MRI SCREENING
Patient’s Name: ​____________________________ Weight:_______Sex: M_____ F____

Patient’s Symptoms:_______________________________________________________

Onset of Symptoms:_______________________________________________________

ELIGIBILITY CRITERIA (CIRCLE ONE)

Unable to cooperate or incapable of voluntary informed consent …………. Y
N

If yes, name and relation of person answering question____________________________

History of claustrophobia …………………………………………………….Y
N
Any surgical implants…………………………………………………………Y
N

Cardiac pacemaker……………………………………………………. ……..Y
N

Aneurysm clips………………………………………………………………..Y
N

Intracranial clips…………………………………………………… ………...Y
N

Other vascular clips …………………………………………………………..Y
N

Mitral valve prosthesis ……………………………………………………….Y
N

LMP or any chance of pregnancy ……………………………………………Y
N

Hearing aid ………………………………………………………………...…Y
N

Inner ear implant ……………………………………………………………..Y
N

Orbital prosthesis …………………………………………………………… Y
N

Braces, dentures, retainers ………………………………………………….. Y
N

Wig or bobby pins/body piercings …………………………………….……. Y
N

Electronic stimulator ………………………………………………………... Y
N

Insulin pump/ Morphine pump ………………………………………......…..Y
N

Artifical limb/ loint prosthesis …………………………………………..….. Y
N
Bullet/ Shrapnel ………………………………………………………….…. Y
N

Epilepsy …………………………………………………………………….. Y
N

Injury of eye involving metallic foreign body…………………………....... ..Y
N

GADOLINIUM SURVEY ONLY
Renal failure ……………………………………………………………….…Y
N

Kidney disease, surgury/ polycystic disease/ dialysis ……………………..... Y
N

If yes to any of the above 2 questions the following is required

BUN__________________ CREATININE LEVEL __________________________

Anemia or any disease that affects Red Blood Cells ……………………….. .Y
N

Nursing mother ……………………………………………………………… Y
N

History of asthma ……………………………………………………………..Y
N

History of cancer in yourself ………………………………………………… Y
N

If yes, please state what kind of cancer ____________________________________

Have you had any surgery related to the area being studied today …………Y
N

               If yes, please list dates and type of surgery

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________

Have you had any of the following procedure that relate to your present condition?

Procedure


Results (circle one)

Date

Location

MRI Scan


Positive/ Negative

________________________
CAT Scan 


Positive/ Negative

________________________

Myleogram


Positive/ Negative

________________________

Arteriogram


Positive/ Negative

________________________

Lumbar Puncture

Positive/ Negative

________________________

I have understood and answered all of the above eligibility statement.

Patient/ Guardian Signature ________________________________
Date________

Witness Signature _________________________________________
Date________
