IMAGING CENTER OF COLUMBUS

Patient Information Sheet
Name:  _________________________________________  Date of Birth:  _______________________
Mailing Address:  ____________________________________________________________________
                              Street Address


      ____________________________________________________________________



      City




State


Zip

Phone #: ____________________  Work #: ________________  Social Sec #:  ___________________
Employer:  _________________________________  Occupation:  _____________________________
INSURED (PERSON RESPONSIBLE) INFORMATION (IF OTHER THAN PATIENT)
Name:  _______________________________________ Relationship to Patient:  __________________
Address (if different):  _________________________________________________________________
Social Sec #:  _____________________________     Date of Birth:  _____________________________
Home #:____________________  Work #:______________  Employer:__________________________
MRI SCREENING
Sex:  _____  Age:  _____  Height:  ______  Weight:  ______  Date:  ____________________________
Physician:  ______________________________
Reason you are here today:  _____________________________________________________________
____________________________________________________________________________________










Yes
No

Have you ever had any kind of surgical procedure or operation?  …………(   )
(   )

If yes, list them all:  _____________________________________________________
_____________________________________________________________________
Have you ever been injured by any metal object? ………………………… (   )      (   )
(i,e,, bullet, B-B shot, shrapnel, etc.)

Do you or have you ever worked with metal, such as grinding,

Welding, cutting or similar work? ………………………………………….(   )      (   )

Do you have a history of renal disease, seizures, asthma or allergies? .........(   )      (   )

If yes, please list:  ______________________________________________________
Have you ever experienced any difficulty with contrast for MRI or CT? .....(   )      (   )

(OVER)
Please indicate whether or not you have any of the following:

Yes
No

Cardiac Pacemaker……………………………………………...
 (   )      (   )

Aneurysm clips………………………………………………….
 (   )      (   )


Surgical clips or staples…………………………………………
 (   )      (   )


Any type of implant, electronic or mechanical…………………
 (   )      (   )


Dentures or other removal dental appliances…………………..
 (   )      (   )

Metal joint replacements……………………………………….
 (   )      (   )


Any implanted orthopedic items (i.e. pins, plates, screws or rods)
 (   )      (   )


Permanent make-up, such as tattooed eyeliner…………………
 (   )      (   )


Female patients:  IUD, diaphragm or other contraceptive device
 (   )      (   )


Blood vessels with any type of filter, coil, stent or other device
 (   )      (   )


Hearing aid……………………………………………………...
 (   )      (   )


Any type of prosthesis or artificial limb………………………..
 (   )      (   )


Nitroglycerin patch……………………………………………..
 (   )      (   )


Foreign or metallic objects in or around eyes…………………..
 (   )      (   )


Metal clips in head or neck……………………………………..
 (   )      (   )


Are you pregnant?........................................................................
 (   )      (   )


Are you claustrophobic?...............................................................
 (   )      (   )

MRI CONTRAST HISTORY:

______ Not applicable to this exam
Any personal history of:


Headaches/Dizziness……………………………………………
 (   )
 (   )


Allergic Respiratory Disease……………………………………
 (   )
 (   )


Blood Disorder/Sickle Cell Anemia…………………………….
 (   )
 (   )


Stroke……………………………………………………………
 (   )
 (   )


Kidney/Bladder Disease………………………………………...
 (   )
 (   )


Asthma………………………………………………………….
 (   )
 (   )


Liver Disorder…………………………………………………..
 (   )
 (   )


Are you breast feeding at this time……………………………..
 (   )
 (   )


Reaction to MRI contrast in the past.  If yes, explain:  _______
 (   )
 (   )

I attest that the above information is correct to the best of my knowledge.  I have read and understand the entire contents of this form and I have been given the opportunity to ask questions regarding the information on this form and the procedure which I am about to receive.  I hereby give my informed consent for contrast injection, if needed.  I hereby authorize the release of diagnostic films and reports to Imaging Center of Columbus.
Patient’s or guardian’s signature:  ____________________________________________

M. D./R. T./assistant’s signature:  ____________________________________________
Print name of M. D./R. T./Assistant:  _________________________________________
