TOLLAND IMAGING CENTER

MRI SCREENING FORM
Patient Name :_________________________________  Date:____________  Sex: M  or  F

Handicapped Needs: ___________________________ Insurance:___________________
Weight: ____________   DOB:__________ Appointment Date/Time:__________________
Type of MR_______________________ If Lumbar Spine, - Prior surgery? _____________
If GAD: Diabetic?______  Liver/Renal failure?________  over the age of 65?____________
YES   NO




 YES    NO


⁭        ⁭      Pacemaker/pacemaker wires ______  ⁭      ⁭ 

Penile Implant

⁭⁭        ⁭   Aneurysm Clips   __________            ⁭        ⁭

Joint Replacement (Prosthesis)

⁭        ⁭      Stents, valves, or shunts  _________   ⁭        ⁭

Body Piercing Jewelry

⁭        ⁭      Infusion Pump

                ⁭        ⁭
Cochlear Implants (ear)

⁭        ⁭      Defibrillator

                ⁭        ⁭

Ocular Implants (eye)

⁭        ⁭      Insulin Pump

                ⁭        ⁭

Shrapnel
⁭        ⁭      Brain surgery _____________
   ⁭        ⁭

Tattoos
⁭        ⁭      Neurostimulators (Tens-Unit)
   ⁭        ⁭

Aortic Clips

⁭        ⁭      Electrodes


                ⁭        ⁭
Embolization Coil

 ⁭        ⁭     Hearing Aids


   ⁭        ⁭

Other Implants ____________________
⁭        ⁭      IUD



   ⁭        ⁭

pregnant _______ LMP_____________
⁭        ⁭     metal injury to eye ____________
   ⁭
 ⁭
Medication Patch

( Your doctor has ordered an MRI examination which requires the use of contrast material that is given by intravenous injection. This is rarely associated with allergic reactions, but reactions may be more frequent in patients with certain medical problems. 

If I am receiving an injection of contrast for the first time since 10/1/2018, I have read the Gadolinium Medication Guide provided, understand its contents and have had the opportunity to ask questions regarding the information on the guide. (Yes   (No
(N/A ___________
Patient/Parent/Legal Guardian Signature:___________________________** Date:______
Technologist Signature:_____________________________  Date:___________
