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Relevant Clinical History and Clinical Question

(Radiology use ONLY)

MRI Safety Declaration

Failure to complete this section will result in the request being

returned.
Contact MRI if any of the following apply:

Valve? If Yes: please state the make and
model.

[l

Does the patient have a cardiac YES NO
pacemaker? [] []
Does the patient have a prosthetic Heart YES NO

Booking Information
(Radiology use ONLY)

Routine [_]

Urgent [ ]

pregnant?

[l

Does the patient have any intra-cranial YES NO
vessel clips/coils? [] []
Does the patient have a history of metallic | YES NO
intra-ocular foreign bodies? [] []
Is there any risk the patient may be YES NO

[

IF CONTRAST EXAMINATION REQUIRED:
The patient must have had a Renal Function
blood test
Creatinine level and date:

For any MRI related questions please call 01942 82 2909
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