
 
 
 
 
 
 

Follow-up: 
 

 
 
 
What is your reason for this follow-up?________________________________________ 
 
________________________________________________________________________ 
 
Is your follow-up in regards to any recent testing?________________________________ 
 
________________________________________________________________________ 
 

Since your last visit…. 
 
Have you had any new symptoms?  Yes/No 
 
________________________________________________________________________ 
 
Have you had any recent surgeries or procedures to this area?  Yes/No 
 
________________________________________________________________________ 
 
Have you had any contrast reactions or medication allergies?   Yes/No 
 
________________________________________________________________________ 
 
Have you had any changes in medications?  Yes/No 
 
_____________________________________________________________ 
 
 
 
 
 
 
 


