
 
 

Returning Patient Questionnaire 
 
 

Name: _______________________________________________________________________ 
 
 
Date: _______________   Age: _______________ Weight: ______________________________ 
 
 
What was the time of your last meal?  ______________________ AM / PM   (circle one) 
 
 
What was the time of your last beverage?  ______________________  AM / PM   (circle one) 

 
 
Date and type of MOST RECENT surgeries:            ___________________________________ 
 
 
Date/s of MOST RECENT radiation therapy:         ___________________________________ 
 
 
Date/s of MOST RECENT chemotherapy:               ___________________________________ 
 
 
Date (month/year) and results of last CT scan: ____________________________________ 
 

 
Date (month/year) and results of last PET scan  
or other nuclear medicine study:    ____________________________________  


