
                                                                            

 

 

 

 

 

 

1. Have you had an MRI  or  CT scan of this  body part previously?  Yes  or   No  (circle one) 

• If so, where and  when?______________________________________________________________________ 

 

2. Describe what made you go see your doctor: ___________________________________________________                                                                                                                                    

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

             

3. Do you have headaches? Yes or No (Circle one) If yes, where are they located?____________________                                                                                      

_____________________________________________________________________________________________ 

                   

4. Have you had seizures or other central nervous system deficit (stroke, fainting, etc.)? Yes or No (Circle 

one) If so, what type of CNS 

deficit?_______________________________________________________________________________________ 

 

5. Have you had any changes in vision, speech, balance or thinking? Yes or No (Circle one) If so, 

describe:_____________________________________________________________________________________

_____________________________________________________________________________________________ 

 

6. Do you have a history of cancer? Yes or No (Circle one) If yes, what 

type?________________________________ 

 

    Have you undergone cancer treatment(s)? Yes or No (Circle one) Type:____________________________ 

 

    When did you have treatment(s) for cancer? ____________________________________________________ 

                                                                                                           

7. Have you had surgery to your head? Yes or No (Circle one)  

When?_____________________________________ 

 

8. Do you have any other medical conditions? Yes or No (Circle one) If so, 

list:__________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

 
9. Are you taking any medications? Yes or No (Circle one) If so, 

list:__________________________________________________________________________________________

_____________________________________________________________________________________________ 

 

10. Have you had any trauma to your head(e.g. car accident, fall)? Yes or No (Circle one) 

When?______________ 
 
   Please fill out back of this form  
 
                                                                                     

THESE QUESTIONS APPLY ONLY TO THE AREA BEING SCANNED TODAY 

Last Name:                                           First Name:                                                                         Date: 

HEAD EVALUATION 



 
 
 
             
 
 
 
 
 
 
 
 
 
 
 
 


