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Date _____/_____/_____                                                                            Patient Number ______________________ 
 
 
 
Name _______________________________________________             DOB__________ Male____Female_____ 
                     Last name                 First name          Middle Initial 
                                                                                                                       Height_______ Weight_______ 
_______________________________________________________________________________________________________ 
 
 
1. Have you had prior surgery or an operation (e.g., arthroscopy, endoscopy, etc.) of any kind?         _ No _ Yes 
     If yes, please indicate the date and type of surgery: 
     
     Date____/____/_____       Type of surgery: ________________________________________ 
     Date____/____/_____       Type of surgery: ________________________________________ 
                                                                                                                             
2. Have you experienced any problem related to a previous MRI examination or MR procedure?     _No _Yes 
    If yes, please describe: __________________________________________________________ 
 
3. Have you had an injury to the eye involving a metallic object or fragment (e.g., metallic slivers, 
    shavings, foreign body, etc.)?             _ No _ Yes 
    If yes, please describe: __________________________________________________________ 
 
4. Have you ever been injured by a metallic object or foreign body (e.g., BB, bullet, shrapnel, etc.)?   _ No _ Yes 
    If yes, please describe: __________________________________________________________ 
 
5. Are you allergic to any medication?             _ No _ Yes 
   If yes, please list: ________________________________________________________________ 
 
6. Do you have a history of asthma, allergic reaction, respiratory disease, or reaction to a contrast 
     medium or dye used for an MRI, CT, or X-ray examination?                    _ No _ Yes 
     
7. Do you have tattoos, permanent make-up done in the last 2 months?                                 _No _Yes 
   If yes, location?_________________________________________________________________                                                                
 
8.  Do you have hair extensions?                                      _No _Yes 
 
9. Do you have any non-removable piercings?        _No _Yes 
    If yes, location? _________________________________________________________________ 
 
10. Do you have metal in your body (pacemaker, plates, aneurysm clips/coils, deep brain stimulator, pins, 
    rods, joints, pellets, cochlear implants, etc.)?        _No _Yes 
    If yes, please describe: __________________________________________________________ 
 
11. Have you ever been employed as a farm worker, metal grinder, or welder?          _No _Yes 
 
12. Do you wear dentures, partials, braces, or a non-removable orthodontic retainer?    _No _Yes 
 
 
13. Have you ever considered yourself to be claustrophobic?           _No _Yes 
 
For female patients: 
 
14. Are you pregnant or could you possibly be pregnant?                              _ No _ Yes 
 
 
 






