
 
 
 
 

 

 

Patient Name:________________________ DOB:____________Cell Phone#:_______________ 

To provide best possible evaluation, our radiologists would like to know your 
medical information within the last three months.  Your detailed information will 
help avoid mistakes.    
 
Mark on the diagram the location of your signs, symptoms and treatment and use the 
space provided below for brief explanation.     

 
___Surgery ___Cut ___Bruise ___Bite ___Radiation Therapy 

___Biopsy  ___Trauma ___Pain  ___Infection  ___Other 
 

 
COMMENTS: 
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________ 
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           Review: 01.27.11cw 
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