
Where is the problem? Etc ...)

l\1RI PATIENT mSTORY AND SCREENING FORM

Date: OS-/ { ':] ( ~-I II '
6 [l Sex:~ I F

Patient Name: 7~t-J<j{J Ik
D.O.B:Q:J- 12L!ICfb<6 Age: .L{Lf Weight:~Ht:

Reason you are here today? Explain your medical problem in detail. (What is the problem?
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How were you injured? 0 Work 0 Motor Vehicle Acci~nt 0 Other V (, ( (
Have you taken any sedation/alcohol today to relax yyu for this procedure? tP¥'es 0 No If yes, what? __ c..__ I_iA_"'1~ _If yes, do you have someone to drive you home? o;Yes 0 No .

MRI,T .echnologist' s'SignatUre

Cardiac Pacemaker

Heart Surgery/Heart Valve: If Yes, explain: _
Implanted Cardiac Defibrillator (lCD): _
Brain Aneurysm Clips/ Brain Surgery: If Yes, explain: _
Shlluts/Step.ts/Filterslintravascular Coil: _
Eye Surgery/Implants/Spring/Wires/Retinal Tack: _
Injury to the Eye Involving Metal or Metal Shavings: _
Orthopedic Pins/Screws/Rods/Joints/Prosthesis: _
NeurostimulatorlBiostimulator: _
History of Cancer or Tumors: When: Where: _
Radiation Therapy/Chemo Therapy: _
Previous Back Surgery (Lumbar/Thoracic/Cervical): When: Levels: _
Ear Surgery/Cochlear Implants/Hearing Aids/Stapes Prosthesis: _
Vascular Access PorUCatheter: ---'•.....•..__ -I-~

Metal Mesh Implants/Wire Sutures/Wire Staples or Clipsiinternal Electrodes: Hex- f\ ) VI.

ElectricallMechanical/Magnetic Implants? Type: ~ ~i'J r{-t ! L.".I~hlf2
Implanted Drug Infusion Pump/Insulin Pump: II\.S-c.A ;VL e +~(
Are you Pregnant? When was your last Menstrual Period/Cycle? _
Tattoo's/Permanent Make-up/Body PiercinglPatches: _
Dentures/Partials/Dental Implants: _

Gunshot ~ounds/Shrapnel/BB: ,Do yoy1lav~ pins in your Hair/C

Do yon have or have you ever had any of the followin2?
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Type of C?~.tr~st.~ Contrast Temp: , ' ,c __•• I,2J#: _
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