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Date: ______________________________

Patient Name:____________________________      Height:______________Weight: ______________
Metal in Body? Yes No If Yes, where?  (

) (

) (

)____________________________________________
Body Piercing? Yes No If Yes, where?  (

)_____________________________________________
Claustrophobic? Yes No If Yes, type of sedation needed: PO IM CRNA (

) (

) (

) (

) (

)
Heart Valve / Stent Implant? Yes No If Yes, when placed (

) (

)______________________________

Implantable Pump (Mso4, Insulin, Etc.)? Yes No (

) (

)
Eye / Ear Implants? Yes No Cancer Treatment? Yes No (

) (

) (

) (

)
Diabetic? Yes No Kidney Disease? Yes No (

) (

) (

) (

)
Aneurysm Clips? Yes No Pacemaker? Yes No (

) (

) (

) (

)
Renal Disease? Yes No (

) (

)

Allergies to the following:
Dye Seafood Iodine (

) (

) (

)

Do you take any of the following medications?
Glucophage Coumadin Heparin Plavix (

) (

) (

) (

)               Pradaxa

Do you have any latex allergies? Yes No If Yes, type of reaction  (

) (

)_________________________


 (
Hemorrhoids
) (
Heart
)Place an X beside any operations you have had and list the year of the surgery:
Tonsils Intestine C-Section   (

) (

) (

) (

) (

)[image: ]
Year __________ Year __________ Year __________ Year __________ Year ____________

Gall bladder Thyroid Prostate Arms Any Hernia Repair (

) (

) (

) (

) (

)
Year __________ Year __________ Year __________ Year __________ Year ____________

Stomach Bladder Ulcer Eye Lumbar Spine (

) (

) (

) (

) (

)
Year __________ Year __________ Year __________ Year __________ Year ____________
											    Dr.  ____________
Appendix Cataract Orthopedic Kidney Cervical Spine (

) (

) (

) (

) (

)
Year __________ Year __________ Year __________ Year __________ Year ____________
											    Dr.   ___________
Brain Hands Carpal Tunnel Hysterectomy Thoracic Spine (

) (

) (

) (

) (

)
Year ____________Year __________ Year __________ Year __________ Year _____________
Dr. ____________									    Dr. ____________
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List any other surgeries not listed above: ____________________________________________________
____________________________________________________________________________________


Have YOU ever been ill or diagnosed with _________? (place an X next to all that apply) (

)
Heart Pneumonia Migraine Headaches Nervous Breakdown (

) (

) (

)
Cancer Arthritis Meningitis Kidney/Bladder Disorder (

) (

) (

) (

)
Anemia Emphysema Bleeding Disorder Intestinal Disorder (

) (

) (

) (

)
Diabetes Tuberculosis Stomach Disorder High Blood Pressure (

) (

) (

) (

)
Hepatitis Asthma Seizures/Epilepsy Gout (

) (

) (

) (

)
Stroke Ulcer Immune Deficiency Syndrome Tumor (

) (

) (

) (

)
Other ______________________ (

)

Has anyone in your family (children, aunts, uncles, grandparents, father, mother, brothers,
sisters, etc.) had any one of the following? (place an X next to all that apply)
Diabetes High Blood Pressure Tuberculosis Ulcer (

) (

) (

) (

)
Cancer Heart Disease/Attack Kidney Disease Stomach or colon trouble (

) (

) (

) (

)
Gout Mental Illness Arthritis Migraine Headaches (

) (

) (

) (

)
Other ______________________ (

)

List any medications currently taken including over-the-counter / herbal / diet
supplements, aspirin or aspirin products and non-steroidal anti-inflammatories:
1. 	11. _____________________________         
2.	       12.______________________________
3.	13.______________________________
4.	14.______________________________
5.	15.______________________________
6.	16.______________________________
7.	17.______________________________
8.	18.______________________________
9.	19.______________________________
10.	      20._____________________________

Please list any medications you are allergic to and type of reaction:
1. ________________ Reaction: _____________  4. ________________ Reaction:________________
2. ________________ Reaction: _____________  5. ________________ Reaction:________________
3. ________________ Reaction: _____________  6. ________________ Reaction: ________________
Are you right handed or left-handed? 
Do you smoke? Yes No How much per day?_______________Time of last cigarette  (

) (

)__________
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Use cursor to fill in the form below.
Print, sign, and bring to your appointment.
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