\ : MRI Exam Registration Form
PACIFIC MEDICAL N RN AR

Imaging & Oncology Center

Please fill out this form and answer all the questions (FFH %38 &4 3 BZ 5L B &)

Patient Name (Z®&):

D.O.B. (& BH): MRN:

Age (51#):

Sexx. M F Date of Exam (A2 H 1)
#h: 8 &

Do you have any history of (fRE 2 8 LA T HIHEHE)?

Yes (8) | No (2%)

(Check the spaces under "Yes" or "No". SE"H"R"EH" WK AE V)

Pacemaker (Absolute contraindication for MRI exam) {0EFERE (EH T E/ERSE)

Aneurysm clips in head (Absolute contraindication for MRI exam)
BRIk (BHTEERS)

Implanted medical devices eg. For pain A BREE

Other surgical clips Eth 5} F #73k

Metal worker (weld, grind, etc.) Bt £ MER

Metal orthopedic devices & B &R E e E

Dental applicance or dentures #5F

Pregnancy #Z

Hair-pins or eye make-up %3¢ iR ZB1 LAk

IUD or other implanted metal FE R\ HiEA B

| do hereby authorize Pacific Medical Imaging and Onoclogy Center to perform an MRI (magnetic-
resonance imaging) upon me for diagnostic purposes as ordered by my physician.

Signed (#8): Date (H3):

Witness (R A): Date (H Hi):

Clinical History (5 5£):

MRI - Type of Exam:  Brain IAC ™J Head and Neck C -Spine
Upper T-Spine Lower T-Spine L-Spine Chest
Abdomen Pelvis Kidney
(Left Right Both) Shoulder Knee Ankle Foot Elbow
Other(s):

MRA - Type of Exam:

Brain Neck Carotids Chest Abdomen = Pelvis Legs

Have you had previous exams done related to today's exam? Yes No

REREEIBHAES ANREFRNRE? ] RrE

Where? When?

FEME? A2

Exam Type (RZ=HR): CT (BER#H) MRI (5 1 £ IRTB )
Ultrasound (8 &5 1% #) X-ray (X R

Nuclear Medicine (1% +E28)



