
MAGNETIC  RESONANCE (MR)  PROCEDURE  SCREENING  FORM  FOR  PATIENTS  
 

   Please Bring to your MRI Appointment at 2778 Webb Road, Wichita, KS 67226 ● 316-631-1600 

 

Today’s Date:____/____/_______        Chart #    

 

Name        Age:  Height: Weight:   

 

Date of Birth: ____/____/_______  Gender:  M   F  AOA Physician:     

 

Address:      Phone - home:       work:         cell:   

City:       State:     Zip:     

 

Body Part to be examined:       

Reason for MRI Symptoms: 

                

 

                

 

 

Patient History 
 

1. Have you had prior surgery on the area being scanned?       No    Yes 

If yes, please describe:        

 

2. Have you had any prior diagnostic imaging study  

(MRI, CT, Ultrasound, X-rays) of the body part being scanned today?   No    Yes 

 

 If yes, please list: Study    Date___/___/_____ Facility:    

    Study    Date___/___/_____ Facility:    

 

3.  Have you ever had an injury to the eyes involving a metallic object   No    Yes 

or fragment (metallic slivers, shavings, foreign body , etc)? 

 

4. Have you ever been injured by a metallic object or foreign body   No    Yes 

(bullet, BB, shrapnel, etc)?   

 If yes, please describe:        

 

5.  Do you weigh more than 440 pounds?        No    Yes 

 

For Female Patients: 

 

6. Are you pregnant, or is there a possibility of you being pregnant?     No    Yes 

 

7. Are you currently breastfeeding? (note esp if contrast study)   No    Yes 

 

Note:  See separate form if your MR procedure is a contrast study 



 


