
 

 

 

 

 

1. Have you had an MRI  or  CT scan of this  body part previously?    Yes □     No □  

• If so, where and when? 

___________________________________________________________________________________________ 

2. What do you think is wrong?__________________________________________________________________ 

     ___________________________________________________________________________________________              

3. Describe your symptoms: 

_____________________________________________________________________________________________                   

_____________________________________________________________________________________________ 

4. What makes it better?________________________________________________________________________ 

_____________________________________________________________________________________________ 

5. What makes it worse?_______________________________________________________________________ 

_____________________________________________________________________________________________ 

6. Do you have areas of weakness?     Yes □     No □     Weakness where?___________________________ 

_____________________________________________________________________________________________ 

7. Any surgery/arthroscopy on the scan area?    Yes □     No □        Date of surgery?___________________ 

What was done in surgery?_____________________________________________________________________ 

_____________________________________________________________________________________________ 

8. Do you have arthritis in any of your joints?   Yes □     No □      List joints:____________________________ 

_____________________________________________________________________________________________ 

9. Are you currently taking any medications? Yes □     No □      List medications:_______________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

10. Do you have any other medical conditions? Yes □     No □       List conditions:______________________ 

_____________________________________________________________________________________________ 

11. List athletic activities that may have contributed to your condition:_________________________________ 

_____________________________________________________________________________________________ 

12. Have you ever had cancer?   Yes □     No □       If yes, what type?________________________________ 

Have you undergone chemotherapy, radiation therapy or surgery for cancer?    Yes □     No □                   

If yes, what type of cancer treatment have you had?_______________________________________________ 

_____________________________________________________________________________________________ 

Dates of cancer treatments:_____________________________________________________________________ 

  

13. Have you had an injury to the area being scanned today? (e.g. car accident, fall, etc.) Yes □     No □   

If yes, date of injury/trauma_______________________________________________________ 

 

14. Is there any other information about the area being scanned today that the radiologist should know 

about?_______________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

                                                                           Please fill out back of this form  
 
                                                                                     

THESE QUESTIONS APPLY ONLY TO THE AREA BEING SCANNED TODAY 

Last Name:                                                 First:                                                                        Date: 

 

_______________________________           __________________________________          ____________________ 

     MSK EVALUATION      




