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                                                              MRI Appointments   Tel: 01482 770190   Fax; 01482 770190

Inadequately completed forms will be returned
	Patient Details
	 MRI Patient Safety Checklist

	Full Name:__________________________________________________

Address:____________________________________________________

___________________________________________________________

 DOB: ______/_______/_______________           Male FORMCHECKBOX 
      Female  FORMCHECKBOX 
 
 NHS Number: ___________________________
Daytime Tel No : __________________________________________  
Patient Category:      NHS   FORMCHECKBOX 
       Medico legal   FORMCHECKBOX 
      Private FORMCHECKBOX 
 Insurer:   _____________________________________________
	MRI is contraindicated if patient has certain metal implants
Does the patient have:
A pacemaker                               No  FORMCHECKBOX 
  Yes FORMCHECKBOX 
  

A cerebral Aneurysm Clip          No  FORMCHECKBOX 
  Yes FORMCHECKBOX 
  
Eye/ear implants                         No  FORMCHECKBOX 
  Yes FORMCHECKBOX 
  Neurostimulators                        No  FORMCHECKBOX 
  Yes FORMCHECKBOX 
  

Metallic Foreign body in eye     No  FORMCHECKBOX 
   Yes FORMCHECKBOX 
  

Other metallic implants              No  FORMCHECKBOX 
   Yes FORMCHECKBOX 
  

If yes specify_________________________

Pregnant                                     No  FORMCHECKBOX 
  Yes FORMCHECKBOX 
  

Claustrophobia                           No  FORMCHECKBOX 
  Yes FORMCHECKBOX 
  

	IV Contrast Safety Checklist
	Cautions


	[image: image7.jpg]Allergies:           No  FORMCHECKBOX 
       Yes FORMCHECKBOX 
  specify……………………………
Renal Disease    No  FORMCHECKBOX 
       Yes FORMCHECKBOX 
     
 Diabetes            No  FORMCHECKBOX 
       Yes FORMCHECKBOX 
     
Breastfeeding :  No  FORMCHECKBOX 
        Yes FORMCHECKBOX 
     
	Mobility  Walking FORMCHECKBOX 
          Wheelchair FORMCHECKBOX 
       Trolley FORMCHECKBOX 

Infection risk  N   FORMCHECKBOX 
          Y  FORMCHECKBOX 

Other( specify) e.g. blind, deaf, impaired cognitive function __________________________________________________

	Referral Information

	Area(s) to be imaged: ………………………………………………………………………..
Reason for referral (including clinical examination, duration of symptoms & differential diagnosis) 

……………………………………………………………………………………………………………………………………………..

………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………

	Referrer Details:                        

	GP FORMCHECKBOX 
      Locum FORMCHECKBOX 
                     Other  FORMCHECKBOX 
               Consultant FORMCHECKBOX 

Name(BLOCK)_________________________________________________
Registration Number  ____________________________________
Address_______________________________________________________
Telephone______________________    Fax __________________________

PLEASE DISCUSS URGENT/COMPLEX CASES BEFORE submitting requests
REFERRER Signature: ………………………………………………… Date:  ……………………………………

	Dept Use Only

	Exam Approved: Yes FORMCHECKBOX 
  No  FORMCHECKBOX 
      Needs More Info  FORMCHECKBOX 

………………………………………………………

………………………………………………………

……………………………………………………….
	If approved, Protocol……………………………………………
Standard Sequences  FORMCHECKBOX 
    Other…………………………………………………………………
...………………………………………………………………………
Radiographer : ……………………………………..
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Creatinine ___________________


eGFR :     ___________________


Date taken  __________________








