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ATTENTION: MRI PATIENTS AND ACCOMPANYING FAMILY MEMBERS

Patient safety is our primary concern. The MRI room contains a very strong magnet and it is
ALWAYS ON. Before you are allowed to enter, you must remove all metallic objects, including
hearing aids, keys, beepers, cell phones, watches, pins, hair barrettes, pocket knives, lighters,
bank cards, purses, wallets and jewelry. We must know if you have any metal in your body.
Some metal objects can interfere with your scan or even be dangerous, so please answer the
following questions carefully. Please check with one of our MR technologists if you are not sure.

Please Indicate If You Have the Following:
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. Have you had an MRI before?

When: Where:
. Have you had previous back surgery?
. Drug or latex allergies:
. Do you have a Cardiac pacemaker, defibrillator or ICD?
. Do you have a history of decreased kidney function?
. Are you currently undergoing dialysis?

. Do you have a history of metal shavings, specks of

metal in your eye or had metal removed from

your eye?
. Allergic to contrast dyes:
. Brain aneurysm clip?
Electronic implant, mechanical or magnetic implant?
Type:
Electrical stimulator for nerves or bone?
Internal electrodes or pacer wires?
Cochlear, hearing aids or other ear implant?
Insulin or other drug infusion pump?
Type:

[ Yes [ No
[ es [ No

[ es [ No

[JYes [ No
[Jyes [ No
[Jyes [ No
[ Yes [ No
[ Yes [ No
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Surgical staples, clips, metallic sutures or wire mesh?
Joint replacement (hip, knee, etc.)?

Bone/Joint pin, screw, wire, plate, etc.?

Date of Surgery:

Any dressing or patch which may contain metal, such
as silver based wound dressings?

PillCam Video Capsule?

Medication patch (Nicotine, Nitroglycerine, Hormone)?
Dentures or partial plate?

Tattoo or permanent makeup?

Body piercing jewelry? (Must he removed).

For Female Patients:

[JYes []No 34. Are you pregnant, possibly pregnant or breast-feeding?

Date of last menstrual period (LMP):

[JYes []No 35.IUD or diaphragm?

Spine MRI Patients: please indicate on the figure below
the location of your pain/symptoms.

Any type of prosthesis or implant
(eye, ocular, penile, etc.):

Heart valve? Type:
Eyelid spring, wire or gold eyelid weight?
Artificial or prosthetic limh?

Cardiac stent, IVC filter or any other intravascular
devices?

Type: Date of Implant:

Shunt (spinal or intraventricular) or Programmable
shunt?

ICP, Intracranial Monitoring Pressure Catheter?
Radiation seeds or implants?
Swan-Ganz or thermodilution catheter?

Any metallic fragment or foreign body, bullets,
shrapnel or BB’s?

Tissue expander (e.g., breast)?

Front Back

Right Left Left Right

This list is not inclusive; please indicate other surgical implants not mentioned on this Safety Screening form:

I atlest that the above information is correct to the best of my knowledge. I have read and understand the conlents
of this form and had the opportunily to ask questions regarding the information on this form and regarding the MR
procedure that I am about to undergo.

Signature (Patient or Guardian):
Technologist Signature:

Date:
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