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 MRI Head, Orbits, Face, And/or Neck

Patient Name: _______________________________________________________________________________________________________________________                                  

Diagnosis/Symptoms: ___________________________________________________________Doctor: _________________________________________

What other studies have you had?
( MRI
(CT
( Upper GI
( Ultrasound     (Barium Enema



When was the study performed? __________________________________________________________________________


Where was the study performed? _________________________________________________________________________


What were the results? _________________________________________________________________________________


How has your condition changed since this study? ____________________________________________________________


_____________________________________________________________________________________________________

Have you had an injury to your head? 
( No 
(Yes  
When? ___________________________________________________

Have you had surgery on your head? 
( No 
(Yes
When? ___________________________________________________

Have you had a stroke?


 ( No 
(Yes 
When? ___________________________________________________

Have you had a seizure? 


( No 
(Yes 
When? ___________________________________________________

Do you have high blood pressure?
 
( No 
(Yes 


Do you have diabetes?

 
( No 
(Yes
Do you have loss of coordination? 

( No 
(Yes
Do you have headaches?


( No 
(Yes 
Where (Right, Left, Front, Back)?_______________________________

Do you have hearing problems?

( No 
(Yes
Where ( Right, Left, Both)?____________________________________

Do you have eyesight problems?

( No 
(Yes 
Where ( Right, Left, Both)?____________________________________

Do you have muscle weakness?

( No 
(Yes
Where? ___________________________________________________

Do you have numbness? 


( No 
(Yes 
Where? ___________________________________________________

Have you had any type of cancer? 

( No 
(Yes
 What type? _______________________________________________







         
  When was it diagnosed? ____________________________________








Where was it located? _______________________________________








What kind of treatment did you have? __________________________








When was your last treatment? _______________________________

Any other medical problems you are seeing the doctor for? ____________________________________________________________

____________________________________________________________________________________________________________
