‘ HEART OF

/ HEALTHCARESYSTEM

2008 Nine Road + Brady TX 76825-1150 « 325.597.2901

PATIENT NAME: WEIGHT:
DATE OF BIRTH: / /

Please indicate if you have any of the following:

DO YOU HAVE KIDNEY DISEASE OR A RENAL HISTORY?.......cccooviimieereinece e OYes [ONo
IF YES, ARE YOU ON DIALYSIS? ...ttt ettt ettt s s st st s e st s s e ea e OYes O No
Do you think you may be pregnant? ... e e OYes [ONo
(O YU TS Y 1T o1 - OO OYes O No
CARDIAC PACEMAKER/DEFIBRILLATOR ..coervitireeercteieteriressreteesess e sessssassesssassesssssssesssnnns OYes [ONo
ANEURYSIME CLIP(S) wvvvveeeseereeeereeeeeeeceseessss e eesceneessee s eeeensesseesnesssee e sessessesses s eesenssessesesenens OYes [INo
Electronic implant OF AEVICE .....cccviceveireeircer ettt ses et et ses s s et ss s sns e e OYes O No
EVEr Nad MELAIIN EYES w.vcveeee ettt ettt ettt e ses et et st ses e ses e st essa s e sen e anan OYes O No
HEAIt ValVE PrOSTNESIS ....ovevcriee et ettt e st rs v ettt ses e st et sae s ses et et aa sessaeennsn s OYes O No
Metallic Stent, filLEr, OF COMl ciiiiiiiiiiecece ettt s st st OYes O No
Cochlear, otologic, or other ear implant ... e e e s e eeas OYes O No
Implanted drug iNfUSION AEVICE .......cvcceveeeeie e sttt et ettt ses e e e s s s e eeas OYes O No
INtErNal €lECIrOUES OF WIIES ....vcviecriee v sttt st e s re s et st s ses et et sseses e ens s ssnnns OYes O No
Bone growth/bone fusion StIMUIALOL .......c.ceceviiiee et et ser et serenees OYes O No
Any type of prosthesis (eye, PENIlE, BTC.) ...iiirrreeierce e st e st sne e e OYes O No
Artificial or Prosthetic liMD ..ot es e OYes O No
Shunt (spinal or INtraVeNtriCUIAr) .....o.ueccrce et ettt ses e et ne e eees OYes O No
EYElid SPIING OF WIIE w.vcueieieeceeecte ettt ettt asses et s s sss s ses e s st s sas e esssnsssesnssnssnnns OYes O No
SWAN-GANZ (ICU) outreetrierieseeire et et ettt e e ee st et s s e ees et sns s ses e eesses et nsan sessreenssnsasens OYes ONo
Tissue exXpPander (8.8. DrEast) .o it ee st et s e sas st sns s ses e ssasnns OYes O No
Medication patch (Nicotine, NitroglyCerine) .......uoevurveeeeeceserire st OYes O No
Any metal implants, metallic fragments or foreign bodies ..........cocevevivivernieineiiecnennne OYes ONo
Tattoo Or PErManeNt MAKEUD ....ccuvveeeeeeerie s ettt ses e ses et ss et ses e ses e sss s asesas s snnnns OYes [ONo
Dentures or PArtial PIates .....coiceriire et ettt ettt s e ea s e s e en OYes O No
BOAY PIEICING JEWEIIY ettt ettt st e et ses e ses s ses e st s s ses s sas et sae s ans sns e ens OYes O No
Hearing aid (remove before entering MR SYStem ro0m) ..........ccceeeeeeveeeeineesisreeessnseanns OYes O No
HAVE YOU HAD ANY PREVIOUS MRISTUDIES? .......cccoviiiniieeeneineie ettt eneen e OYes O No
HAVE YOU EVER BEEN DIAGNOSED WITH CANCER? ..........ccccoooviinrireee et OYes O No
HAVE YOU HAD SURGERY ON THE AREA BEING STUDIED TODAY? ........ccccoevvvrinenenn OYes O No
HAVE YOU HAD ANY SURGERY WITHIN THE LAST 8 WEEKS? .........cccovevevriineice e OYes O No
DO YOU HAVE ANY ENDOSCOPY CLIPS? .......cuoiriiinietire e sttt st seaes et s et ae s s OYes O No

PATIENT CONSENT FORM AND ACKNOWLEDGMENT OF METAL IMPLANTS

| hereby state that besides my teeth, there is no metal that has been surgically placed in my body that has not been disclosed above. | also state
that | have had no injuries whereby iron shavings or shrapnel are imbedded in my body, particularly my eyes, | have read this questionnaire in
its entirety and filled it out to the best of my knowledge. | thereby consent to this MRI examination.

Signature of patient Date Technologist



