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MRI CHEST, ABDOMEN, PELVIS
PATIENT HISTORY AND SCREENING

Name:________________________________ Referring Physician: _____________________________

Please explain your present complaint or problem in detail__________________________________
_____________________________________________________________________________________

How long have you had this problem?____________________________________________________

Any previous injury or surgery to this area?  Yes   No

If yes, please explain ___________________________________________________________________

Do you have a history of cancer?  Yes   No

If yes, please explain ___________________________________________________________________
           When was it diagnosed?__________________________________________________________

Have you had any previous studies of the body part being scanned today?  q Yes   q No

If yes, type of study? ___________________________________________________________________
Where and when? _____________________________________________________________________

Do you have a history of renal or liver disease?  Yes   No

Are you on dialysis?  Yes   No

Are you a diabetic?  Yes   No

Are you on diabetes meds?  Yes   No

Do you have high blood pressure?  Yes   No

Are you on hypertension meds?  Yes   No
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