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                    MRI Questionnaire
Have you had an injury to this area?   Y/N
If yes please describe_______________________________________________

SYMPTOMS 
Stomach pain





  Y/N

Heart Disease


                                   Y/N

Liver Disease





  Y/N
Bladder or Bowel problems                                             Y/N       

Diabetes





             Y/N

Kidney or gall stones
                      

  Y/N

Do you have a history of cancer               

  Y/N

If yes what was the primary cancer_____________________________________

Surgical History
Chole (gallbladder) removed


           Y/N    Date ___________

Appendectomy (Appendix)




Y/N    Date ___________


Colon Resection





Y/N    Date ___________

Hysterectomy





Y/N    Date ___________

Lung Surgery





Y/N    Date ___________

Nephrectomy
 (Kidney)




Y/N    Date ___________

Mastectomy






Y/N    Date ___________
Prostate surgery





Y/N    Date ___________

Liver surgery






Y/N    Date ___________

