gy N MRI SCREENING FORM
“‘ RAD Patients with pacemakers can NOT have MRI / MRA

NASSAU RADIOLOGIC GROUP PC & AFFILIATES

Date

A. Patient's Name: Referring M.D.

Sex: Age: Date of Birth: / / Height: Weight:

B. Body part to be scanned
Symptoms
Have you had previous scans relating to this illness? W MRI A CT Scan [ Bone Scan U Ultrasound U X-Ray
Have you ever had a surgical procedure or operation of any kind? YES U NO 1
If “yes” please list all prior surgeries and approximate dates

C: Do you have a 9 pacemaker? YES U NO U4
Have you ever had a pacemaker? YES U NO O
Have you ever had a coronary stent or cardiac valve replacement? YES U NO U
Do you have brain aneurysm clips ? YES U NO U4
Are you currently receiving renal dialysis? YES U NO U4
Do you have sickle cell or hemolytic anemia? YES U NO U4
Are you wearing a medication patch (including a nicotine patch) YES U NO U
Are you pregnant? YES U NO U
Are you breast feeding? YES U NO U

D. The following can interfere with the MRI scan. Please identify the presence of such devices to us prior to your MRI exam.

U Hearing Aid
U Dentures

U Cochlear or Stapedial Implants (electronic ear)

U Pessary (bladder ring)

U Electrical Stimulation Device

U Joint Replacement

U Shrapnel or Metal Injuries (bullet, metallic slivers, shavings, foreign body, prior exposure to metal dust, etc.)

E. Do you have a history of cancer? YES U NO U
What kind of cancer?

F. For patients having MRI of Spine, please answer the following:
Have you had prior spine surgery? YES U NO O
Do you have pain or weakness in your arms? (If “yes” please check U Right Arm [ Left Arm) YES U NO U
Do you have pain or weakness in your legs? (If “yes” please check [ Right Leg U Left Leg) YES U NO U4

G. This section is only for patients requiring sedation. Chloral Hydrate syrup, a mild sedative is administered prior to MRI exam.

Did you have anything to eat or drink in the last 3 hours? YES U NO U
Do you have any history of seizures, asthma or respiratory disease? YES U NO U
Do you have any drug allergies? YES U NO U

If “yes” please list your drug allergies
Please list any medications you took today

I consent to the administration of this drug for the purposes of sedation prior to magnetic resonance imaging examina-
tion.

Signature of Patient/Guardian
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