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Pre-procedure Checklist and Contrast Consent Form for MRI / CT Exam
CT Scan dushial) da&y) | MR ashbitall ol (asdl day 5 ol) drsall ) 8) g Alswal) cile) aY) daild

Modality: 0 MRI b cr
Yes No For female patients: stwill Yes No
Have you had prior surgery or any
operation/needle or injection procedure? Post-menopausal (3usall gUadil)
Grdad G [0 e Al o aliles A caad A
¢ ohally and i 5 Date of last menstrual period:
If yes, please indicate the date and type / /
of surgery: Ayl Byl e age SA
alaal 535 a3 s e Al culs 13 P r
sl )
Have you had a prior MRI/ CT diagnostic Are you:
imaging study or examination? Pregnant or experiencing a late
Aal¥) [ prakalinal) G ) @b Jany cad J2 menstrual period?
U8 e dabaialf 940 ) 354 A AL (e oilad ol Jala i Ja
Have you experienced any problem Taking oral contraceptives or receiving
related to a previous MRI/ CT hormonal treatment? .
examination? frigap Tl (Rl o) Jaal) ade qgas (padlE Ja
Ol gand sl by 3l JSlia 4 digal g Ja
S8 (sa Andalall Ay [ ualinall
. Currently breastfeeding
Do you have any of the following: Yes No fLlla e i e Ja
Kidney problems (sl Jstéa For Contrast Study: Yes | No
Ayl Aral) cilia gadl
Hypertension sy ki Thyrotoxicosis, Myeloma or Monoclonal
Liver disease Sl ()l Gammopathy. Lo
438 yal) Sﬁ\kwgﬁhﬁMJA
Anemia or any disease(s) that affects Asthma, respiratory disease, or allergic
your blood? o reaction to medicines?
plly (gl JSLdia A g 0 j0 3 (el Jlgad) gl salg ¢ gl (e il da
Diabetes: Sl £l (g sa € Ay g st Jab o
Are you currently taking, or have you Previous reaction to MRI/ CT contrast
recently taken any medication or drug? media
$gal ol clall £ Al 1a%e o Wil 28l el Ja Ol Aol daall Batal dAlbw () e A
Lakial) dai) [ puiliial)
Are you currently taking: Yes No Others:
Insulin ¢ g
Glucophage or metformin
(Orusiinall 5l ZlsSola )
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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
Lsadl e 5V yaai &l ol Ao g,al S delasy) 50
5 Cardiac pacemaker 21 Swan-Ganz or thermodilution catheter
Rl B ke lea Golal Cagdill 5 yaud
3 Implanted cardioverter defibrillator (ICD) 29 Medication patch (Nicotine, Nitroglycerine)
Rl By aydaii) 5 jeal Aol ) (Ol 5 i) o Sl ) Apadle il
4 Electronic implant or Ejevicge ) 23 Any metalﬁlic fragmen! or foreign body
pndl Ao 5 ) e il ) 1 3 g 4 Que pea ) e e g gl
5 Magnetically-activated implant or device 2 Tissue expander (e.g., breast)
Idlle Aanuhlina 58 Culd 5 jeal f Aol Al (S DGl Jass o) Al 0SS
Surgical staples, clips, or metallic sutures or
6 Neurostimulation system o5 wire mesh implant
Huac V) as U Al gl adaliall  cdpiseall Gl ClSus e 5
7 Spinal cord stimulator 26 Joint replacement (hip, knee, etc.)
Sl pladll s (A Ly A8 15 &) gl ) Jaalaall Jlagiad
8 Internal electrodes or wires 27 Bone/joint pin, screw, nail, wire, plate, etc.
3l yeS 5l Al L Al Ly 2 lls dlans jaabaa ol cJumiall f alaall Gl
9 Bone growth/bone fusion stimulator 28 IUD, diaphragm, or pessary
Cochlear, otologic, or other ear implant Dentures or partial plates
10 | W e la e o AV ALk 5 (391 a8 8 29 a5l ) ﬁ))“ j?gzj
e 5,54 PRl
*Tattoo or permanent makeup
) ) ) (If yes please sign patient consent in the
11 | 'msulin or other infusion pump - 30 | Presence of Tattoo or permanent make-up)
sl lacas (e la pe ol cpl sl Adcas ef"-\“ CL,*SASUi eﬁ)“*
o) ) o 48 gally ) BY) At oa o ety AaY) ClS 1] )
A LSl adi ) 35 g1 sl
12 Implanted drug infusion device 31 Body piercing jewelry
el gl el gl il Slea g 5 el Aie Lol i o) <l s
Hearing aid (Remove before entering MR scan
13 Any type of prosthesis (eye, penile, etc.) 32 room) ‘
(L 5 cpadl ) il e g 55 6l Gl A8 e Jas 8 L) ) pandl e Bae Ll & )
(cmesbabiaall
14 Heart valve prosthesis 33 Other implants, if any
eeliall Q) Jlea s o) 3 Al ke gl
15 Eyelid spring or wire 34 Seizures or motion disorder
Ol Gial Gl (s A all Gl ezl cly s
16 Artificial or prosthetic limb 35 Claustrophobia
Jelia slac i Cal bl KLY (e o)
) ) ) Note:
18 Shunt (spinal or intra ventricular)
(Okall Jals i S5l pladll ) cdly sal
19 Vascular access port and/or catheter
A gadl) Ao O Mia /3 yland
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Consent form to Perform the Procedure

andl) ol al Jo ARb gally i B)

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

O

I 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.

I 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.

b Al Gk gl ndliiall G ) aalaid) B LEIu) g
bl ¢ ) 48 Al Jeaal) g8 jludind ) 352 Ja

(g asaill 138 B oSle] Lgha gl ) e glaall Aoy B
Loy pgd o g gisalll 130 (o giaa i B 8 Ay By
e glaal) Jsa Jipall dua i) (A i) By Adancaly
G pask oads Lads gisadl 1 b Bag)

A e'ail.u é.ﬁ\ wkw‘

Ol dadaial)l dadl) Jee o 8 gay B
Jaiaal) cliclaall ALl 5 aa pa bl
sty Aldgn gl diuall ke) e Lgigaa
el e ol La MRS e dadlall slkY) slaely
dipall gaad PA clislas 4 dgaa Ju G

A8l

O

Signature of person completing Form:

Date / /

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

Nurse Name &Signature:

C.UA.\.“ dias,y {413 él“ gl ) @éﬂ

/ / G

Lag au) aalpall £l 31 aaf 73 gadll 138 Ay 28
(48

1 sl g dua yaallf s saal) ansl

X-RAY USE ONLY

CONTRAST ATTACHED CONTRAST VIAL LABEL PATIENTS WGT

EXPIRY DATE CREATININE

BATCH NO. eGFR

DOSE

CHECKED BY: NAME SIGN ANY YES | NO
NURSE CONTRAINDICATIONS

CHECKED BY: NAME SIGN PROCEED WITH YES | NO
RADIOLOGY INJECTION

TECHNICIAN

RADIOLOGIST NAME SIGN DATE TIME
DIRECTING
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