Label

MRI Safety Screening Questionnaire

-‘\"a
WARNING: Certain implants, devices, or objects maybe hazardous to you andor may interfere with
the MR procedure. [Do not enter the MR exam room If you have any question or concern regarding an

implant, device, or object. Consult the MRI Technololgist or Radiologist BEEQEE entering the MR

room. The MR system Magnet is ALWAYS on. Mtems such as credif cards, cell phones, hair pins,

barrettes, keys, hearing aids, jewelry, watches, pens, pencils, cigarette lighters, pocket knives,
| (anything with metal] should not be taken into the MR! room.

The following items may be hazardous to your safely or may interfere with the MRI exam. Flease
read carefully and check if you have any of the following.

[ Yes O Neo Cardiac Pacemaker/Defibrillator 0 Yes O No  Neurostimulator

0 Yes O No Aneurysm Clips 0 Yes O No Shunt

O Yes O Ne Cardiac Stents O Yes O No Vascular Port

0O Yes O No Pacemaker Wires O Yes O No  Arificial imb/joint

0 Yes O No Ear Implanis/Cochlear Implants [ Yes 0O No  Shrapnel, bullet, BB

0O Yes O No Implanted Insulin Pump O Yes O No Metal fragments in eves

O Yes O Mo Orthopedic Implants (pins, rods,

O Yes O No Heart Valve Prosthesis screws, nails, dips, plates, wires)

0 Yes O Noe Crbilal/Eye Prosthesis 0O Yes O No  Penile Implant

O Yes O No IUD/Diaphragm O Yes O No Bio stimulator

O Yes O No Tattoos/Permanent Make-Up 0 Yes 00 No Hearing Aids

O Yes O No Body piercing jewelry 0O Yes O No Dentures/removable dental work
0 Yes O No Medication Patch O Yes O No  Wire Mesh, Filter or Coil

| certify that | have read and understand the questions asked in this questionnaire and that the above
responses are correct to the best of my knowledge. | understand that it is my responsibility to inform Sun
Radiology personnel of any metal and/or devices that may be in my body and that by failing to do so may
cause serious bodily injury or be life threatening. | agree that should | have metal in my body and after
consultation with a physician, elect to proceed with the MRI. | agree to release Sun Radiology from any
liability for any injury.

(Print Mame) [Signature of Patienty/Parent/Guardian) {(ate]

Rpviewned with Patient

{Technologest Signature)
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RADIOLOGY

“The Leader in Quality Medical Imaging” MRI Br&aﬂt Intakﬂ Fu]’m
When was your last mammﬁmm? Whera:
When was your last breast USY Where:

1. Have you been diagnosed with breast cancer? YES HNO
What year?

2. Have you had a prior breast MRI? YES NO
‘When: ‘Wheare:

3. Do you have implants? YES NO
IFYES, ara thay:
O Saline O Silicona O Combination saline & sikcona

4. Does any relative have a history of breast cancer? YES NO
IF YES, wha!
3 Maother (@ age 0 Sister (@ age
A Grandmothar @ age 0 Crther;

5. Are you still menstruating? YES NO
HYES: Date of last menstrual period;
F WO Year of last menstrual period:

6. Do you use estrogen replacement therapy? YES NO
IFYES: For how long? Date of last dose;

7. Iz there any chance that you could be pregnant? ¥YES NO

8. Have you had prior breast surgery? YES NO
If YES, what type:
O Benign biopsy Righit Left Year
O Lumpactarmy Fight Left Year
0O Mastectomy Fighit — el YEEF

9. Have you had radiation therapy to the breast? YES NO
I YES: which side: Right o Left _______ Year

LI you would like o chaperone for your exam, please inform ynurrerhnu.rngm"“

+PLEASE OO NOT WRITE BELOW THIS LINE +

— -
The purpose of MR is: A Prior mammogram raport and flm
0O Treatment planning O Prior ultrasound report, W's images If possible
O Response o chamatherapy O Copy of prior Breast MR repart and original

0O Other data on disk if prior MR was done at some facliity

Dragram scars, lumps, skin thickening or other findings 0 Copy of Physicians order

 mlfs Magnavist
—__ =ecspostcontrast to scan
Tech Initials:
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