
Body Part or Area to be examined: (Brain, Abd, Knee etc?)                                                                                                                    ____________________________________________________________________________________________________________

Reason for MRI and/or Symptoms:                                                                                                                    ____________________________________________________________________________________________________________

____________________________________________________________________________________________________________
Do you have pain or numbness?

1. Have you ever had an injury to the area to be examined? 	 q   Yes                   q   No
    If yes, please describe:                                                                                         Date of injury: ________________________

2. Have you had any surgery to area being imaged today? 	 q   Yes                   q   No
    If yes, please indicate date of surgery.                                                              Date of surgery: ______________________

3. Have you had a prior examination to area we are imaging today. If yes, please circle.
    MRI     CT Scan     Ultrasound     X-Ray     Angiogram     PET 	 q   Yes                   q   No	

4. Have you recently had an injection to area being imaged today? 	 q   Yes                   q   No
    If yes, please indicate date of injection.                                                            Date of injection: ______________________

5. Are you Claustrophobic? 	 q   Yes                   q   No

6. Have you ever been injured by a metal object or foreign body (e.g., bullet, BB, shrapnel)?
    If yes, please describe: 	 q   Yes                   q   No

7. Have you ever had an injury to your eye from a metallic object (metal slivers, metal shavings) that required
    medical attention? 	 q   Yes                   q   No
    If yes, please describe what was found:

8. Do you have a history of Diabetes? 	 q   Yes                   q   No
9. Do you have a history of Cancer or Tumors? 	 q   Yes                   q   No
10. Have you ever had Radiation or Chemotherapy? 	 q   Yes                   q   No

For Female Patients

Are you pregnant or experiencing a late menstrual period? 	 q   Yes                   q   No
For Breast MRI Patients Only

Date of last menstrual period:          /           /                Post menopausal? 	 q   Yes                   q   No

IMPORTANT INSTRUCTIONS.  Before entering the MR room you must remove all metallic objects.
Remove hearing aids and eyeglasses.
Remove all hairpins, bobby pins, barrettes, clips, etc.
Remove body piercing objects.
Remove all jewelry (e.g., necklaces, pins, earrings).
Remove your watch, pager, cell phone, credit cards, bank cards or other cards with magnetic strips.
Remove any pens, nail clippers, pocketknifes, tools or safety pins.
Remove belts, clothing with metal fasteners or metallic threads.

Please consult with the MRI Technologist if you have any questions or concerns before you enter the MRI scan room.

Height:_________________________________________
Weight:_________________________________________

     Male    q      or           Female:     q_________________________________________

Patient Name:_____________________________________________________________

MAGNETIC RESONANCE IMAGING (MRI) SCREENING FORM (pg 1)

q  Right Upper Extremity

q  Right Lower Extremity

q  Left Upper Extremity

q  Left Lower Extremity
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At this time do you have an IUD, Diaphragm or pessary?

The MRI system magnet is ALWAYS on.
(pg2)


