Every patient scheduled for an MRi Bxam MUST compiete the following questionnaire prior to being scanned.

Pigase answer each question accurately and explain any marked “yes”.

Patient’s last name Patient's first name Date of hirth (yyyy/mm/dd}
Weight: Height: Please identify any special needs (i.e., sight, hearing impairment, interpreter etc.):
e o

Known ailergies:

WARNING: if you pian on taking a sedative, you must have a driver with you or the exam will be cancelled. We ask that you remove ail body
piercings, jewelry, watches efc. before arriving to the MRI site.
Certain implants, devices or objects may be hazardous to you or may interfere with the MRI procedure,

Do you have a cardiac pacemaker?

Do you have an implanted defibriliator (present or past)?
Have you had heart surgery {valve replacement, bypass efc.)?
Do you have implanted clips. stents. coils. filters, grafis?
Have you had surgery for an aneurysm?

Do you have an electronic

ant, wires or device. pump, st
Have you had ear or eve surgery?
Have you had an eye {ocular) injury?

re you on dialysis?

Do you have implanted shunts. port-a-cath. catheter, Hickman, Swan
Ganz, elecirodes?

Do you have an artificial implant (eve. peniie etc.)?
Any type of prosthesis or metal in your body?
Have you had a coienoscopy or endescopy within the last 6 weeks?

Da you have diabetes or seizures, Lupus, history of kidney or heart
disease, TIA, high biood pressure (hyperiension), strake or poar
circulation to the legs or other parts (excluding varicose veins)?
Do you have implanted shrapnel. butiets or pellets?

Have you had a transpi

Are you claustrophobic? Have you ever had an MRI scan before? Radiation seeds?

Are you prone (o falls?

Any mobility issues?

Medication patches?

Cochiear, hearing aid or ear impiant?

if yes, were you injected with contrast?
Taking beta bicckers?
Tatioo or permanent makeup?

Surgical rods, pins,
serews or plates?

Motion disorder?

Bogy piercing. jeweiry?
Curently on chemotherapy?

Metalic cosmetics?
Joint repiacements?

if yes. date of last menstrual period {yyyy/mm/
Are you pregrant or the possibility of being pregnant?
Do you have breast implants, breast tissue expanders or pessary?

Are you currently hreastieeding?
Do you have an {UD or diaphragm?

The above information is correct to the best of my knowledge.

Name of person completing form or assisting patient (print} Signature Date (yyyy/mm/dd}

Form completed by: Relfationship to patient:

:Power of Allorney
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