MRI PELVIS HISTORY FORM
Name:_______________________________
Date: _________________
1. What is the MAIN REASON for this exam? ________________________________________
2. Have you had a CT or MRI of the same area before?
NO
YES - where and when? ____________________________________________________
3. Do you have pelvic pain?
YES
NO If yes, please describe the pain, the location, and
the length of time it has been present. ___________________________________________ __
____________________________________________________________________________
4. Are the symptoms due to an injury?
YES
NO If yes, please give a brief description and
approximate date. ______________________________________________________________
_____________________________________________________________________________
5. If you are a female, describe any current symptoms or significant past history related to your
uterus or ovaries. _______________________________________________________________
____________________________________________________________________________
6. Has your hip ever dislocated?

YES

NO If yes, which hip and when? ______________

7. Have you had PELVIC SURGERY?
YES
NO If yes, what surgery and when?
______________________________________________________________________________
8. Have you had any hip injection for the treatment of pain?
YES
NO
If yes, approximately how long ago? ________________________________________________
9. Do you have any known cancer?
YES
NO
If yes, what type, when was it diagnosed?
_____________________________________________
YES
NO
Have you ever had radiation treatment that included your PELVIS?
Do you or your doctor currently feel a pelvic mass? If yes, where?
____________________________________________________________________________
____________________________________________________________________________
10. Circle any of the following that apply to you?
Diabetes

Prednisone Use

Smoking

Heart or Artery Disease

Gout

Rheumatoid Arthritis

Osteoarthritis

Bone Infection

Bone Infarctions

Reiter’s Disease

Osteoporosis

Ankylosing Spondylitis

Erosive Osteoarthritis
Arterial Vascular Necrosis
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Psoriasis

Date: __________

MRI SCREENING FORM
Name: ___________________________________________Date of Birth: __________Height: ______Weight:______
WARNING: Certain implants, devices, or objects may be hazardous to you and/or may interfere with the MR procedure (i.e., MRI, MR
angiography, functional MRI, MR spectroscopy). Do not enter the MR system room or MR environment if you have any question or concern
regarding an implant, device, or object. Consult the MRI Technologist or Radiologist BEFORE entering the MR system room. The MR system
magnet is ALWAYS on.

Please indicate if you have any of the following:

Yes

No
Cardiac Pacemaker
Implanted Defibrillator
Aneurysm Clip
Tissue Expander (e.g., breast)
Neurostimulation device
Spinal Cord Stimulator
Internal Electrodes or Wires
Bone Growth/Bone Fusion Stimulator
Cochlear, Otologic, or Other Ear Implant
Swan‐Ganz or Thermodilution Catheter
A Colonoscopy or Endoscopy Clip Placed in the last 10 days
Pregnant

If you checked “YES” to any of the above items, STOP and contact the ordering physician, clerk, nurse or MRI technologist.

Hearing aid (remove before entering MRI area)
Artificial or Prosthetic Limb
Tattoo or Permanent Makeup
Medication Patch (Nicotine, Nitroglycerin, etc. These may need to be removed)
Any Metallic Fragment, Foreign Body or Shrapnel. If yes, where in the body? __________________
Insulin or Other Medication Infusion Pump
Diabetic
Impaired Kidney Function
Loop Recorder
MRI IV Contrast Reaction
MRI exams take approximately 40 minutes for each area being evaluated. Remove watches, hairpins, and all pocket items including wallets and credit cards.
Please leave these items at home or with family members. A locker will be provided, but we will not be responsible for lost or misplaced items. To protect your
hearing during the exam you will be given ear protection prior to imaging.

Patient Signature: ____________________________________Clerical Initials: ______Technologist Review: ______
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