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ADVANCED MAGNETIC RESONANCE IMAGING




MRN:  _____________




Date:  ______________
Name:  ___________________________________



DOB:  _________________  Age:______     Wt:______   Gender:  FORMCHECKBOX 
M   FORMCHECKBOX 
F
Address:  _____________________________________________________  
City:  _______________State:   ___________  Zip: ____________
Phone:  ______________________ 
 Cell Phone:  __________________
Referring Physician:     __________________________________________
Your MRI Procedure

You may be asked to change into a hospital gown.  You will need to remove your wallet, watch, body piercing and jewelry.

Remove all metal from your body, including safety pins, earrings, necklaces, bracelets, eyeglasses, hairpins.  You may be asked to remove dentures, hearing aids, brassieres or clothing with metal snaps.

Depending on the type of images to be taken, you may have an IV started in order to receive contrast.  If contrast has been requested by your physician, it will be explained further by your nurse or technologist.

You will enter the magnet room and lie on a table which slides into a large cylinder.  Although you will hear a repetitive machine-like noise, you will feel nothing abnormal.  You will be asked to lie still for various time intervals during a 30-60 minute period.  Any movement you make can affect the image quality and require a repeat of that sequence.

You will be able to communicate with the technologist via an intercom during your exam.  Your technologist will advise you what will take place during various phases of the exam.

After all of the images are computer processed and carefully reviewed by the Radiologist, the report will be sent to your physician, usually within 2-3 working days.

I have read the above information and have had an opportunity to ask questions.  Initial___________

Insurance Consents

I authorize the release of any medical information necessary to process this claim or claims for additional service during this calendar year.

Notice to Consumer 
Medical doctors are licensed and regulated by the Medical Board of California.  (800) 633-2322, www.mbc.ca.gov
 
Signature__________________________________________________     Date:  ________________
I understand that I am responsible for all co-payments, deductibles and annual out of pocket cost that my policy may require.

I authorize payment of medical benefits to Sharp and Children’s MRI Center, LLC EIN 33-052955, for services described above and all other during this calendar year.
Signature__________________________________________________
Date:  ________________
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Name: _________________________




MRN:  ____________
Screening Questions

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Do you have a pacemaker, defibrillator or aneurysm clips?

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Have you ever had a metal injury to your eyes or metal shavings /splinters in your eyes?

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Are you pregnant or is there a possibility that you may be pregnant?

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Do you have a history of asthma, allergic reactions and or a reaction to gadolinium?

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Do you have any medication allergies? List;__________________________________
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Do you have a history of renal (kidney) disease?

 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No 
Do you have a history of hypertension?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Are you Claustrophobic?



What is your weight? ____________________

Do you have any of the following?

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Pacemaker or Pacer Wires

 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No
Heart Valve Prosthesis

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Aneurysm Clips



 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Eyelid Spring or Wire

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Defibrillator



 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Electronic implant or device
 

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Internal Electrodes or Wires

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Shunt (spinal or intraventricular)

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Bone Growth/Bone fusion Stimulators
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Radiation Seeds

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Cochlear, Otologic Ear Implant

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Transdermal Patch

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Insulin or Infusion Pump

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Breast Tissue Expander

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Swan-Ganz or Thermodilution Catheter
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Joint Replacement

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
IUD, Diaphragm or Pessary

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Dentures or Partial Plates

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Prosthesis (Eye, Penile, Limb)

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Tattoo or Permanent Make Up

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Any Metallic Fragment 


 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Body Piercing Jewelry

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Surgical Staples, Clips, Metallic Sutures
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Hearing Aids

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Bone/Joint pin, Screw, Nail, Wire, Plate
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Metallic Stent, Filter, Coil or Metal  

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Magnetically Activated Implants  


Mesh

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Port a Cath
I attest that the above information is correct to the best of my knowledge.  I have read and understand the contents of this form and had the opportunity to ask question regarding the information on this form and regarding the MRI procedure(s) I am about to undergo.

Signature_____________________________________________
Date:  ______________

Notice of Privacy

I hereby acknowledge receipt of Sharp and Children’s MRI (scMRI) Center’s Notice of Privacy which describes the ways in which scMRI may use and disclose my protected health information and describes my rights as a patient of scMRI with regard to that information.

Signature: _________________________________________________
Date:   _______________                



