
 

Patient Name: __________________________________

Date of Birth: __________________________________

Name of person completing this form if different from above: (please print)______________________________________________

Patient’s Weight:___________________ lbs.                       Height_____________________________

List your current symptoms and medical history relating to this scan (i.e. the reason for this study):

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

List any other scans or x-rays at another facility that would pertain to this study:

Exam Type: ______________________Date: ________________ Where: ________________________________________

Exam Type: ______________________Date: ________________ Where: ________________________________________

The following items can interfere with a MRI study—please answer each question.

Screening Questions 
Cardiac pacemaker?......................................... Yes ❑ No ❑
Cardiac implanted defibrillator? ........................ Yes ❑ No ❑
Any electronic/mechanical/magnetic implant? .. Yes ❑ No ❑
Aneurysm clip? ................................................. Yes ❑ No ❑
Neurostimulator/Biostimulator?......................... Yes ❑ No ❑
Any type of internal electrodes or wires? .......... Yes ❑ No ❑
Any type of ear implant/Cochlear implant? ....... Yes ❑ No ❑
Hearing aid? ..................................................... Yes ❑ No ❑
Implanted drug pump?...................................... Yes ❑ No ❑
Any type of coil/filter/stent? ............................... Yes ❑ No ❑
Any type of metal (bullet/BB/shrapnel)?............ Yes ❑ No ❑
Artificial heart valve?......................................... Yes ❑ No ❑
Artificial eye? .................................................... Yes ❑ No ❑
Eyelid spring? ................................................... Yes ❑ No ❑
Penile implant? ................................................. Yes ❑ No ❑
Any type of surgical clip? .................................. Yes ❑ No ❑
Any IV access port?.......................................... Yes ❑ No ❑
Medication patch?............................................. Yes ❑ No ❑
Shunt? .............................................................. Yes ❑ No ❑
Artificial limb or joint?........................................ Yes ❑ No ❑
Tissue expander? ............................................. Yes ❑ No ❑
Dentures/partial? .............................................. Yes ❑ No ❑
IUD/diaphragm/pessary? .................................. Yes ❑ No ❑
Surgical mesh? ................................................. Yes ❑ No ❑
Body piercing? .................................................. Yes ❑ No ❑
Wig/hair implants? ............................................ Yes ❑ No ❑
Tattoos/tattooed eyeliner ................................. Yes ❑ No ❑
Magnetic eyelashes? ........................................ Yes ❑ No ❑
Radiation seeds? .............................................. Yes ❑ No ❑
Implanted items(pins/screws/rods/plates)?....... Yes ❑ No ❑
Any hair accessories(bobby pins/barrettes)?.... Yes ❑ No ❑
Jewelry?............................................................ Yes ❑ No ❑
Any other type of implanted item? .................... Yes ❑ No ❑
Are you diabetic? .............................................. Yes ❑ No ❑
Currently on dialysis?........................................ Yes ❑ No ❑
Do you have any kidney problems?.................. Yes ❑ No ❑
Have you ever had metal in your eyes?............ Yes ❑ No ❑

Any surgery in the past 2 months?....................Yes ❑ No ❑
Any surgery in the area being scanned?...........Yes ❑ No ❑
Currently pregnant or nursing?..........................Yes ❑ No ❑
Ever diagnosed with cancer? ............................Yes ❑ No ❑
Asthma or other allergic respiratory disease? ...Yes ❑ No ❑
Allergies? ..........................................................Yes ❑ No ❑
List:______________________________________________ 
Have you ever had an allergic reaction to a contrast agent?
(X-ray/CT/MRI dye) ...........................................Yes ❑ No ❑
List:______________________________________________ 

Please mark on the drawing indicating the location of any 
metal inside your body, site of surgical operation, or area of 
pain/concern.

Patient, Parent, or Legal Guardian Signature__________________________________________________Date_________

Please see back for contrast information



 


