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IMAGING

Your answers on this form will help your health care provider better understand your medical concerns and conditions. If you are uncomfortable with
any question, do not answer it. If you cannot remember specific details, please approximate. Add any notes you think are important. ALL
QUESTIONS CONTAINED IN THIS QUESTIONNAIRE ARE OPTIONAL AND WILL BE KEPT STRICTLY CONFIDENTIAL.

Reason for today's visit:

Other concerns:

ALLERGIES
List anythng that you are allergic to (medications, food, bee stings, etc.) and how each affects you
ALLERGY REACTION
1.
2.
3.
MEDICATIONS

Please list all the medications you are taking. Include prescriber and over-the-counter drugs, such as vitamins and inhalers

DRUG NAME STRENGTH FREQUENCY TAKEN
1.
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PAST SURGICAL HISTORY
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