR > 50 direct the patient not to take any Pradaxa the day before or day of the procedure. 
b. If GFR < 50 instruct the patient not to take any Pradaxa two days before the day of the procedure. 
 
 
 

Signature: ____________________________________________________________________________ 

 


