
[image: image1.emf]









MRI PATIENT SCREENING SHEET
PATIENT NAME:







DOB:



REFERRING PHYSICIAN:






DATE OF EXAM:



IF YOU HAVE A PACEMAKER, ANEURYSM CLIP OR HAVE HAD BRAIN SURGERY, LET US KNOW IMMEDIATELY.

Patient weight:   ________________


Current Medications:
_____________________________

Allergies to medications or drugs:


YES 
or 
NO
If yes, which:
_________________

Have you ever had cancer:



YES
or
NO
If yes, what type:  ______________

Have you ever had radiation treatment or chemotherapy?
YES
or 
NO
If yes, When:   ___________

What symptoms or problems are you having?   __________________________________________________

Have you had surgery related to this problem?
YES
or 
NO
When:
_______________________

Have you had trauma related to this area/problem?
YES
or 
NO
When:
_______________________

PLEASE INDICATE IF YOU HAVE THE FOLLOWING

Cardiac pacemaker



Y
N
Artificial limb



Y
N
Aneurysm clip



Y
N
Any orthopedic item (pins, rods
Y
N
Implanted drug infusion device

Y
N
screws, nails, clips, plates, wires)
Y
N
Hearing Aid




Y
N
Any type of removable dental item 
Y
N

Electrodes/pacing wires


Y
N
Cochlear implant/ mid-ear implant
Y
N
Bone growth stimulator


Y
N
Gianturco coil (spring embolus coil)
Y
N
Neurostimulator(TENS unit)


Y
N
Hemolytic or sickle cell anemia
Y
N
Any type of biostimulator


Y
N
Intravascular filter/ coil stent

Y
N
Renal disease/diabetes/dialysis

Y
N
Any type of surgical clip or staple
Y
N

Claustrophobia



Y
N 
Asthma



Y
N
Heart valve prosthesis


Y
N
Orbital eye prosthesis

Y
N

Tattooed eyeliner



Y
N
For male patients only:

Shrapnel or bullet



Y
N
Penile prosthesis


Y
N
Previous metal in your eye


Y
N
For female patients only:





Renal shunt




Y
N
Diaphragm/IUD


Y
N

Intraventricular shunt



Y
N
Are you pregnant


Y
N
Are you breast feeding

Y
N


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

Patient signature:





Date:


OFFICE USE ONLY:





Gadolinium  ________cc’s	     Injection time:  __________	Injection site:  ___________   Technologist/RN  ____________





Physician signature:  _______________________________	Date:  ___________	Time:  ___________


My signature confirms that I have verbally ordered the above medication and/or IV.
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