







FACILITY:  IDI – 25th ST
Head/ Brain/Temp Bone
 







CT Questionnaire
Have you had any brain/head surgery? Y / N: If yes, when? _______________________

What facility? ______________________________ Do you know what kind? Y / N: If yes, explain: _____________________________________________________________

________________________________________________________________________________________________________________________________________________
Symptoms

Headache              _________Acute                 _________Chronic

Frequency/Duration_____________________________________________

For each symptom checked below please describe:

______ History of trauma________________________________________

______ Fever__________________________________________________

______ Sinusitis_______________________________________________

______ Nausea________________________________________________

______ Dizziness______________________________________________

______ Vomiting______________________________________________

______ Seizures_______________________________________________

______ Eye muscle weakness____________________________________

______ Hearing Loss___________________________________________

______ Numbness/ Tingling sensation______________________________

______ Cognitive difficulties_____________________________________

______ Visual disturbance (blurred, double) ________________________

______ Facial irritation__________________________________________

______ Motor Function disturbance (weakness, sensory changes) _________

How long have you had the above symptoms?________________________

History on patient only: 

History of medical disease (Parkinson’s, Arthritis) Y/ N

_____________________________________________________________

History of Cancer (If yes, please indicate primary cancer) Y/ N 

_____________________________________________________________

