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Date of Birth: Jhr) 20, =2 Height: 5'1 1" weight:_| 75 mml:_

Some of the following items may be hazardous to your safety or can interfere with you MRIMRA examination.
Please check YES or NO for each of the following items.

mmwmm

[Brain Aneurysm cip (s)

[Transdermal Patch: Nicotine / Nitroglycerine

IShunts (e.g. Spinal / intraveniricular/ VP shunt)

Bone Growth /Fusion simulator

[Neurostimulator

|Cochiear /Otologic / Ear Implant

|impianted Drug Infusion Device / Insulin Pump

1. What problems are you having that made the
doctor order this study?

2 Have you ever been lo the hospital for an
invasive procedures or surgery? Yes / No

Data Reason

|Electrodes (on body, head or brain)

Any Implant Held in Place by Magnat

|Carotid Atery Vascular Clamp

|intravascular stents, fiters, or coils

'Vascular Access Port andior Catheter

|mc-ruhr

|intema Pacing Wires

LAny type of prosthesis: eye.penile, etc

|Metal or Wire Mash Implants

|Hamington Rods (spine)

lJoint Replacament

|Boneroint pin, screw, nail, wire, plate

plercing (s)

Tattooed Makeup (eyeliner, ips, eic)

Meta! Fragmants

D or Diaphragm

|Hearing aid (remove before MRUMRA)

|Dentures  (remove before MRUMRA)

Agthma or other breathing disordar

Arndaty

3. Have you ever had an accident that required
maetal fragments to be removed from your eya?

4. Women:-Could you be-pregnant? —Yes—No

5. Do you have a history of kidney disease?
Yes [ No

6. Do you have sickle cell anemia? Yes / No

7. Have you had an allergic reaction that required
emergéncy treatmant? Yes / No

8. Do you or have you:
High blood pressure? Yes | No
Diabeles? Yes /| No
High cholestercl?  Yes / No
Smoked tobacco? Yes / Ne

9. Do you have chest pain? Yes / No

If yes:
Is it substernal? Yes [/ No
15 it brought on by exertion or emotional stress?

Yes [ No

[Other: Is it relieved by rest or nitroglycerine? Yes / No
Patient Signature: Date: TM.\Q;GIE’

MR Screening Form: 10/22/12
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