
 
 

                                                           MRI PATIENT SCREENING RECORD 
 

PLEASE FILL  OUT FORM COMPLETELY 
 

Patient Name:_________________________________________Age:_______Weight:________Height:_______ 

 
Please Check            ***For YOUR SAFETY, it is important to answer the following questions*** 

YES NO  

  Do you have any of the following? (Please Circle) 
Pacemaker,  Heart Valve,   Stent,   Filter,   Nitro Patch,  or Other Cardiac Implants 

  Have you EVER had Brain Surgery? 
  Do you have aneurysm clips in the Brain? 
  Have you EVER had surgery on the EYES or inner EARS? 

  Have you EVER had a piece of metal in your eyes? 
  Have you EVER worked with grinding metal or welding? 

  Do you have any Implanted devices in you body? (Pain pump, Insulin pump, Bone growth  
stimulator, Tens Unit, Penile Implant, etc..) Please list: 

  Do you wear HEARING AIDS? (Please remove prior to MRI) 

  Do you have any of the following? Tattooed  eyeliner, Body Piercing  (Please Circle) 
  Do you have any metal in your body? (Shrapnel, Gunshot Wound, Surgically implanted rods,  

Pins, Plates, Screws, IUD etc…) 
  Do you wear removable dental work? (May need to be removed) 

 

 YES     NO              ***For clinical reasons, it is important to answer the following question*** 

Are you possibly PREGNANT?  Or NURSING? 

Have you ever been diagnosed with Cancer? 
Do you have Anemia, Sickle Cell Anemia, or Hemolytic Anemia? 
Do you have any Kidney Disease or Renal Failure? 

 

On Certain exams, we may need to inject a special image enhancement agent (Gadolinium) to improve the images that are 
created on your exam.  This agent is safe; however, a small number of patients may experience headaches, nausea, or 
vomiting.  Serious reactions occur in less than 1% of patients. 
I have read and understand the above. I give consent for this exam and the injection of Gadolinium if necessary.  I 

hereby certify that the above questions have been answered to the best of my knowledge. 
 

Patient or Guardian Signature:_______________________________________________Date:________________ 

For MRI Technologist USE ONLY 
 

Technologist Notes: 
________________________________________________________________________________________ 
 

 
 
 

 

________________________________________________________________________________________________ 
 
________________________________________________________________________________________________________________________________________________ 

 

________________________________________________________________ 
 
Technologist Signature:_______________________________________________________Date:________________  

CONTRAST INJECTION 
________ Cc’s of Magnevist injected @___________AM/PM in  Left/Right: ________ 

 



Lot#_________________Exp:_____________ Catheter Removed [] _______Initials  
************************************************************************************************************************************************ 


