Southlake Open MRI

PATIENT HISTORY AND SCREENING FORM FOR MRI

Patient Name: Date: Sex: M F Weight: Ht:

Patient #: DOB: Age: Procedure:

Referring Physician:

Reason you are here for an MRI today? Explain your medical problem in detail. (What is the problem? Where is the problem?

How long have you had this problem?)

Have you had a previous exam related to this problem? Q Yes Q No If yes, explain:

Have you taken any sedation/medication/alcohol today to relax you for this procedure? Q Yes Q No If yes, what?

Do you have any of the following?

QYes QNo  Heart Surgery/Heart Valve/Pacemaker. If yes, explain:

QYes QNo  Brain Surgery/Brain Aneurysm Clips. If yes, explain:

QdYes QNo Shunts/Stents/Intravascular Coil

QYes QNo  Eye Surgery/Implants

QYes QNo Injury to eye involving metal or metal shavings

QYes QNo Penile Prosthesis

QYes QNo Orthopedic pins, screws, rods, etc.

QYes QNo Neurostimulator/Biostimulator

QYes QNo Radiation Therapy/Chemo Therapy

QYes QNo  History of Cancer or Tumors

QYes QNo  Previous back surgery (neck/back)

QYes UNo  Ear Surgery/Cochlear Implants/Hearing Aids

dYes QNo Vascular Access Port

QYes QNo Diaphragm/IlUD/Pessary

QYes ONo Metal mesh implants/wire sutures/wire staples/internal electrodes

QYes QNo Any electrical, mechanical, or magnetic implants. Type:

QYes ONo Implanted drug infusion pump/insulin pump

QYes QNo Implanted cardiac defibrillator
QYes UNo Pacing wires, Swann GANZ Catheter

QYes ONo  Tattoo’s/Permanent make-up/Body piercings

QYes ONo  Dentures, partials, or dental implants:

QYes QNo  Gunshot wounds, shrapnel, BB’s:

QYes ONo Areyou pregnant? Last menstrual period:

List previous surgeries:

Medications presently taking:

List any drug allergies/latex allergy:
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