
								                                                               Date ______/______/______

Name __________________________________________________________ D.O.B. _______________ Weight _________ lbs.

What symptoms or complaints brought you here today? ___________________________________________________________

Are you taking any medications? (Including NSAID’s Antibiotics, Meds for Arthritis)     q  Yes  q No      

List current medications:____________________________________________________________________________________

Are you allergic to any foods or medications? 				        q  Yes  q No

    If yes, please list ________________________________________________________________________________________

Have you ever had x-ray contrast dye? (Kidney dye or CT dye)	 q  Yes  q No             Reaction?	    q  Yes  q No 

What kind of reaction? ______________________________________________________________________________

Have you ever had MRI contrast dye? 				    q  Yes  q No	          Reaction? 	    q  Yes  q No 

    What kind of reaction? ____________________________________________________________________________

MEDICAL HISTORY:

Check if you have any of the following:

 q Lung Problems		  q High Blood Pressure	 q Liver Disease	  q Other Medical Problems

 q Asthma		               q Diabetes 			   q Weight Loss	     	     

 q Kidney Problems	 q Sickle Cell Disease	 	 q Previous Head Injury

 q Multiple Myeloma	 q Heart/Cardiac Problems / Explain: ______________________________________________	              	

    q Seizures		          	 q Smoking History  ______years smoked  ______ ppd ______ quit year	     

    q Cancer ? (List types) ____________________________

	 Chemotherapy	           q  Yes  q No	 Date last chemo     _____/_____/_____

	 Radiation Therapy       q  Yes  q No	 Date last radiation  _____/_____/_____

 q None of the above

PREVIOUS SURGERY:

Type: ______________________ Date:_____/_____/_____	

Type: ______________________ Date:_____/_____/_____	

Type: ______________________ Date:_____/_____/_____

FOR FEMALE PATIENTS:

Please give the approximate date of your last menstrual period _____/_____/_____

Is there a possibility you could be pregnant ? 		  q  Yes  q No

Are you currently nursing a child or breast feeding ? 	 q  Yes  q No

OFFICE USE ONLY:

Contrast and Amount ___________________________Time of inject ___________Tech. Signature ________________________

Summit Diagnostic Imaging
MRI/CT MEDICAL HISTORY 

(Please Print)



NOTE: You may be advised or required to wear earplugs or other hearing protection during
the MR procedure to prevent possible problems or hazards related to acoustic noise.

I attest that the above information is correct to the best of my knowledge. I read and understand the contents of this form and had the
opportunity to ask questions regarding the information on this form and regarding the MR procedure that I am about to undergo.

Signature of Person Completing Form:_______________________________________________________ Date ______/______/______

Form Completed By:     Patient       Relative       Nurse

Print Name ________________________________________________ Relationship to Patient ____________________________________

Form Information Reviewed By:__________________________________________  __________________________________________

 MRI Technologist       Nurse       Radiologist       Other __________________________________________________ SDI-0550/SDF,I.

Signature

Print Name Signature

REV.5/2017

NOTE: You may be advised or required to wear earplugs or other hearing protection during
the MR procedure to prevent possible problems or hazards related to acoustic noise.

I attest that the above information is correct to the best of my knowledge. I read and understand the contents of this form and had the
opportunity to ask questions regarding the information on this form and regarding the MR procedure that I am about to undergo.

Signature of Person Completing Form:_______________________________________________________ Date ______/______/______

Form Completed By:     Patient       Relative       Nurse

Print Name ________________________________________________ Relationship to Patient ____________________________________

Form Information Reviewed By:__________________________________________  __________________________________________

 MRI Technologist       Nurse       Radiologist       Other __________________________________________________ SDI-0550/SDF,I.

Signature

Print Name Signature

q  Yes  q  No         Do you wear contact lenses?
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