@Riverwood

HEALTHCARE CENTER

MRI PATIENT HISTORY/INFORMATION SHEET Patient Label

Name

PRE-MRI ASSESSMENT
The following questions will help us determine your safety in the MRI scanner

Yes[____| No[___| Do you have a Pacemaker or Automatic Implantable Cardioverter Defibrillator (AICD)?
Yes[____| No[___| Have you had a brain aneurysm surgery?

Yes|____ | Nol___| Do you have a middle ear prosthesis?

Yes[____| No[___| Have you had a Bravo capsule for any medical procedure in the last 30 days?

STOP HERE if you have answered YES to any of the questions asked above!!

Yes[ | No[_]

Are you wearing cardiac monitoring equipment?

Yes | | No| |

Do you have a power port?

Yes[ | No[_]

Do you wear a neurostimulator unit (TENS) or any other type of implanted stimulator?

Yes[__] No[__]

Do you wear a medication pump or other implanted medical device? Is it programmable?

Yes|___ | Nol__| Do you have a shunt?
Yes[____| No[___| Do you wear an artificial eye?
Yes|___ | Nol__| Have you had eye surgery?
Yes[____| No[___| Do you wear magnetic implants?

Yes[ | No[ ]

Do you wear hearing aids?

Yes[ | No[__]

Have you had ear surgery?

Yes[ | No[ ]

Do you wear dentures?

Yes[ | No[_]

Do you wear an artificial limb or an orthopedic device?

Yes|____| No__| Have you had a joint replacement? Where: Date(s):
Yes|____ | Nol___| Have you had a fractured bone treated with rods, pins, or screws?  Date:
Yes|___ | No___ | Have you had abdominal aneurysm surgery? Date:
Yes|___ | No[___| Have you had a heart surgery, heart valve surgery or stents?
Type: Place Date
Yes|___ | No__| Are you pregnant? Due Date:
Yesl___ | No____| Do you have a stainless steel IUD? Type of Device: Insertion Date:
Yes|____| No___| Do you have body piercings?

Yes[ | No[_|

Do you have a tattoo?

Yes[ | No[_|

Do you have a war or gunshot injury? Location of injury:

Yes[ | No[_|

Have you ever done welding or metal grinding?

Yes[__] No[_]

Has metal been removed from your eye?

Yes[ | No[_|

Do you have kidney disease, renal failure, on kidney dialysis or have 1 kidney?

Yes[ | No[_|

Do you have any medication patches or electrode patches on skin at time of exam?

Yes[ | No[_]

Are you claustrophobic? If yes and you feel you need sedation. Your provider needs to place order for medication
that will be taken 30 minutes prior to scan, and you will need a driver.

Yes[____| No[___| Do you have a tissue expander (eg. breast) or any other implanted or electronic devices?
Yes____ | Nol__| Are you able to lie still for 40 minutes per exam ordered? If not contact your provider for direction prior to the appt.
Patient History

Why are you having this exam today? (tell us anything and everything that may help us give you the best exam and interpretation)

List all symptoms/problems you may have or have had in the recent week/month related to your scan?

How long have you been having symptoms?

Have you had a CT or MRI for this issue before? If so, When and where?

Have you had surgery related to this problem before? If so, what type?

Have you have/had cancer? If so, What kind?

Please list anything else you like we should know related to why you are having your scan today.
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Use Diagram to show location of problem/pain

Check box if you have any of these symptoms related to area being scanned:

*L/R indicates side of body

v Abdomen/Pelvis v Spine v Brain v Joint/MSK
Weakness Neck Pain Change of Memory L/R Weakness
Burning Upper Back Pain L/R Change of Behavior L/R Burning
Weightloss/Gain Low Back Pain L/R Headache L/R Popping
Numbness Upper Extremity Pain L/R Fainting Spells L/R Numbness
Fever/Chills Lower Extremity Pain L/R Change in Vision L/R Grinding
Vomiting Weakness Upper Extremity| | /R Double Vision L/R Shooting Pain
Nausea Weakness Lower Extremity| | /R Dizziness L/R Joint Instability
Belly Distention Tingling Upper Extremity | L/R Difficulty Writing L/R Lump/Mass
Blood in Stool Tingling Lower Extremity | /R Buzzing in Ears L/R Swelling
Diarrhea Numbness Upper Extremity| | /R Loss of Hearing L/R Limited/Decreased Range of Motion
Mass Numbness Lower Extremity| | /R Sense of Falling L/R Recent Fall or Injury
Jaundice Weakness in Arm L/R Sharp Pain
Hernia Weakness in Legs L/R Dull Pain
Vaginal Bleeding Numbness in Arms L/R Dislocation of Joint
Blood in Urine Numbness in Legs L/R
Constipation Numbness in Face L/R

| have read the above information, and answered the questions to the best of my knowledge.

Signature:

Radiology G > MRI >Riverwood MRI Pre-Assessment

Date:
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I have read the above information, and answered the questions to the best of my knowledge.
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Signature:____________________________   Date:_________________
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	Text4: Why are you having this exam today? (tell us anything and everything that may help us give you the best exam and interpretation)

List all symptoms/problems you may have or have had in the recent week/month related to your scan?

How long have you been having symptoms?

Have you had a CT or MRI for this issue before? If so, When and where?

Have you had surgery related to this problem before? If so, what type?

Have you have/had cancer? If so, What kind? 

Please list anything else you like we should know related to why you are having your scan today.
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