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PATIENT NAME: _________________________________________DATE OF SERVICE: ___________
DATE OF BIRTH: ______/______/______   AGE: _____  GENDER:  FEMALE / MALE     WEIGHT: _________    

PROCEDURE/EXAM:_____________________________________________________________________
ORDERING PHYSICIAN: __________________________________________________________________ 
PROBLEM/REASON FOR EXAM:  EXPLAIN CONDITION IN DETAIL: __________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

LIST OTHER MEDICAL PROBLEMS: ________________________________________________________

_______________________________________________________________________________________ 

LIST PREVIOUS SURGERIES: _____________________________________________________________
_______________________________________________________________________________________

MEDICATIONS PRESENTLY TAKING: _______________________________________________________
_______________________________________________________________________________________

LIST ANY DRUG ALLERGIES: ______________________________________________________________
_______________________________________________________________________________________


MRI PATIENT HISTORY AND SCREENING FORM





For technologist use only:


 


Magnavist 20 cc’s administered  Yes - No	


Lot Number:  ______________________	


Exp. Date:     ______________________





Tech Initials: ______________________





TECHNOLOGIST NOTES – DIAGNOSIS


_________________________________________________________________________________________________________________________________________________________________________________________________________________________________





I have answered these questions to the best of my knowledge and I understand the information present to me. 





___________________________________________________			___________________


    Signature of patient/responsible party for minor child					Date





Yes    No    Cardiac Pacemaker


Yes    No    Brain Surgery / Brain Aneurysm Clips


Yes    No    Spinal Surgery (Low Back or Neck)


Yes    No    Shunts/Stents/Intravasular Coil


Yes    No    Eye Surgery/Implants


Yes    No    Eye Injury metal/metal shavings


Yes    No    Neurostimulator / Biostimulator


Yes    No    Ear surgery / Cochlear implant


Yes    No    Hearing aids 











Yes    No    Electrical, Mechanical or magnetic implants


Yes    No    Implanted drug infusion and/or insulin pump


Yes    No    Tattoo/Permanent make-up or Body Piercing


Yes    No    Dentures, Partial and/or Dental Implants


Yes    No    Gunshot Wounds, Shrapnel, BB’s, etc. 


Yes    No    Pins in hair, hair piece or wig 


Yes    No    Have you ever had MRI contrast 


Yes    No    Reaction to Contrast 


Yes    No    Are you pregnant or Breast feeding











DO YOU HAVE ANY OF THE FOLLOWING?


Please circle the appropriate answer











