
                                                                                                                                                                                     

 MRI PRE-EXAMINATION SCREENING FORM           

Patient Name__________________________   DOB: ___/___/___   Height: ____Weight:____  

Allergies: ___________________________________________________________________ 

Reason for MRI and/or Symptoms: ______________________________________________ 

For Female Patients:   Date of last menstrual period: ____/____/____ 
 
To the best of your ability, please list all your current medications (Prescriptions, over-the-counter 
medications, eye drops, herbal supplements and vitamins).  If more space is needed, please utilize the 
back of this page. 
Drug Name Dose How do 

you take it?
How often? Last dose taken 

(Date/Time) 
     
     
     
     
     
     
     

 
YES    NO            PLEASE COMPLETE THE FOLLOWING CHECKLIST 
  Are you pregnant, possibly pregnant or breast feeding?   

  Do you have any kidney problems, diabetes and/or high blood pressure? 

  Have you had surgery in the area being scanned? 

  Have you ever been a machinist, welder, or metal worker? 

  Have you ever been injured by a metallic object or foreign body (e.g. bullet, shrapnel, etc)? 

  Do you have any breathing problems, motion disorder or claustrophobia? 

  Do you have anemia or any disease that affects your blood? 

 
YES   NO            DO YOU HAVE ANY OF THE FOLLOWING ITEMS IN OR ON YOUR BODY? 
  Cardiac pacemaker, pacer wires, defibrillator 

  Implanted Cardioverter  Defibrillator (ICD) 

  Surgical Staples, Clips or Metallic Sutures 

  Dentures or Partial Plates 

  Hearing Aid (Remove before entering MRI room) 

  Brain / Aneurysm Clip 

  Any type of Prosthesis (heart valve, eye, hip, knee, etc.) 

  Any Metallic Fragment or Foreign Body 

  Neurostimulators (brain, spine, bone, etc.) 

  Insulin or Other Infusion Pump 

  Magnetically Activated Implant or Device 

  IUD, Diaphragm or Pessary 

  Internal Electrodes or Wires 

  Ear or Eye Implant, Spring or Wires 

  Metallic Stent, Filter or Coil 

  Shunt ( Spinal or Intraventricular) 

  Joint Replacement (Hip, Knee, etc.) 

  Bone / Joint Pin, Screw, Nail, Wire, Plate, etc. 

  Body Piercing Jewelry, Tattoos 

  Medication Patch ( Nicotine, Nitroglycerine) 

  Medication Dressing with Silver ( Mepilex Ag) 

*Not a part of the patient’s medical record.  Please utilize Radnet as the official EMR.*  


