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PATIENT HISTORY AND SCREENING FOR MRI
Do you have any of the following?





⁭ YES  ⁭ NO   Heart Surgery/Heart Valve/Pacemaker/Shunts/Stents	⁭ YES  ⁭ NO   Previous spine surgery (neck/back)


⁭ YES  ⁭ NO   Brain Surgery/Brain Aneurysm Clips			⁭ YES  ⁭ NO   Ear Surgery/Impants/Hearing Aids


⁭ YES  ⁭ NO   History of Cancer or Tumors				⁭ YES  ⁭ NO   IUD/Pessary


⁭ YES  ⁭ NO   Eye Surgery/Implants					⁭ YES  ⁭ NO   Penile Prosthesis


⁭ YES  ⁭ NO   Metal Mesh Implants/Wire Sutures or Staples		⁭ YES  ⁭ NO   Implanted Cardiac Defibrillator


⁭ YES  ⁭ NO   Injury to Eye Involving Metal or Metal Shavings		⁭ YES  ⁭ NO   Tattoos/Body Piercings


⁭ YES  ⁭ NO   Implanted Drug Infusion or Insulin Pump		⁭ YES  ⁭ NO   Orthopedic Pins, Screws, Rods


⁭ YES  ⁭ NO   Gunshot Wounds, Shrapnel, BB’s			⁭ YES  ⁭ NO   Breast markers/enhancements


⁭ YES  ⁭ NO   Work with Metal					⁭ YES  ⁭ NO   Dentures, partials, dental implants


⁭ YES  ⁭ NO   Are you pregnant or breastfeeding?  Last Menstrual Period:  _________





List of Previous Surgeries and Dates: _______________________________________________________________________


Medications Presently Taking:  ____________________________________________________________________________


List of Any Drug/Latex Allergies:  __________________________________________________________________________


List Medical Conditions:  _________________________________________________________________________________


*All piercings, medication patches needs to be removed prior to the exam


MRI Contrast History			⁭ Not Applicable to this Exam


Do you have any personal history of?


⁭ YES  ⁭ NO   Allergic respiratory disease or asthma			⁭ YES  ⁭ NO   Sickle cell anemia or blood disorders


⁭ YES  ⁭ NO   Kidney disease/renal impairment or dialysis		⁭ YES  ⁭ NO   Previous MR contrast reaction





Patient/Guardian Signature:  ____________________________________________	Date:  ___________________





Technologist Signature:  ______________________________________________	Date:  __________________














Patient Name:  ________________________________________	Date:  _____________	  Sex:   M    F


Height:  _____________	Weight:  ____________		DOB:  _______________	


Procedure:  ______________________________________	Referring Physician:  ______________________





Explain your medical problem in detail.  (What is the problem?  Where is the problem?  How long have you had the problem?)


________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Have you had a previous exam related to this problem?   YES    NO	Have you ever had a previous MRI?     YES     NO





Clinician Use Only





Medical History Notes: ____________________________________________________________________________________________


________________________________________________________________________________________________________________


________________________________________________________________________________________________________________
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