
first name (please print)                                          middle initial

last name

street address

City, state                                                                           zip Code

home phone                                  Work phone

soCial seCurity number           Cell phone

employer                                      oCCupation

seX            marital status

birthdate                                                           age

relationship to

subsCriber               self         spouse         Child         other ____________________

name, address and phone of person not living With you, to ContaCt in Case of emergenCy

date_______________ referring physician_______________________________

patient subscriber’s name

insurance information

first name (please print)                                          middle initial

last name

street address

City, state                                                                           zip Code

home phone                                  Work phone

soCial seCurity number           Cell phone

employer                                      oCCupation

seX            marital status

birthdate                                                           age

primary insuranCe Co.

address

insuranCe i.d.#

subsCriber’s name

is inJury a result of Car aCCident? _________________________

(if yes, give name & address of auto

carrier in above spaces)

authorization to pay benefits to physiCian:

i hereby assign and authorize for direct payment for radiological and/or medical

benefits.  i understand i am financially responsible for charges not covered by

my insurance. signed                                                                           date

give a brief history of your illness:

is X-ray for Workmans Compensation?______________________

if yes, give date of inJury ___________________________________

seCondary insuranCe Co.

address

insuranCe i.d.#

subsCriber’s name

authorization to obtain mediCal reCords:

i hereby authorize Wichita radiological group to obtain any and all of my 

medical records. signed                                                                           date

aCknoledgement of reCeipt of of privaCy notiCe

i acknowledge that i have been offered/received a copy of the provider’s notice 

of privacy practices with the effective date of april 28, 2003.

___________________________ has permission to obtain my medical records. signed                                                                           date

authorization to release information:

i hereby authorize Wichita radiological group to release any information 

acquired in the course of my examination or treatment to my referring doctor

and/or insurance company. signed                                                                           date

a photostatiC Copy of this authorization shall be Considered as valid as the original
CW-106
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imaging center at cypress

Date____________________

Name:________________________________________________________ Height__________ Weight__________

Birth Date_____________________ Physician’s Name _________________________________________________

1. Have you ever had surgery or any similar invasive procedure? Yes c No c

If yes, please list:

Type:____________________________________________ Date: ____________________

Type:____________________________________________ Date: ____________________

2. Have you had previous studies related to today’s examination? Yes c No c

If yes, please list:

Body part Date Facility Location

MRI ________________________ ______________________ ________________________

CT/CAT Scan ________________________ ______________________ ________________________

X-ray ________________________ ______________________ ________________________

Ultrasound ________________________ ______________________ ________________________

Nuclear Medicine ________________________ ______________________ ________________________

3. Have you ever had metal removed from your eye? Yes c No c

4. If so, have you had an MRI since? Yes c No c

5. Are you pregnant or experiencing a late menstrual period?                        Yes c No c

6. Are you breast feeding?                  Yes c No c

7. Date of last menstrual period:__________________

8. Are you currently taking or have you recently taken any medication?              Yes c No c

If yes, please list: ____________________________________________________________________________

9. Do you have any drug allergies?                Yes c No c

If yes, please list: ____________________________________________________________________________

10. Have you ever had asthma, allergic reaction, respiratory disease, or other reaction to a contrast medium

or dye used for an MRI or CT examination?                  Yes c No c

If yes, please describe: ________________________________________________________________________

11. Have you ever been diagnosed with cancer?                Yes c No c

12. Do you have diabetes, kidney problems or high blood pressure?                Yes c No c

13. If yes to high blood pressure, is it controlled by medication?                Yes c No c

(Last Name) (First Name) (M.I.)
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Some of the following items may be hazardous to your safety and some can interfere with the MRI examination. 

Please check the correct answer for each of the following. Do you have any of the following:

c Yes c No Cardiac Pacemaker

c Yes c No Implanted cardiac defibrillator

c Yes c No Aneurysm clip(s)

c Yes c No Carotid artery vascular clamp

c Yes c No Neurostimulator

c Yes c No Insulin or infusion pump

c Yes c No Bone growth/fusion stimulator

c Yes c No Cochlear, otologic or ear implant

c Yes c No Any type of prosthesis (eye, penile, etc.)

c Yes c No Heart valve prosthesis

c Yes c No Artificial limb or joint

c Yes c No Intravascular stents, filters or coils

c Yes c No Shunt (spinal or intraventricular)

c Yes c No Vascular access port and/or catheter

c Yes c No Swan-ganz catheter

c Yes c No Any implant held in place by a magnet

c Yes c No Transdermal delivery system (Nitro)

c Yes c No IUD or diaphragm

c Yes c No Tattooed makeup (eyeliner, lips, etc.)

c Yes c No Body piercing(s)

c Yes c No Any metal fragments

c Yes c No Internal pacing wires

c Yes c No Aortic clip

c Yes c No Metal or wire mesh implants

c Yes c No Wire sutures or surgical staples

c Yes c No Metal rods in bones

c Yes c No Joint replacement _____________________

c Yes c No Bone/joint pin, screw, nail, wire, plate

c Yes c No Hearing aid  (Remove before MRI)

c Yes c No Dentures  (Remove before MRI)

c Yes c No other, please explain ___________________

____________________________________________________

Please mark on the figure below,

the location of any implant or metal 

inside of or on your body.

Before your MRI, please remove all

metallic objects including keys, hair pins, 

barrettes, jewelry, watch, safety pins,

paper clips, money clip, credit cards,

coins, pens, belt, metal buttons, pocket

knife & clothing with metal in the 

material.

NoTe: YoU ARe ReqUIReD To WeAR eARPLUgS & eARPHoNeS DURINg THe MRI eXAMINATIoN

____________________________________________________________________   Date __________________________

Form completed by:                Patient              Relative: ______________________________________________________
Name & relationship to patient

right Left

Signature of Person Completing Form
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