
 
 
 

CT HISTORY 
 
 

Patient Name:__________________________________Date:_____________ 
 
 
Additional History (current clinical concerns, symptoms): 
 
 

 

 

 
 
All previous surgeries: 
 
Date:________Surgery:___________________________________________ 
 
Date:________Surgery:___________________________________________ 
 
Date:________Surgery:___________________________________________  
 
Date:________Surgery:___________________________________________ 
 
Date:________Surgery:___________________________________________ 
 
 
Have you ever been diagnosed with cancer? Yes____No____Type:________ 
 
Did you have Radiation Therapy?  Yes_____No_____ 
 
Did you have Chemotherapy?   Yes_____No_____ 
 
 
 
 
 
 
 

 


