
 
 
 
 
 
 
 
 
 

GENERAL X-RAY 
 

 
 
NAME:_______________________AGE______TODAY’S DATE_______ 
 
WHY ARE YOU HAVING THIS TEST DONE?______________________ 
 
DO YOU HAVE ANY PAIN?_________________WHERE?____________ 
 
DID YOU HAVE AN INJURY?___________________________________ 
 
IF SO, WHEN AND HOW?______________________________________ 
 
_____________________________________________________________ 
 
ANY OTHER INFORMATION THAT MIGHT BE HELPFUL?_________ 
 
_____________________________________________________________ 


