
SkillS CatagorieS               Self rating

PleaSe uSe the following key when Self-rating your level of exPerienCe in eaCh of the SkillS liSted below:

1  .........No Experience 2  .........Minimal - Some experience, works with supervision

3  .........Experienced - works without supervision in most cases 4  .........Highly Skilled - Perform well without assistance

Technologist  _____________________________________________________________________________________________________ Date ________________________

Procedures 1 2 3 4
Adrenal Scan ...............................................    
Radionuclide Arteriogram ...........................    
Bone Marrow Scan / Whole Body ...............    
Cholescintigraphy (HIDA Scan) ...................    
Cisternogram ...............................................    
CSF Leak Localization .................................    
Cystography/Ureteral Reflux........................    
Dacrocystography .......................................    
Gallium Scan ..............................................    
Gastric Emptying .........................................    
GE Reflux Scan ...........................................    
GI Bleed ......................................................    
Indium 111 WBC Scan ................................    
Injection - Lymphatic ..................................    
Liver / Spleen Scan ......................................    
Lymphatic Scan / Melanoma .......................    
MUGA Scan ................................................    
NVG Rest ....................................................    
NVT Stress ...................................................    
Radio Immuno Assay (RIA) ..........................    
Shillings ......................................................    
Thallium/Persantine Stress ...........................    
Testicular Scan ............................................    
Venogram/Radionuclide ..............................    
Ventricular Shunt .........................................    
Zevalin Treatment .......................................    
Wall Motion ................................................    
Parathyroid ..................................................    
Salivary Glands ...........................................    
Ventilation / Perfusion .................................    
Perfusion .....................................................    
Three Phase.................................................    
Flow / Function ...........................................    
With Lasix ...................................................    
Cancer Survey .............................................    
Uptake Scan ................................................    
I 123 Scan ...................................................    
Whole Body ................................................    
Limited ........................................................    
Bone Scan ...................................................    
Brain Scan ...................................................    
Liver Spect with Flow ..................................    
Renal Scan ..................................................    

nuclear Medicine
Pet & Pet/Ct 

Skills inventory

Infarction .....................................................    
Exercise / Rest - Single .................................    
Exercise / Rest - Multiple .............................    
Thallium/Persantine ....................................    
PET / CT ......................................................    

age 1 2 3 4
Neonatal (Birth to 6 weeks) .........................    
Infant (6 weeks to 3 years) ...........................    
Children (4-11 years) ...................................    
Adolescent (12-18 years) .............................    
Adults (19-64 years) ....................................    
Elderly (65+ years).......................................    

list equipment used

____________________________________________________

____________________________________________________

____________________________________________________

____________________________________________________

Certifications / licensures Expiration Date

NMTCB  _____________

ARRT (N)  _____________

ARRT (R)  _____________

Certified PET Technologist  _____________

BLS/ACLS  _____________

The information I have given is true and accurate to the best 
of my knowledge, and I hereby authorize DiagnosTemps to 
release this Skills Checklist to staffing clients of DiagnosTemps.

Updated Annually.

_____________________________________________________
Technologist Signature/Date

_____________________________________________________
Supervisor Signature/Date
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