Coastal Carolina
Hea!th Care’ PA. MRI PATIENT SCREENING FORM

Advanced Medicine. Trusted Care.

Name: Date: / /
Date of Birth: / / Weight:
Telephone (Home): Telephone (Celi):
1. Do you have any allergies (e.g., Benadryl, prednisone, adhesive tape, latex)? Yes No

if yes, please list all allergies:

Reason for MRI and/or symptoms:

How long have you had this problem?
Was this associated with an injury? Yes No
If yes, please describe the activity that led to the injury:

Have you had a prior surgery or procedure of any kind in this area (e.g., arthroscopy, endoscopy,

steroid injection)? Yes No
If yes, please indicate the date and type of surgery:
Date: Type of surgery:
Date: Type of surgery:
Have you had a prior diagnostic imaging study or examination of this area (e.g., MRI, CT, Ultrasound,
X-ray)? Yes No
If yes, please fist: Body Part Date Facility
MRI
CT/CAT Scan
X-Ray
Ultrasound
Other:

Do you have any other medical problems such as high blood pressure, kidney disease, diabetes, and/

or cancer? Yes No

If yes, please list:

Are you on dialysis? Yes No
Are you pregnant or breast feeding? Yes No

(Please complete information on the other side of the form)



procedure (i.e., MRI, MR angiography, functional MRI, MR spectroscopy}. Do _not enter the MR system room or MR
environment if you have any question or concem regarding an implant, device, or object. Consull the MRI

c WARNING: Certain implants, devices, or objects may be hazardous to you and/or may interfere with the MR
Technologist or Radiologist BEFORE entering the MR system room. The MR system magnet is ALWAYS on.

No

Aneurysm clip(s) Yes No [ Eyslid spring or wire
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it (spinal or intraventriciilar) <~

‘Cardie pacemaker

Implanted cardioverier Yes No | Attificial or prostheiic limb

defibrillator (ICD})

Yes No | Swan-Ganz or Thermedilution Yes No

Magnetically-activated implant or
catheter

device

be

No { Vascular access port andfor
catheter

Bone growth/bone fusion
stimufator

‘Radiation séeds or implas

Any metallic fragment or foreign Cochlear, otologic, or other ear
body (Shrapnel, bullet, BB pellet) implant {e.g., hearing aids)

-

Insulin or other infusion pump

Tissue expander {

NOTE: You may be advised or required to wear earplugs or other hearing protection during the
MR procedure to prevent possible problems or hazards related to acoustic noise.

| aitest the above information is correct to the best of my knowledge. | have read and understand the entire contents
of this form and had the opportunily to ask questions regarding this information and the MRI procedure.

Signature of person completing form: ‘Date: / /

Form completed By:

Relationship to patient:

Form information reviewed by: Credentials:

(Please complete information on the other side of the form)






