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MAI CANNDT BE PERFORMED UNLESS ALL 1TEMS ARE ANSWERED

PATIENT IDENTIFICATION

(PATIENT'S NAME

MED. REC. NO.

EIGHT AGE

PATIENT CRITEARIA

A ARE YOU PREGNANT? (DATE OF LMP:

) B.emeraency U ves U wo

PLEASE v~ CHECK

YES NO YES NO

ANEURYSM CLIPS

RENAL THANSPLANT CLIPS

INTRACRANIAL CLIPS

CORONARY ARTERY CLIPS

FOREIGN OBJECTS IN EYE

CARDIAC PACEMAKER / AICD / WIRES

METAL WORKER / WELDER / GRINOING

CARDIAC VALVE PROSTHESIS

TATTOO / PERMANENT EYE LINER

IMPLANTED CARDIAC DEFIBRILLATOR

SHRAPNEL, METALL!C SPUINTERS
DR OTHER FOREIGN BODIES

ARTIF. LIMB / GOINT PROSTHESIS

OFBITAL PROSTHESIS

NEURD !/ BIO-STIMULATOR

MIDDLE EAR PROSTHES!S

VENA CAVA FILTER

PRIOR SURGERY

IMPLANTED PUMP

GTHER VASCULAR CLIPS

ASTHMA

{PATIENT UNABLE TO COMPLETE)

M.D.

FILMS CLEARED fRADIOLOGIST ONLY}

O skue [ cHesTxray U ortuer

M.D.

MAME

| HAVE REVIEWED/EDUCATED THE PATIENT AND/OR REQUESTING PHYSICIAN CONCERNING THE ABOYE CRTERIA  |[PHYSICIAN NUMBER

MDANRT

SIENATURE

DATE

MOBNRT

| UNDERSTOOD AND CORRECTLY ANSWERED ALL OF THE ABOVE STATEMENTS DATE
JGNATURE OF PATIENT OR PERSON TO COMPLETE FOR PATIENT

FRINT MAME

RELATIONEHIP TO FATIEN

WHITE COPY - MEDICAL RECORDS

(4131

YELLOW - CHART COPY
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