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MRI QUESTIONNAIRE
PATIENT NAME: ______________________________________DOB: ___/____/____ WEIGHT: ______SEX: ___

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


      Have you had prior surgery or an operation ( arthroscopy,endoscopy ect.)                YES           NO    

Date: _________________ Surgery Type: _________________________Facility: ______________________
      Have you had Diagnostic Imaging ( MRI, CT, Ultrasound, X-ray, ect)?





 

Date: ______________Body Part: _____________________ Facility: ________________________________

      Have you experienced any problems related to a previous MRI or MR procedure: ____________________ 
  __________________________________________________

      Have you ever been injured by a metallic object or foreign body ( BB, bullet, shrapnel, ect)? __________

________________________________________________________________________________________  

      Are you currently taking medication: _______________________________________________________
      
      Do you have history of asthma, allergic reaction, respiratory disease, or reaction to a contrast medium or 

    dye used for an MRI, CT, or X-ray examination? _______________________________________________
     
      Are you allergic to any medication?  _______________________________________________________
      Do you have anemia or any disease(s) that affects your blood, a history of renal (kidney) disease, renal 

   (kidney) failure, renal (kidney) transplant, high blood pressure (hypertension), liver (hepatic) disease, a 

    history of diabetes, or seizures? __________________________________________________________
      
      FEMALES ONLY: Last menstrual period: _________________________ 
  Post Menopausal 
        
      ARE YOU PREGNANT: ___________________________________________________________________
      
      Are you taking fertility medication: _______________________________________________________
      
      Are you currently breastfeeding __________________________________________________________
    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
