CONEJO MRI/CT PATIENT HISTORY QUESTIONNAIRE

Patient Name: 







Birth Date: 



 




Last


First


MI

Referring Doctor: 














Date: 





  Sex:

 Age: ______Weight: _____ Height: _________
1. Please describe area of pain/symptoms or reason for today’s visit.

[image: image1.jpg]



2. When did your pain/symptoms begin?





3. If injured, date of injury and please describe:

4.  Are you pregnant?
Yes____
No____

5.  Do you have, or have you ever had any type of cancer? 

 
Yes ____  No_____


If yes, when & what type?

6. Are you undergoing Radiation or Chemotherapy 

      at this time?


Yes ____  No ____

7.  Are you a diabetic?


Yes 

 No 



     If yes, controlled by diet?

Yes 

 No 


     If yes, controlled by medication?
Yes 

 No 



8.  Do you have any history of kidney/renal disease?  Yes _____  No _____
9.  Please note WHEN & WHERE you have had any of the following, ONLY RELATED TO TODAY’S
     APPOINTMENT.         


A)
Surgery: 












B)
X-Rays 











C)
Bone Scans: 











D)
CT Scans: 












E)
MRI Scans: 











F)
Arthroscopy: 











G)
PET Scans: 












H)
Ultrasound 












Office use only


PT # 










 

IP RM #

















CC’S  













EXAM(S): 













����


      Left		Front	          Back	Right


Please identify the location of any pain, numbness or lumps
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