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MRI PATIENT HISTORY AND SCREENING FORM
PATIENT NAME: ____________________________________ DOB: ___/____/____ WEIGHT: ______SEX: ___

 DO YOU HAVE OR HAVE YOU EVER HAD ANY OF THE FOLLOWING? 


      CARDIAC PACEMAKER _____________________________________________________________________________
      BRAIN ANEURYSM CLIPS/ BRAIN SURGERY ______________________________________________________________

      IMPLANTED CARDIAC DEFIBRILLATOR (ICD) _____________________________________________________________

      HEART SURGERY/HEART VALVE/ SHUNTS/ STENTS/ FILTERS/ INTRAVASCULAR COIL _____________________________  

      NEUROSTIMULATOR/BIOSTIMULATOR _________________________________________________________________
      
      EYE SURGERY/IMPLANTS/SPRING/WIRES/RETINAL TACK ___________________________________________________
     
      INJURY TO THE EYE INVOLVING METAL OR METAL SHAVINGS _______________________________________________
      ORTHOPEDIC PINS/SCREWS/RODS/JOINTS/PROSTHESIS ____________________________________________________
      CANCER/ TUMORS/ RADIATION THERAPY/ CHEMO THERAPY ________________________________________________
        
      PREVIOUS BACK SURGERY (LUMBAR/THORACIC/CERVICAL) _________________________________________________
      
      EAR SURGERY/COCHLEAR IMPLANTS/HEARING AIDS/STAPES PROSTHESIS ______________________________________
      
      VASCULAR ACCESS PORT/CATHETER __________________________________________________________________
      
      DENTAL IMPLANTS/DENTURES/PARTIALS _______________________________________________________________
      
      SHRAPNEL/BB/GUNSHOT WOUNDS ____________________________________________________________________
      
      INSULIN PUMP/IMPLANTED DRUG INFUSION PUMP ________________________________________________________

      INTERNAL ELECTRODES/WIRESTAPLES OF CLIPS/METAL MESH IMPLANTS/WIRE SUTURES _________________________

      MAGNETIC IMPLANTS/MECHANICAL/ELECTRICAL _________________________________________________________

      BODY PIERCING/PATCHES/TATTOO’S/PERMANENT MAKE-UP ________________________________________________

      BREAST TISSUE EXPANDER (IMPLANTED SOFT TISSUE RETRACTORS) _________________________________________

      DO YOU HAVE PINS IN YOUR HAIR/CLOTHES/HAIR EXTENSIONS/HAIRPIECES/WIG _______________________________

      ARE YOU WEARING CLOTHING/ATHLETIC WEAR THAT MAY CONTAIN METALLIC MICROFIBER? ______________________

      ANEMIA/SICKLE CELL/ IF YES EXPLAIN: ________________________________________________________________ 

I attest  the  above  information  is  correct  to  the  best of my  knowledge. I  have  also  informed  the technologist  that  I am  not pregnant  at  this time. I  acknowledge  the  opportunity  to ask  questions  related  to this form and the MRI procedure and understand all information presented to me. 

___________________________________      ______________________________        ________________

Patient/Parent/Legal Guardian Signature             Technologist Signature
                     Date
