Tacoma/Valley Radiation Oncology Centers

Follow up Visit – Diagnostic Test Inquiry

Patient Name:____________________________________________________________

Date:___________________________________________________________________

Since you were last seen in this office, have you had any of the following diagnostic tests:

	Lab Work

Yes            No
	Where?
	When?

	Mammograms

Yes            No
	Where?
	When?

	X-Rays

Yes           No
	Where?
	When?

	CT Scans

Yes           No
	Where?
	When?

	MRIs

Yes            No
	Where?
	When?

	Bone Scan

Yes            No
	Where?
	When?

	Biopsies

Yes            No
	Where?
	When?



	
	
	


Have you seen any other oncology doctors for consultation?

If so, who?_______________________________________________________________

When?__________________________________________________________________

Is there anything new that we  should know about?_______________________________

Thank you!

