MRI INTERVIEW/SCREENING FORM

(to be filled out by patient and given to the technologist in the MRI)

Because of the presence of a magnetic field, tell us of any metallic objects that have been surgically implanted into your body. An accurate surgical and medical history is needed, therefore. Magnetically attracted objects being worn must be removed before entering the MRI suite. You may lock up your belongings. 

We would like to know if you have any of the items listed below. Please check the appropriate responses. 
 YES     …   NO            asd
                              
Cardiac Pacemaker

                              
Body Piercing

                              
Other known possible metal 

fragments in the head, eye or 




body (ex:  welders, machinists,

sheet metal workers)

                              
Neurostimulator (TENS unit)

                              
Other implanted electrodes, 
Pumps, or electronic devices

                              
Diabetic insulin pump

                              
Brain aneurysm clip (history
of brain surgery)

                              
Shunt

                              
Seizures

                              
Heart Bypass Surgery

                              
Heart Valve Surgery

                              
Cardiac Arrhythmias

                              
Other heart surgeries

                              
Abdominal aneurysm clip

                              
Other abdominal surgeries

                              
IUD

YES                   NO      sdf             

                              
Eye prosthesis

                              
Hearing aid

                              
Dentures

                              
Middle ear prosthesis

                              
Metal mesh

                              
Wire Sutures

                              
War injury or gunshot wound

                              
Known or possible pregnancy

                              
Penile Prosthesis

                              
Joint or limb replacement

                              
Fractured bones treated with 
metal rods, metal plates, pins, 





screws, nails or clips

                              
Harrington rods

                              
Prosthesis (ex: artificial limbs)

                              
Permanent eye liner

                              
Wig

                              
Make-up with metallic fragments

                              
History of Cancer

                              
Other: ____________________
I have read the above information and answered the preceding questions to the best of my knowledge. I hereby give my consent to have a Magnetic Resonance Image scan. Any questions I may have had were directed to my doctor or the mobile MRI staff.

Date: _______   Patient or Parent/Guardian Signature:_________________________

g                                                                                                                                                                                                         g      
MEDICAL LIEN

(Must be filled out in all car accident cases)

To:  Attorney/Law Firm

Attorney Name: ________________________________________________________________

Attorney Address: ______________________________   City_________________   State______   Zip____________

I, ___________________________________suffering injuries sustained in an accident which occurred on, _____/______/______, authorize and direct my attorney and/or insurance carrier to pay to, MDI, Inc./DI, Inc. any unpaid or denied portion(s) of the fees for medical services incurred directly or indirectly in connection with my case, from the first funds collected upon settlement or judgment of my case. This medical lien is not intended to release me from my obligation to pay for these fees in the event there is no settlement or judgment or if the settlement or judgment is insufficient. Further, I hereby authorize MDI, Inc./DI, Inc. to furnish you with a full report of my medical examination, diagnosis, treatment, prognosis, etc, including copies of all medical records you request in connection with the above mentioned accident.  

Dated: ______/______/________

X___________________________________              ____________________________






   Patient or Parent/Guardian Signature                   Print Patient’s Name

To:  Attorney

The undersigned, being the attorney of record for the above patient, does hereby agree to observe all the terms of the above and to withhold such sums from any settlement, judgment or verdict as may be necessary to adequately protect MDI, Inc./DI, Inc.
Dated: ______/______/________

X______________________________

 ______________________________   

               



   Attorney’s Signature



 Attorney’s Telephone #






