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appointment, please give at least 24 hour notice.

For procedures needing IV Contrast, please provide us with latest BUN/Creatinine levels. Please

allert office if you have any Allergies, Asthma or Diabetes.

In preparation of your exam, wear comfortable clothing that does not contain metal fasteners and zippers.
Do not wear jewelry, eye make up or hair clips. If you have any questions or concerns about your exam,

please call our office before you schedule an

appointment.
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