
PATIENT REGISTRATION FORM
MRI    Page 1



PATIENT REGISTRATION FORM
MRI    Page 2

Patient Name								                 Date



PATIENT REGISTRATION FORM
MRI    Page 3

Patient Name								                 DateName of Patient:   MRN: Date:  

MRI Questionnaire

IF you answer yes to any of these next 10 questions, notify the staff, nurse and technologists

Yes/No   Do you have a Pacemaker or Defibrillator?

Yes/No   Do you have an implanted infusion pump?

Yes/No   Do you have an implanted hearing aid?

Yes/No   Do you have a cerebral aneurysm clip?  

Yes/No   Did you bring documentation to confirm MRI compatibility of any implanted mechanical device, 

pump simulator etc.?

Yes/No   Have you ever had metallic foreign body in your eye?

Yes/No   Have you ever been a machinist or metal worker?

Yes/No Do you have any drug patches on any part of your body?

Yes/No Do you have any prosthetics?

Yes/No Do you have breast tissue expanders?

Remove hearing aids before entering the MRI room.

If you are you currently breast feeding, you should not have IV contrast (gadolinium)

All Patients

Reason for this MRI study, list symptoms ________________________________________________________

Yes/No   Have you had an MRI before?  If yes, where, when, and what body part 

__________________________________________________________________________

Yes/No   Are you allergic to Gadolinium (MRI contrast)?    If yes, list and describe symptoms:  

__________________________________________________________________________

      Yes/No        Do you have diabetes?

Yes/No   Do you have any history of kidney failure?  If yes, when? ___________________________

Yes/No   Recent abnormal blood tests?  List type and results: ______________________________

Yes/No   Do you have any abnormal lumps or masses?  Where? ____________________________

Yes/No   Do you have any medical conditions? If yes, list and describe treatment:

_______________________________________________________________________

Yes/No   Have you had any surgery?  If yes, list type and date:  _____________________________

      Yes/No       Do you take a medication called Hydroxyurea?

Cancer Patients Only

Yes/No   Do you currently or have you previously had cancer? If yes, what type and treatment _____

__________________________________________________________________________

Yes/No   Have you had radiation therapy?  If yes, list body part: _____________________________

Yes/No   Have you had chemotherapy?  If yes, list date of last treatment:______________________

Pain and Injury Patients Only

Yes/No   Have you had any recent injury?  When and what type? ___________________________

Yes/No   Do you have any tenderness to touch?  Where? _________________________________

Yes/No   Do you have any pain?  Where? ______________________________________________

Consent for IV Contrast Material:  If your physician has requested or if the radiologist feels your condition/findings 

warrant, you may receive IV contrast material.  The contrast is injected through a small needle placed in a vein in 

your arm or hand, much the same manner as when blood is drawn for laboratory studies.  Occasionally a patient may 

have a mild reaction to the contrast agent and will develop sneezing or hives.  Other or more severe reactions may 

occur but are uncommon.  I understand this and give consent for the use of contrast during my MR scan.  All my 

questions regarding contrast and potential reactions have been answered to my satisfaction.

________________________________________________________________________ ___________

Signature of patient /parent/guardian for contrast consent Date
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