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SAFETY SCREENING AND CONSENT FOR MR SCAN

1.
Please state your current problem / symptoms: __________________________________

2.
Have you had any prior surgery related to your current problem? ​​​___________________
Date:  ________________


Area of Body:  ___________________________

3.
Have you had any prior studies related to your current problem?  Date: _____  Where: _______

X-RAY 

______________________________________


CT SCAN 

______________________________________


ANGIOGRAM
______________________________________


MRI SCAN 

______________________________________


The following items can interfere with MR imaging, and some may be hazardous to your safety.   Please check the appropriate column for each of the following:






Yes
No




Yes
No
Cardiac pacemaker


 
(
(
Electrodes


 (
(
Brain Clips




(
(
Shrapnel


 (
(
Venous Umbrella


 
(
(
Hearing Aid


 (
(
Metal fragment in eyes/head/skin
 
(
(
Wire Sutures


 (
(
Neuro-stimulator


 
(
(
Insulin Pump


 (
(
Shunt: spinal or ventricular

 
(
(
I.U.D.



 (
(
Fractured bones treated with metal rods
(
(
Dentures


 (
(
Joint replacements


 
(
(
Prosthesis


 (
(
Aortic clips



 
(
(
Harrington Rods

 (
(
Metal mesh implants

 
(
(
Other metal implants?
 (
(
Metal plates,pins,screws, nails or clips
(
(
Please explain: _____________________










Yes
No
Details:

Do you suffer from asthma?


 
 
(
(
__________________

Do you suffer from hayfever or any other known allergy? 
 
(
(
__________________

Do you have diabetes/hypertension/renal disease?
 
(
(
__________________

If FEMALE - Are you pregnant?




(
(
__________________

       - Are you breast feeding?



(
(
__________________

Any other chronic diseases?




(
(
__________________

I, __________________________________, hereby given consent for the following:

1)  Magnetic resonance imaging of _____________________________________________ and

2)  Injection of contrast material if deemed necessary by the radiologist.

to be carried out on (myself, son, daughter etc): _______________________________________

Signature (self):
_________________________ 

Date:
__________________

Parent Guardian:     _________________________

Witness:    

_________________________
