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Patient Screening Form: Part 1

Date:

Patient Name:

Birthdate:

Weight (lbs):

Last menstrual period (if applicable):

Allergies:___________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________

What have you eaten in the last four
hours?_____________________________________________________
____________________________________________________________
____________________________________________________________

Have you ever worked in a machine shop or similar environment
where you may have been subjected to small metal slivers, particularly
in the eyes? (Please Circle)
YES
NO

Previous MR study? (Please circle)
YES
NO

Date and type of MR study:
1.__________________________________________________
2.__________________________________________________
3.__________________________________________________

Recent X-Ray studies? (Please circle)
YES
NO

Date and type of X-Ray study:
1.__________________________________________________
2.__________________________________________________
3.__________________________________________________
4.__________________________________________________

Have you ever had surgery other than dental surgery? (Please circle)
YES
NO

Date and Type of Surgery:
1. Head____________________________________________
2. Neck____________________________________________
3. Chest___________________________________________
4. Abdomen________________________________________
5. Extremities______________________________________
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Patient Screening Form: Part 2 The following items can interfere with MR imaging and some can actually be
hazardous to your safety. Please check if you have any of these items:
Yes No
___ ___Cardiac Pacemaker or (Pacemaker lead wires)
___ ___Brain aneurysm clips
___ ___Aortic clips
___ ___Implanted neurostimulators or lead wires
___ ___Artificial heart valve
___ ___Insulin pump
___ ___Electrodes
___ ___Hearing aids
___ ___IUD
___ ___Shunts
___ ___Joint replacements
___ ___Fractured bones treated with metal rods, plates, pins, screws,nails

or clips
___ ___Harrington rod
___ ___Bone or joint pins
___ ___Prosthesis
___ ___Metal mesh
___ ___Wire sutures
___ ___Shrapnel
___ ___Dentures
___ ___Metal slivers in the eyes
___ ___Cochlear implants
___ ___Tattoo eyeliner
___ ___Others (please list)
_____________________________________________________________
Do not enter the scan room with any metal or magnetic-sensitive items
like these:
Yes No
___ ___Glasses
___ ___Removable dental work
___ ___Hearing aid
___ ___Jewelry
___ ___Watch
___ ___Wallet or money clip
___ ___Pens or pencils
___ ___Keys
___ ___Coins
___ ___Pocket knife
___ ___Metal zippers or buttons
___ ___Belt buckle
___ ___Shoes
___ ___Magnetic strip cards (credit cards, bank cards)
___ ___Hairpins or barrettes
___ ___Metal bra hooks
___ ___Bra and girdle underwire support
___ ___Sanitary belt
___ ___Safety pins

On the drawing above,
please mark the location
of any metal inside your
body.
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