
Date ___________________________       Account Number _________________ 

*Medicare is considered to be a primary insurance carrier only if patient is over 65 years of age, is retired, and does not receive health care
benefits through a previous employer or spouse’s employer.

!

Please complete and return this form to the receptionist as soon as possible. We will file with your insurance company if you provide 
us with complete insurance information.

Phone Number

Insured Date of Birth

Insured Date of Birth

 CONTRAST INFORMATION
Weight:
Kidney Transplant:
Dialysis:
Diabetic:
Liver Disease:
Over 60 Years Old:
High Blood Pressure:
Pregnant / Breast Feeding:







Warning: Certain implants, devices, or objects may be hazardous to you and/or may interfere with the
MR procedure.  DO NOT ENTER the MR environment or MR room if you have any questions or concern 
regarding an implant, device of object.  Consult the MRI Technologist BEFORE entering the MR room. The 
MR system magnet is always on.   

Please indicate if you have any of the following: 

 Yes   No 1. Aneurysm clip(s)

 Yes   No 2. Cardiac pacemaker

 Yes   No 3. Implanted cardioverter defibrillator (ICD)

 Yes   No 4. Electronic implant or device

 Yes   No 5. Magnetically-activated implant/device

 Yes   No 6. Neurostimulation system

 Yes   No 7. Spinal cord simulator

 Yes   No 8. Internal electrodes or wires

 Yes   No 9. Bone growth/bone fusion stimulator

 Yes   No 10. Cochlear, otologic, or other ear implant

 Yes   No 11. Insulin or other infusion pumps

 Yes   No 12. Implanted drug infusion device

 Yes   No 13. Any type of prosthesis (eye, penile, etc.)

 Yes   No 14. Heart valve prosthesis

 Yes   No 15. Eyelid spring or wire

 Yes   No 16. Artificial or prosthetic limb

 Yes   No 17. Metallic stent, filter or coil

 Yes   No 18. Shunt (spinal or intraventricular)

 Yes   No 19. Vascular access port and/or catheter

 Yes   No 20. Radiation seeds or implants

 Yes   No 21. Swan-Ganz or thermo dilution catheter

 Yes   No 22. Medication patch (Nicotine, Nitroglycerine, etc.)

 Yes   No 23. Any metallic fragment or foreign body

 Yes   No 24. Injury with metal (in eyes, skin, etc.)

 Yes   No 25. Wire mesh implant

 Yes   No 26. Breast Reconstruction

 Yes   No 27. Surgical staples, clips, or metallic sutures

 Yes   No 28. Joint replacement (hip, knee, etc.)

 Yes   No 29. Bone/joint pin, screw, nail, wire, plate, etc.

 Yes   No 30. IUD, diaphragm, or pessary

 Yes   No 31. Hair extensions

 Yes   No 32. Dentures or partial plates

 Yes   No 33. Tattoo or permanent makeup

 Yes   No 34. Body piercing jewelry (ears, belly button, etc.)

 Yes   No 35. Hearing aid (remove before entering MR room)

 Yes   No 36. Other implant __________________________

 Yes   No 37. Breathing problem or motion disorder

 Yes   No 38. Claustrophobia

 Yes   No 39. Have you had any surgeries in the last 8 weeks?

 Yes   No 40. Are you pregnant or breastfeeding?

 Yes  No 41. Have you ever had a reaction to MRI contrast?

I attest that the above information is correct to the best of my knowledge.  I read and understand the contents of this 

form and had the opportunity to ask questions regarding the information it contains.  I was also given the 

opportunity to ask question regarding the MR procedure that I am about to undergo. 

Signature of Patient or Guardian_______________________________   Date _______________ 

Please print Patient Name____________________________________ 

Technologist that reviewed this form: _______________________________________________ 

If you marked “yes” on any of 

the questions to the left please 

indicate the location of the 

object on the diagram below. 


	Untitled
	260f6e25-bb47-424e-a02f-8d62e4a07e9a.pdf
	Untitled

	6beb5afb-844d-4bf3-9d23-522ce084b1b7.pdf
	Untitled
	260f6e25-bb47-424e-a02f-8d62e4a07e9a.pdf
	Untitled



	Zip_9: 
	City State_9: 
	Employers Address Street_3: 
	Employers Phone_2: 
	Employer_3: 
	SSN Guardian: 
	Date of Birth Guardian: 
	Mothers Name First Middle Last: 
	Zip_6: 
	City State_6: 
	EmployerS Address Street: 
	Employers Phone: 
	Employer_2: 
	Social Security Number Guardian: 
	Fathers Name First Middle Last: 
	still-working: 
	still-working-yes: 
	L or R: 
	auto-related: 
	auto-related-yes: 
	work-related: 
	work-related-yes: 
	Injury Date: 
	Zip_4: 
	City State_4: 
	Phone_2: 
	Insurance Address Street_2: 
	Group Number_2: 
	Policy Number_2: 
	Name of Policy Holder: 
	None_2: 
	SECONDARYINSURANCE: 
	Claim Adjusters Name: 
	Zip_2: 
	City State_2: 
	Phone: 
	Insurance Address Street: 
	Group Number: 
	Policy Number: 
	Name of Insured: 
	None: 
	PRIMARY INSURANCE: 
	Emergency Phone: 
	Emergency Address: 
	Emergency Contact Name: 
	Phone Employer Spouse: 
	Date of Birth_2: 
	Spouse Name: 
	Occupation Indicate If Student: 
	Zip_3: 
	City State_3: 
	Employers Address Street: 
	Employer Phone 1: 
	Employer 1: 
	Employed3: Off
	Employed2: Off
	Employed1: Off
	Cell Phone: 
	Home Phone: 
	Marital Status: 
	Social Security Number: 
	Sex: 
	Age: 
	Date of Birth: 
	Zip: 
	City State: 
	Patients Address: 
	Patients Name First Middle Last: 
	Date: 
	Please print Patient Name: 
	36 Other implant: 
	41: Off
	40: Off
	39: Off
	38: Off
	37: Off
	36: Off
	35: Off
	34: Off
	33: Off
	32: Off
	31: Off
	30: Off
	29: Off
	28: Off
	27: Off
	26: Off
	25: Off
	24: Off
	23: Off
	22: Off
	21: Off
	20: Off
	19: Off
	18: Off
	17: Off
	16: Off
	15: Off
	14: Off
	13: Off
	12: Off
	11: Off
	10: Off
	9: Off
	8: Off
	7: Off
	6: Off
	5: Off
	4: Off
	3: Off
	2: Off
	1: Off


