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MRI  SCREENING FORM FOR PATIENTS 

 

 

 

 

 

 

 

 

 

 

Patient Name:_____________________________________ Date of Birth: ________________   

Date:_________ Weight: lbs:_______ Height:_________Age:________ Sex:__________ 

                              
This questionnaire is designed to assist us in determining if it is safe for you to undergo an MRI procedure.  It is important that you answer all of 

the following questions.  If you do not understand a question, please do not hesitate to ask for assistance.   06/30/16 

 

 

Please indicate if you have any of the following: 

Any yes or no to all questions. 

Yes No    Yes  No   

    
Cardiac Pacemaker, defibrillator 

     
Insulin, drug or other implanted infusion 
pump 

    
Aneursym clip, (brain or abdominal) 

     
Any type of prosthesis (heart valve, eye, 
eyelid spring/wire, limb, penile…) 

    
Electronic, magnetically-activacted implant or 
device, internal electrodes or wires      

Metallic stent, filter or coil 

    
Neurostimulator, spinal cord, bone 
growth/bone fusion stimulator/system      

Shunt(spinal or intraventricular), vascular 
access port 

    
Cochlear, otologic, or other ear implant, 
hearing aids      

Swan-Ganz or thermodiulation Catheter 

    
Radiation seeds or any other implants 
      

Medication patch (Nicotine or Nitro) 

    
Wire mesh implant, tissue expander (Breast) 
      

Dentures or partials, tattoo or permanent 
makeup, body piercing jewelry 

   
Surgical staples, clips or metallic sutures, 
bone/joint pin, screw, nail, wire, plate, etc.      

Breathing problems 

    
Joint replacement 
      

 Cancer type:                             When: 

    
IUD, diaphram, or pessary 
      

Claustrophobia 
 

 

 

1. Please list all surgeries and date?                                                                           

 

_____________________________________________________________________________________ 

 

     ______________________________________________________________________________________ 

 

     ______________________________________________________________________________________ 

2. Have you had a prior diagnostic imaging study or examination (MRI, CT, Ultrasound, X-Ray, etc)?                                      

No___     Yes___ 

 

3. Have you experienced any problem related to a previous MRI?                                                                            

No___     Yes___ 

 

      If yes, please describe:__________________________________________________________________ 
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4. Have you had an injury to the body or eye involving a metallic object or fragment                                             

No___     Yes___  

 

      If yes, please describe. __________________________________________________________________ 

 

Did you have it removed by a physician?   No___     Yes___ 

 

5. Why are you having this exam today?   Did any accident or injury occur to cause symptoms?      Y         N 

_____________________________________________________________________________________ 

 

_____________________________________________________________________________________ 

 

_____________________________________________________________________________________ 

 

_____________________________________________________________________________________ 

 

 

6. How long have the symptoms been occurring?   

________________________________________________________________ 

 

7. Is there a chance you might be pregnant? LMP?_________NA       No     Yes 

 

8. Have you had the following?         Stroke___________      Seizure  ___________ 

   

 

I certify that I have read and understand the questions asked in this questionnaire and that the above 

responses are correct to the best of my knowledge.  I understand that it is my responsibility to inform 

Goshen Hospital of any metal fragments and/or devices that may be in my body and that by failing to do 

so may cause serious bodily injury or be life threatening.  I agree that should I have any metal in or on my 

body and, after consultation with a physician or an MRI Technologist, elect to proceed with MRI.  I am 

aware of the consequences and risks related to tattoos and am assuming these risks, and elect to proceed 

with the MRI.  I agree to release Goshen Hospital from any and all liability for any injury. 

 
________________________________________               ________________________________________               ____________________  

Patient or Legal Representative Signature                             Print Name and Authority (if legal representative)               Date 

 
________________________________________               ________________________________________               ____________________ 

Witness/Interpreter                                                                 Print Name                                                                            Date 
 

________________________________________               ________________________________________               ____________________ 

MRI Technologist Signature                                                  Print name and title                                                                Date 

 

 


