nland Empire
maging Center

260 E Ontario Ave Ste 101 Corona, CA 92879

Tel: 951-284-1920 Fax: 951-284-1921 Patient Questionnaire- Testicular
1. Name: Date: /[ /

2. Date of Birth: /__/ __ Height: Weight:

3. Are you currently taking any medication? ()Yes () No

If yes, what type of medication?

5. Do you have testicular pain? ( )Yes ( )No ( )Rightside ( )Leftside ( )Bothsides

If yes, how long have you had this pain?

~

. Have you ever had testicular torsion? ()VYes ( )No

0o

. Have you had previous surgery on your lower abdomen or pelvic area? () Yes ( )No
If yes, when?

Yo

. Have you had an ultrasound done before? ()VYes ( )No
If yes, when and where?

10. Is there anything you need to disclose to the sonographer before the
procedure?

Patient Signature: Date: / /




