
Form # CL071 A Revised: 07-18-07

Patient�Information

Name:_________________________________________________________________����������Date:___________________

Age:______________________ Date�of�Birth:_____________________ Weight:_____________________

Body�Part�to�be�Examined:_____________________________________________________________________________

Reason�for�MRI�and/or�Symptoms:_______________________________________________________________________

___________________________________________________________________________________________________

How�long�have�you�had�these�symptoms?__________________________________________________________________

Were�you�injured?�����Yes������No���������������If�so,�when?______________________________________________________

Medical�Information

1. List�prior�surgeries_________________________________________________________________________________

_________________________________________________________________________________________________

2. Have�you�had�a�prior�imaging�study�or�examination�(MRI,�CT,�Ultrasound,�X-ray,�etc)? �Yes������No

If�yes,�please�list:��(Exam,�Body�Part,�Date,�Facility):_______________________________________________________

3. Are�you�currently�taking�or�have�you�recently�taken�any�medication�or�drug? �Yes������No

If�yes,�please�describe:______________________________________________________________________________

4. Are�you�allergic�to�any�medication? �Yes������No

If�yes,�please�describe:______________________________________________________________________________

5. Do�you�have�a�history�of�cancer? �Yes������No

If�yes,�describe�type:________________________________________________________________________________

Describe�current�or�past�treatments:�(i.e.�radiation�or�chemotherapy)__________________________________________

6. Do�you�have�a�history�of�renal�(kidney)�disease�or�dialysis? �Yes������No

7. Do�you�have�sickle�cell�anemia�or�sickle�cell�trait? �Yes������No

8. Are�you�a�diabetic? �Yes������No

Female�Patients�Only

1.� Date�of�last�menstrual�period:______________________�����������������������Post-menopausal? �Yes������No

2. Are�you�pregnant�or�experiencing�a�late�menstrual�period? �Yes������No

3. Hysterectomy�����Yes������No�������������������������������If�yes,�give�date:___________________________

�����������If�yes,�was�it�a�complete hysterectomy?��(removal�of�ovaries�and�uterus?)������If�yes,�give�date:__________________

4.� Are�you�currently�breastfeeding? �Yes������No

Patient�signature:________________________________________________

WARNING:��MRI�system�is�always�on!��Certain�implants,�devices,�or�objects�may�be�hazardous�to�you�and/or�may
interfere�with�the�MR.�Do�not�enter�the�MR�scan�room�or�MR�environment�if�you�have�any�question�or�concern�regarding
an�implant,�device,�or�object.��Consult�the�MRI�Technologist�or�Radiologist�BEFORE�entering�the�MR�exam�room.

MRI�Screening�Form
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has been completely removed by a physician? 

were you told “It’s all out”?������

����������������

����������������

Seizure, motion disorder or breathing problem

***WARNING*** Medication patch causes burns to the skin if not removed.
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i.e. 

i.e. 

the following:  medication 

patches �

Revised: 04-12-07

STAFF USE ONLY 

Staff Safety Notes:________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

Staff Signature:__________________________________________________________________________________________________________

Discussion / Approval:____________________________________________________________________________________________________
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