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Patient's Name:

Date of Birth:

Today's Date:

ST. MARY'S

MRI PATIENT

OF MICHIGAN SCREENING

QUESTIONNAIRE

patient label

Height:

/ /

Please read the following form carefully. It is important for us to know if you have any metal in your
body. If you have previous MRI / CT Scan / Ultrasound / Nuclear Medicine/ X-Ray, Please inform the
Technologist or Aide. If for any reason you have questions please leave blank and ask us to explain!
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10.
11.

12.
13.
14.
15.
16.

Please indicate with check mark in the box if you have any of the following:

Yes O

Yes O
Yes O
Yes O

Yes O
Yes O
Yes O
Yes O
Yes O
Yes O
Yes O

Yes O
Yes O
Yes O
Yes O
Yes O

Please complete both sides of this form

No O Do you have a cardiac pacemaker or defibrillator?
(If you have a cardiac pacemaker or defibrillator you cannot have an MRI)
No O Do you have any aneurysm clips in your brain or previous brain surgery?
No OO Have you ever had metal in your eyes or removed from your eyes?
No O Do you have a neuro-stimulator, bone growth stimulator, or Vagus Nerve
stimulator?

No O Do you have any stents placed in your body? Where?

No O Do you have an artificial heart valve / annuloplasty ring?

No O Do you have a hearing aid or inner ear implant (stapes or cochlear) ?
No OO Do you have an insulin pump or any types of pumps?

No O Do you have an artificial limb?

No O Do you wear a patch to deliver medicines through your skin?

No O Have you ever had any shrapnel, gun shot, or BB wound located in

your body? (If so where)?

No OO Do you have body-piercing or jewelry on your body?
No OO0 Do you have programmable shunt ?

No OO0 Do you have an eye prosthesis? (If so Left or Right)?
No O  Have you ever had an allergic reaction to MRI contrast?
No OO0  Can you walk without help?

PLEASE COMPLETE AND FAX TO (989) 907-7773, THANK YOU!

Continue on back of this form
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MRI PATIENT SCREENING QUESTIONNAIRE Cont...

17. YesOO NoDO (Women to answer) Do you think there is any possibility that you may be
pregnant?

18. YesO NoO (Women to answer) Are you breast feeding?

19. YesO NoO (Women to answer) Do you use a diaphragm, IUD, or cervical pessary?

20. YesO NoO (Men to answer) Do you have a penile implant?

21. YesOO NoO Do you have removable Dental work/ bridges/ or dental implants?

22. YesOO No O Do you have a breast tissue expander?

23. YesO NoO Do you have any implanted orthopedic item(s)?
(If so where) ?

24. YesOO  NoDO Have you personally ever had Cancer of any type?

25. YesOO No[DO Have you ever had lower back (Lumbar) surgery?

26. YesO NoDO Do you have any other devices or implanted item(s) in your body that we
did not ask you on this form? (Please explain):

List all surgeries:

(TWO ADDITIONAL QUESTIONS FOR IN-HOUSE PATIENTS ONLY)
27. Yes@O NoO Do you have a Swan Gantz-catheter implanted in your body?
28. YesOO NoO Do you have a Biovana TTS adjustable neck flang?

| have read this form in its entirety or had someone read it to me. The exam has been explained
to me and all of my questions been answered.

Patient or Legal Guardian Signature Date Witness

PLEASE COMPLETE AND FAX TO (989) 907-7773, THANK YOU!
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(Print) Name of MRI Tech / Aide interviewed patient:

Signature of Technologist / Aide: Date:

Comments:

Scan into PACS after completed.




