%% LIVE HEALTHY
“%ee” IMAGING

6565 West Loop South, Suite 100

Bellaire, TX, 77401

Tel: (832) 344 3512 Fax: (832) 821-9038

Name ,

(Print): LastName, FirstName

Date of Birth: _ _/__/ Exam Date: __/_ _/

Weight: lbs Height: ___ ft

in

MRI Safety Screening

l. Background Information:

For office use — contrast studies only:

Gadavist given:

mL

Why are you having this MRI?

*If I inf taff bef
Are you claustrophobic? UNo | Yes* }/es, piease inform statr betore
arrival.
Are you on dialysis? [INo | [JYes*
Any current medications? [ No [ Yes (List 2 )
Allergies? [ No [JYes (List 2 )
Had MRI before? [0 No | [Yes (When/Why =)
Any prior reaction to MRl or CT dye? [l No | Yes (Describe 2 )
Prior surgery of any kind? [l No | [Yes (Describe =>)
i ?
Metal in body? (e.g., bullet/shrapnel/metal 1 No " Yes (Describe =)
fragments etc.)
1. Female patients only:
Possibility of a pregnancy? | [ No [1Yes Are you breast feeding? [l No [1Yes
Are you post-menopausal? | [l No [1Yes IUD, diaphragm, pessary? | [J No [1Yes
[l Clinical conditions:
Kidney disease/Dialysis? 0 No 0 Yes Asthma? 0 No 0 Yes
Heart disease? [l No [l Yes Lung disease? [l No [l Yes
Hypertension? [1 No [1Yes Diabetic? [1 No [1Yes

If yes to any above, please provide details:

IV. Metal Screening for MRI:

Implants inside your body

Any electronic, mechanical, or magnetic implants 0ONo [ Yes
Pacemaker, defibrillator, etc. (present or removed) | [1 No 1 Yes
Artificial heart valve [0 No [1Yes
Brain aneurysm clip 0 No [ Yes
Stimulator (eg brain/nerve etc. present / removed) | [1 No [1 Yes
Internal electrodes or wires (or retained) O No O Yes

LHI Safety Screening Form

Last Modified: Sep2021

Page 1 of 2




Metal in your body may be harmful to you during your MR scan and could interfere with the

CAUTIO N examination. When answering these metal screening questions, please indicate if you

currently HAVE or HAVE EVER HAD any of them.

Implants inside your body

Cochlear implant or any hearing implant ONo O Yes | Please mark the location of any implant,
Implanted drug pump (eg insulin, baclofen)) O No O Yes | device or metallic foreign object inside
Spinal fixation device ONo O Yes | your body or site of surgical operation
Any type of coil, filter, or stents ONoOYes Front Back
Penile implant ONoOYes

Artificial eye, eyelid spring and/or eyelid weight ONoOYes

Any type of implant held in place by a magnet ONoOYes

Any type of surgical clip or staple ONoOYes

Any IV port (eg. Broviac, Port-a-Cath, Hickman....) | 0 No [ Yes

Shunt (eg VP shunt) ONo O Yes

Tissue expander (eg breast) O No U Yes ‘e,

Any implanted items (eg pins, rods, screws, etc) O No O Yes

Medical devices on your body

Hearing aid 0 No [1Yes

Dentures, false teeth, or partial plate O No O Yes

Artificial limb 0 No U Yes

Halo Vest, or Life Vest? ONo O Yes

Drug pumps (ex: insulin, Baclofen,etc) 0 No [ Yes

Have you recently ingested a “pill cam?” 0 No [ Yes

Medication patch (eg nicotine or nitroglycerin) [1 No [1Yes

Catheters, eg Foley 0 No U Yes

Personal items on your body

Body piercings, tattoos or tattooed liner 0 No [1Yes

Hair mods: Wigs/clips/extensions/bobby pins etc. | [1 No [1Yes

Magnetic cosmetic items eg., eyelashes 0 No [1Yes

Clothing containing metal or metallic fibers [1 No [1Yes

Fitness trackers (Fitbit, iWatch, etc.) O No O Yes

Electronic monitor or tag device (ankle monitor) [0 No [ Yes

Any other device not mentioned above? 0 No U Yes

If yes to any above, provide details:

V. Informed consent: (Optional and answers to these questions will NOT affect your clinical examination)

At LHI to better serve you, at no additional cost to you or your insurance company, may we have

o - . . . . Y (1N
your permission to run a few additional sequences to improve imaging quality? es °

At LHI we are improving health through several medical research studies, would you like to
contribute anonymously (none of your personal identified information will be included) today's [1 Yes | [1No
MRI data to medical research?

O | have read and understand the entire content of this form.

O | have reviewed this office’s Notice of Privacy Practices, which explains how my medical information will be used and disclosed. |

understand that | am entitled to receive a copy of the Notice of Privacy Practices.

Patient signature: Print Name: Date: __/__/

(or legal guardian)

MD/RT/RN signature: Print Name: Date: _ _/_ _/
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