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SCREENING FORMMSIL{{)ATIENT HISTORY
| DATE:
NAME; Sex: M F Wt. Ibs. Ht.
MRN: DOB: AGE: PROCEDURE
Referring Physician: Reason you are here for MRI toda);?

Have you taken medication for this exam today to relax you? Yes No If yes, what kind

Have you had a previous MRI, CT, Ultrasound or xrays related to this problem? Yes No

If yes, when and where were they done

Have you had or do you have:

Yes No Heart surgery or stents put in? When:
Yes No A pacemaker or pacemaker wires left in? 3
Yes No Head surgery? If yes, what was done?
Yes No Do you have aneurysm clips: If so, where
Yes No Eye surgery or metal in eyes?
Yes No Ear surgery? Any implanted devices to help you hear better?
Yes No Hearing aids? (NOT ALLOWED IN MRI ROOM)
Yes No Any electronic, mechanical or magnetic implanted devices? (Ex. insulin pump,
neurostimulator, drug infusion pump, bone or spine stimulator, defibrillator)
Yes No Any foreign metal in you body? (ex. shrapnel, orthopedic pins, screw, rods,
BB’s, filters.)
Yes No Cancer? What type?
Yes No Radiation therapy or chemotherapy?
Yes No Dentures or partials?
Yes No Tattoos, permanent make-up, body piercings? Where?
Yes No Are you in renal failure now?
Yes No Are you a renal dialysis patient? When do you dialyze?
Yes No Are you a transplant pt? (ex. liver, kidney, heart)
Yes No Are you a diabetic?
Yes No Have you ever had a reaction to IV contrast? What kind?
Yes No Drug allergies: |
Yes No Are you wearing any medication patches today?
FOR ALL MALE PATIENTS:
Yes No Do you have a penile implant? If so, what type?
FOR ALL FEMALE PATIENTS:
Yes No Do you have a diaphragm, IUD, or pessary in place?
Yes No Are you pregnant? Last menstrual period
Yes No Are you breast feeding?
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[image: image2.jpg]IF YOU HAVE ANY OF THE FOLLOWING, PLEASE CIRCLE THOSE THAT APPLY TO YOU:
Headaches Dizziness (vertigo)  Stroke Respiratory disease Asthma Leukemia
Sickle Cell anemia Liver disease Kidney disease

List all other previous surgeries:

ALL METAL (including jewelry and clothing with metal) MUST BE REMOVED PRIOR TO
ENTERING THE MRI SUITE. A LOCKER AND MRI APPROVED CLOTHING WILL BE
PROVIDED. PLEASE NOTE: IF YOU ARE NOT WEARING CLOTHING WITH METAL, YOU
MAY STILL BE REQUIRED TO CHANGE CLOTHES-DEPENDING ON THE BODY PART BEING
IMAGED.

I understand this information presented to me and have answered these questions truthfully and to the
best of my knowledge.

Patient/Parent/Legal Guardian Technoloe‘stlw itness Date

Technologist/Nurse /Paramedic section:

Omniscan

cc  Multihance  with a ga. @ am pm By
Magnevist time # of punctures

Lot# Expiration Date

site of injection

Physican/Paramedic providing contrast coverage:

Contrast reaction: Yes No Explain

Contrast extravasation: Yes No
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Consent for Care and Payment
Consent for Care and Treatment
As the patient, or patient’s legal representative, I hereby consent to necessary examination, procedures and/or treatments prescribed by my physician, his/her assistants, or designee as is necessary in his/her judgment. I understand that I am under the care and supervision of my attending physician.

_______________________________     _____________     _______________________________

  Signature of Patient or Legal Representative

   Date


            ADC Staff Witness
Financial Responsibility and Assignment of Benefits
I understand that payment is due in full at the time of service, unless special payment arrangements have been made with Business Services. If ADC files a claim on my behalf, I understand I am responsible for my co-pays, co-insurance, deductibles, and non-covered services at the time of my visit. If ADC files a claim to my insurance carrier, I authorize payment of medical benefits to be made to The Austin Diagnostic Clinic. In the event my insurance does not pay my claim within a reasonable amount of time (60 days), I may be billed for services provided.

_______________________________     _____________     _______________________________

  Signature of Patient or Legal Representative

   Date


            ADC Staff Witness

Patient Label











