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Age _________ Weight __________ Height _________

Health questions

( Yes  ( No   Have you ever had cancer?

                         If so, any Chemotherapy?  ( Yes  ( No   Radiation therapy? ( Yes  ( No   

( Yes  ( No Have you had any surgery before? Please list:

Surgery:_______________________________ Date (approximate):___________________

Surgery:_______________________________ Date (approximate):___________________

Surgery:_______________________________ Date (approximate):___________________

An MRI machine works by using a very strong magnet. Magnets can interact with metal. We need to know if you could have anything metal on or in your body. It may be dangerous to enter the room.

Do you have any of the following:

( Yes  ( No    Pacemaker, defibrillator, or wires

( Yes  ( No    Implanted pump, electrode, wire, stimulator 

( Yes  ( No    Bullet, pellet, BB, shrapnel or metal slivers

( Yes  ( No    Radiation seeds or implants in your body

( Yes  ( No    Aneurysm clips
( Yes  ( No    Possible metal in the eyes
( Yes  ( No    Eye, ear, or cochlear implant

( Yes  ( No    Heart, eye, or penile prosthesis

( Yes  ( No    Staples, clips, or sutures

( Yes  ( No    Tissue expanders

( Yes  ( No    Stent, coil or filter

( Yes  ( No    Epidural, Swan Ganz catheter, or port

( Yes  ( No    Ankle bracelet or tracking device

( Yes  ( No    Eyelid springs or wire

( Yes  ( No    Tattoo, permanent eye makeup, or body piercing

( Yes  ( No    Medication patch

( Yes  ( No    Shunt

( Yes  ( No    Artificial limb

( Yes  ( No    Screws, plates, joint replacements

( Yes  ( No    Hearing aid or dentures

( Yes  ( No    Other _______________________________________

For women:
( Yes  ( No   Is there any possibility you may be pregnant?

                         Date of last menstrual period    ___/___/___  or   (Post-menopausal

( Yes  ( No   Are you breastfeeding? (If so, the test and the dye will not hurt your baby).

( Yes  ( No   Do you have an IUD, diaphragm, or pessary in place?

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 have had the opportunity to ask questions regarding the information on this form.

Signature of Person Completing Form: ________________________________  Date: ___________
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Health questions

( Yes  ( No   Do you have any allergies?  
( Yes  ( No   Do you have diabetes?   

( Yes  ( No   Do you have any problems with your kidneys?
( Yes  ( No   Have you had kidney surgery, do you have only 1 kidney?
Gadolinium Contrast Injection Consent
My physician has requested MR imaging which may include an injection of Gadolinium.  I have been informed that Gadolinium may pose an increased risk of Nephrogenic Systemic Fibrosis (NSF) in patients with renal disease and that this is a rare disease, usually seen in patients that have noticeably advanced renal failure.  The disease causes fibrosis of the skin and connective tissues throughout the body.   Fibrosis has been explained as the formation or development of excess fibrous connective tissue in an organ or tissue.  Patients  with NSF develop skin thickening that may prevent bending and extending joints, resulting in decreased mobility of joints.  In addition, patients with NSF may experience fibrosis that has spread to other parts of the body such as the diaphragm, muscles in the thigh and lower abdomen, and the interior areas of lung vessels.  The clinical course of NSF is progressive and may be fatal.






Consent

I fully understand the above information.    The information has been explained to me.   All of my questions have been answered.    I give my consent to receive the contrast injection.  I understand that doing so is my choice and I have been given the option to refuse.  

Patient Signature:

________________________________________________________        Date: _____________________

Signature of Patient Representative:

_________________________________________________   Relationship to Patient:_________________
For Technologists Completion Only 
Form Information Reviewed by :_____________________________________  

Date: ___________

                                                      Technologist Signature
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