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General Nuclear Medicine

Nuclear Cardiology

BONE SCAN

Specific Site (SPECT/CT)

 Whole Body

 SPECT

SPECT/CT

MYOCARDIAL PERFUSION IMAGING (CARDIOLITE)

TREADMILL

PERSANTINE

MUGA SCAN

No patient preparation required.

Other Nuclear Medicine Procedure (please specify):

RENAL SCAN (Perfusion) 

RENAL SCAN (Lasix)

RENAL SCAN (Captopril)

SENTINEL NODE (Breast) 

SENTINEL NODE (Melanoma)

Melanoma Site:

Patients should be well hydrated prior  
to their renal scan. Imaging is 1 – 2h. 

No special patient preparation. Imaging  
for melanoma patients may take up to 2h.

Bone scans do not require any special 
preparation. Patients are injected and 
return 2 – 4 hours later for imaging.  
Imaging is 45m – 1h.

Cardiolite tests performed on two separate days.
Day 1 patient preparation includes: no caffeine 24 hours prior to the test, no fatty/oily foods the morning of the test, and hold medications 
unless specified otherwise by a physician.
Day 2 preparation is identical except that patients may take their medications as normal. A letter containing further instructions will be 
mailed to the patient at the time of appointment booking.

General Nuclear Medicine

RENAL SCAN (Perfusion)

RENAL SCAN (Lasix)

RENAL SCAN (Captopril)

SENTINEL NODE (Breast)

SENTINEL NODE (Melanoma)

Melanoma Site: 

Patients should be well hydrated prior
to their renal scan. Imaging is 1 – 2h.

No special patient preparation. Imaging
for melanoma patients may take up to 2h.

PARATHYROID SCAN

MECKEL'S DIVERTICULUM SCAN

BILIARY SCAN (HIDA)

SALIVARY SCAN

GASTRIC EMPTYING SCAN

LUNG SCAN (V/Q)

G.I. BLEED SCAN

BRAIN DEATH SCAN

BONE SCAN

       Specific Site (SPECT/CT)

       Whole Body

       SPECT

       SPECT/CT

     
Bone scans do not require any special
preparation. Patients are injected and
return 2 – 4 hours later for imaging.
Imaging is 45m – 1h.

Other Nuclear Medicine Procedure (please specify):

Nuclear Cardiology

MYOCARDIAL PERFUSION IMAGING (CARDIOLITE)

       TREADMILL

       PERSANTINE          

MUGA SCAN

No patient preparation required.       

Cardiolite tests performed on two separate days.
Day 1 patient preparation includes: no caffeine 24 hours prior to the test, no fatty/oily foods the morning of the test, and hold medications
unless specified otherwise by a physician.
Day 2 preparation is identical except that patients may take their medications as normal. A letter containing further instructions will be
mailed to the patient at the time of appointment booking.
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(For urgent assessment only. This includes a consultation with internal medicine.  
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24 HR
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7 DAY
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CARDIAC STRESS TEST (if the patient has no previous CAD, please hold rate reducing medication, if possible)
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REQUIRED TESTS:

NUCLEAR PERFUSION STUDIES (Referral must be made by internal medicine or cardiologist. No caffeine or dairy 24 hours prior to testing.)

CLINICAL INFORMATION MEDICATION

REQUESTS FOR TESTING SHOULD INCLUDE ER REPORT OR PATIENT PROFILE, MEDICATION LIST AND ANY PRIOR CARDIAC DIAGNOSTIC STUDIES 
(ECG, ECHO, BLOOD WORK, INTERVENTIONAL PROCEDURES).
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