
I.IHC RADIOLOGY
MRI PATIENT HISTORYPatient Name:

Patient ID#:

Date:

|r?I"?tr#,3XffJ;,H#ffjt*, Ir IS IMPoRrAlrr FoR us ro KNow rF you HAVE ANy oF rHE FoLLowrNG:

SEX: M F

DATE OF BIRTH

1. Have You Ear Surgery For Cochlea Implant?
2. Do You Have Aneurysm Clips In your Head From previous Surgery?
3. Do You Have A pacemaker, Defribrilator or pacing Wires?
4. Do You Have A Heart Replacement Valve Or Any Stents?

If Yes Date placed:_

5. Is It Possible That you May Have Metal Filings Or Splinters
In Your Eyes or Any Shrapnel ln your Bod/

6. Do You Have Aa Infusion pump? (Insulin or medication)
7. Do You Have perrranent Eyeliner, Tattoo,s, Body piercing, Wig, Or Hairpiece?
8. Do You Have A Nerve or Bone Stimulator (T.E.N.S. unit) or Any Implant?

List Implants:

Are You Pregnant Or Breasffeeding?

Are You Wearing A Medication patch or Have ECG, EKG, EEG leads?
Do You Have A Breast Tissue Expander?

If So, Name of physician Who Implanted It:
12. Do You Have Any A.llergies (To Any Food Or Medication)

If Yes, Please List:

l3' Are You on Dialysis or A History of Kidney Failure or End stage Renal Disease?
l4' Do you have chronic liver disease, have you had or are you expecting a recent liver transplant?
15. Have You Had Any other Tests For your current probrem?

If Yes, Where And When:
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DRUG NAME ROUTE
(oral,IV, etq.)

HOW OFTEN LAST DOSE

The information I have provided is correct to my knowledge

Patient Signature:
Date:


