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Name of Patient:   MRN: Date:  

X-Ray Questionnaire
All Patients

Reason for this X-ray, list symptoms: _____________________________________________________________

Yes/No   Have you had this X-ray before?  If yes, where and when? 

__________________             ___________________________________________

Yes/No   Have you had any surgery?  If yes, list type and date: 

_________________________________________________________________________

Yes/No   Do you have any medical conditions? If yes, list and describe treatment :

_________________________________________________________________________

Yes/No   Do you have any abnormal lumps or masses?  Where? ___________________________

Cancer Patients Only

Yes/No   Do you currently have cancer? If yes, what type and treatment? __________________

_________________________________________________________________

Yes/No   Did you previously have cancer? If yes, what type and treatment? ________________

_________________________________________________________________

Yes/No   Have you had radiation therapy?  If yes, list body part: _________________________

Yes/No   Have you had chemotherapy?  If yes, list date of last treatment:__________________

Pain and Injury Patients Only

Yes/No   Have you had any recent injury?  When and what type? _______________________

________________________________________________________________

Yes/No   Do you have any tenderness to touch?  Where? _____________________________

Yes/No   Do you have any pain?  Where? __________________________________________

Yes/No   Have you had any surgery?  If yes, list type and date: 

_________________________________________________________________

Chest Xray Patients Only

Yes/No   Do you currently smoke?  If yes, how many packs per day? ______________

Yes/No   Are you an ex-smoker?  If yes, how long ago did you quit? _______________

Yes/No   Do you have any lung disease?  Please describe:__________________________________

Yes/No   Do you have a cough?  How long? _________________________________

Yes/No   Do you have any fever or infection? Please describe: ______________________________

Yes/No   Do you currently have asthma or wheezing ?

Yes/No   Do you have any heart disease?  What type? ________________________
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