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Modality: & MRI b cr
Yes | No Yes No
Have you had prior surgery or any For female patients: sbwill
operation/needle or injection Post-menopausal (5usall gUaii)
procedure?
Cridad & [08 e dal g aliles 4N ol Ja
¢ cAally aad g 5y .
If yes, please indicate the date and Date of last menstrual period:
type of surgery: / /
Lbaal) £ 535 Gl 83 (o p cpads AaY) s 1Y) & gal) 8530 (1a p gy A
4l adl / /
Have you had a prior MRI/ CT Are you:
diagn_osti_c imaging study or Pregnant or experiencing a late
examination? ) . menstrual period?
Al [ il i pand Jary i o €yl 5 gl B AL Cpa ot ol Jala il Ja
U (o Aglaial)
Have you experienced any problem Taking oral contraceptives or receiving
related to a previous MRI/CT hormonal treatment? ‘
examination? fAgan gile Gl o) Jaad) ada g (piali da
Ol pand el by (3l JSlia 4 dligals Ja
S0 (e Apdalal) AadY) [ laliial)
A Currently breastfeeding
Do you have any of the following: Yes | No fLlla cprin g e Ja
Kidney problems st Jstia For Contrast Study: &l &sall clagadl | |
Hypertension adly ki Thyrotoxicosis, Myeloma or Monoclonal
Liver disease Sl gl i Gammopathy.
%@J.ﬂ\ Eéﬂ\bhﬁuﬁh)éua)a
Anemiaor any disease(s) that affects Asthma, respiratory disease or allergic
your blood? . reaction to medicines?
pally (Bl JSLiia 4 gl 00 A0 9 i) gl Gl alg ¢ g2l G S bl Ja
Diabetes: Sl g1y Gl e € Al puiali Jab
Are you currently taking, or have Previous reaction to MRI / CT contrast
you recently taken any medication media
or drug? Sl A ol Aduall Balad A8ilu (il e A
$hggaf o clall £ 41 A of Lila 3AU el Ja Lkl Al [ puusalisall
Are you currently taking: Yes | No Others:
Insulin G g
Glucophage or metformin
(Orusiinal) 5l gl S ola )
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For MRI, please indicate if you have any of the following:

No | Name Yes No Name Yes No
1 Aneurysm clip(s) 20 Radiation seeds or implants
4 padll Ao gV s il g Ao 5 3al ol Aelady) ) sll)
. Swan-Ganz or thermodilution
2 C"flrd'a}c pacemaker 21 | catheter
lal) «.MJHE.UJLQA. ‘é‘)b&“ ,“,“\s "
Implanted cardioverter Medication patch (Nicotine,
3 | defibrillator (ICD) 22 | Nitroglycerine)
i) il addaiit § jgal A (ol 5N (09l ) Apadle ciliual
4 Electronic implant or device 23 ch:é/ymetalhc fragment or foreign
L e g 5e clyi g Sl ol 3 3¢l A : . .
peally 4 ) e g isl) o) 83l 4 R T
. (I;/I:Vgiggtlcally-actlvated implant or o Tissue expander (e.g., breast)
e Al 5.8 3 5 3ga) sl Al A (52 JEal s sl a3
Surgical staples, clips, or metallic
6 Neurostimulation system o5 sutures or wire mesh implant
Glas ) jdal sl Aianall b gdl) ol adaliall g cAianall uslal) f
Asla clSudi £ )
7 Spinal cord stimulator 26 Joint replacement (hip, knee, etc.)
(Sodd glAdl) jiaa (4l Lag Al g &gl ) Jualiall Jhasiaad
Bone/joint pin, screw, nail, wire,
8 Internal electrodes or wires 27 plate, etc.
Al S of Aulata i TIstls daay saalaa i cJuaiall g aliall (unilad
ALl Ly
Bc_;ne growth/bone fusion IUD, diaphragm, or pessary
9 | stimulator 28 Jaal) il s Fiewa il g
Cochlear, otologic, or other ear
10 implant 29 Dentures or partial plates
Gl gl e la gl O3 Alda g (1Y) Aad 6B At sall (i) o) gli of allaf
GG ds g4l
11 Insulin or other infusion pump 30 Tattoo or permanent makeup
el ciliiaa e e gl ol gV ddiian Al LSl g) o gl
12 Implanted drug infusion device 31 Body piercing jewelry
Sl ol plgall fdal Slea ) peaadly Aifia Tl B i il ja g
Any type of prosthesis (eye, Hearing aid (Remove before entering
13 | penile, etc.) 32 MR scan room) ‘
(@ ’C)A’J‘.)d-"‘-\-*-“ . o J5aa U8 Ll 31 ) aanall Lo Baslacall il g
=9 O ) (e g5 (ol i) 48 &
14 Heart valve prosthesis 33 Other implants, if any
Sliall Q) alaa a0 B Aol cldes
15 Eyelid spring or wire 34 Seizures or motion disorder
Ol el el gl (2l Al Gl ) iy g
16 Artificial or prosthetic limb 35 Claustrophobia
delia slaei gi il ki Aalal) SLaY) (e i gAY
) ) ] Note:
18 Shunt (spinal or intra ventricular)
(Obadl JAN g S gl pLAH ) by gail
Vascular access port and/or
19 | catheter
A gadll de DU Jia [ B jlanid
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Consent form to Preform the Procedure

gandll gl al o 48 gally ) 3|

Please consult the MRI Technologist or
Radiologist if you have any question or
concern BEFORE you enter the MRI

Scan room.

[

| confirm that the above information is
correct to the best of my knowledge.

| have read and understood the
content of this form. | have had the
opportunity  to ask guestions
regarding the information on this form
and the MR procedure that | am about
to undergo.

| agree to undergo CT scan/MRI with
administration of intravenous Contrast
media with my full knowledge of the risk
and the nature of the adverse reaction of
the IV contrast medium. | authorize the
doctors to take decisions regarding
necessary treatment/action in case of any
such adverse reaction.

Signature of person completing Form:

Date

/ /

Form completed by: Patient/Relative
(Name & Relationship to patient)

Nurse Name & Signature:
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