NAME:  
        DOB:          PHONE:          
DATE OF SERVICE:         Time:        
MR #         

EXAM/ REASON:          

           DR.                 

           INSURANCE:                                     

                                                                                        FACILITY:  IDI – 25th ST                                                   
                                                            Foot - Leg – Ankle 
                                                                            CT Injection Questionnaire
Have you had surgery on this body part we are scanning today? Y / N - If yes, when? _______________ 
What facility?____________________________ Do you know what was done?  Y /  N:  If yes, please
explain:________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 Please check all areas you feel pain and or discomfort:

 (Regarding this body part):

 Foot:      Top____   Bottom ___   inside ___   outside ___
 Leg:      Front___   Back ___   inside ___   outside ___
Ankle:  Outside Heel ___   Central Heel ____   inside Heel ___
Check the following symptoms that pertain to you and provide any information you feel necessary:
____ Swelling ____________________________________________________________________

____ Bruising ____________________________________________________________________

____ Stiffness ____________________________________________________________________

____ Feels best or ____ feels worst in AM ____________________________________________ 

____ Feels best or ____ feels worst in PM   ____________________________________________

____ Decreased strength ____________________________________________________________

____ Numbness/ burning/ or shooting sensations _________________________________________ 

____ Pain with weight bearing _______________________________________________________

____ Pain with any specific activity (explain) ____________________________________________

____ Mass / or lump felt ____________________________________________________________

____ I have had fever and or chills with this injury _______________________________________

How long have you had the above symptoms? ___________________________________________
Do you the patient have a history of being diagnosed with any medical disease (such as, but not limited to, Cancer, Parkinson’s disease, arthritis, ALS…etc.)?____________________________

_________________________________________________________________________________

_________________________________________________________________________________

If you have been diagnosed with cancer, please indicate your primary cancer:

Primary: ________________________________________________________________________

When were you diagnosed? _________________________________________________________
