
NEXT GENERATION RADIOLOGY 
 

MAGNETIC RESONANCE IMAGING 
PATIENT INFORMATION SHEET 

 
 
Today’s Date_____________________________  Date of Birth_____________________________ 
 
Name___________________________________  Weight________________________________ 
 
FEMALE PATIENTS CHILDBEARING AGE:  LMP DATE______________________PREGNANT?_________ 
 
Have you ever had surgery other than dental?  If so, please explain________________________________________ 
 
______________________________________________________________________________________________ 
 
Have you ever worked in a machine shop or similar environment where you may have been subjected to metal slivers? 
_________________________________________________________________________________________________ 
 
The following items can interfere with MR Imaging and some can actually be hazardous to your health. 
 

Please circle if you have any of the following 
 

Cardiac pacemaker      Harrington Rod 
Brain clips       Bone or Joint pins 
Aortic clips       Prosthesis 
Carotid clips       Metal Mesh 
Neurostimulator (Tens-Unit)     Shrapnel 
Heart value       Wire sutures 
Insulin pump       Dentures 
Electrodes       Metal chips in the eyes 
Hearing Aids       Cochlear implants 
IUD        Shunts 
Fractured bones treated with rods, screws    Pessary 
Metal plates, nails      Joint replacements 
Tattoo Eye Liner                                                                             Nicotine Patch 
____________________________________________________________________________________________________ 
 

Please do not enter the scan room with the following items 
 

Glasses        Coins 
Removable Dental Work     Pocket Knife 
Hearing Aid       Metal Zipper 
Jewelry        Belt Buckle 
Watch        Shoes 
Wallet/Money Clip      Credit Card/Magnetic strip card 
Pens/Pencils       Hair pins/barrettes 
Safety Pins       Bra with under wire support 
 
Patient’s Signature________________________________________________ 
 
form 54 – MRI Sheet 



NEXT GENERATION RADIOLOGY 
  CONSENT FOR CONTRAST ENHANCED 

  MRI PROCEDURE 
 

 
Patient Name ___________________________________MRN#_________ 
 
Date:_________________________________________________________ 
 
Your doctor has scheduled for you an MRI examination that requires an injection of a contrast 
agent into your blood stream.  The contrast aids the Radiologist in the interpretation of your 
exam. 
 
The contrast media is given through a small needle placed into the vein.  Normally, contrast 
media is considered quite safe, however any injection carries slight risk of harm, to a nerve, 
artery, vein, infection, or reaction to the material being injected.  Most patients easily tolerate this 
contrast agent, and the rates of allergic reactions are very low.  However in some very rare cases 
the following adverse events occurred, nausea, headaches and dizziness. 
 
Patients with the following conditions should notify Next Generation Radiology of the following 
conditions: 
 

1. If you are pregnant or breast-feeding. 
2. Have diseases that affect red blood cells, or anemia. 
3. Have a history of  liver disease, or hemoglobinopathies. 
4. Do you have acute/chronic renal failure and/or are on dialysis? 

 ____yes or ___no 
 
If you believe you are in any of the above categories, please notify the staff. 
 
I hereby authorize Next Generation Radiology to use the contrast agent “Gadolinium” during 
my exam.  The use of this contrast agent is to enhance the imaging of my study. 
 
 
 
Patient Signature_________________________________________    Date__________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
form 33 - enhanced MRI 


