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  MRI Screening Form                
Account Number________





Exam Date 




Insurance Type _________





Exam Time 




Patient: _______________________________________________ DOB: 




Home Phone:





Work Phone:






Referring Physician: 






Ht

Wt



Exam Type:






Diagnosis: 






Any prior related exams?  Yes ( No (  
CT (  
MRI (   U/S (    X-Rays (
Does the patient need assistance walking?  Yes ( No (  If yes, explain: ( Stretcher ( Wheelchair ( Walker
Any history of CA?     
Yes ( No (
If yes, explain







Previous surgery? (Ask specifically about BRAIN, SPINE, ABDOMINAL, OTHER) YES ( NO ( 
      If yes, explain:











Safety Checklist
 Ask technologist or radiologist if patient answers yes to safety questions. May need ID card identifying implant.

Please indicate if you have any of the following:


Screening for MRI contrast:
( Yes
( No
Cardiac pacemaker / defibrillator / stents


( Yes
( No
Age >60
( Yes
( No
Artificial heart valve




( Yes
( No
Hx of renal disease

( Yes
( No
Eye / Ear implant




( Yes
( No
Hx of diabetes or dialysis

( Yes
( No
Aneurysm clips





( Yes
( No
Hx of hypertension
( Yes
( No
Any metallic implant




( Yes
( No
Hx of contrast reactions
( Yes
( No
Implanted electronic devices

If yes to any of the above, need a creatinine level:
( Yes
( No
Gunshot wound / shrapnel injury
Creatinine Level: 
    Date of lab work:


( Yes
( No
Joint replacement


GFR:

 If <60, see policy and consent

             STAGE:_____  (Stage 4 or 5 check with radiologist)
Female Patients Only

Orbit screening all patients

RADIOLOGIST PROTOCOL  

( Routine   
( Without Gad only
 ( With+Without Gad   Radiologist’s Initials _____________

Add Sequences:













Tech Notes:












Tech Initials





( Yes
( No     Previous Report Attached

( Yes	( No	Is there a possibility you are pregnant? If yes, inform radiologist.


( Yes	( No	Are you currently breast-feeding?





( Yes	( No	Have you ever had metal in your eye(s) at anytime? (from grinding, welding or some type of accident)     If yes, schedule Waters view.


( Yes	( No	WATERS VIEW NEEDED?			NEGATIVE 		POSITIVE


								Receptionist Initials		


Radiologist Initials			Dictated?  ( Yes  ( No	   Date screened			  
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