
 HOAG  MEMORIAL  HOSPITAL  PRESBYTERIAN 
   

MRI OUTPATIENT QUESTIONNAIRE 
 

Patient Name: ______________________________________ 
 

Briefly describe the symptoms you are having that prompted your physician to order this scan: 
_______________________________________________________________________________________________
_______________________________________________________________________________________________ 
 

How long have you had those symptoms?    # Days: ______   # Weeks: ______   # Months: ______   # Years: _______ 
Has the area that we are scanning today been subjected to injury?  Yes  No    If Yes, how long ago: ________ 
Have you ever had surgery on the area that is being scanned?  Yes  No 
 If yes, please describe when and what type: __________________________________________________________ 
Have you ever been diagnosed (past or present) with any of the following? (please check) 

 Cancer  Tuberculosis  AIDS  Hepatitis  Other infectious disease: __________________ 
 

Have you had any of the below symptoms over the past month? (please check) 
 Fever  Night sweats  Fatigue  Unintentional weight loss  Loss of appetite  

  

Briefly describe your past medical history: ______________________________________________________________ 
________________________________________________________________________________________________ 
 
Complete only those questions below which relate to the type of MRI scan you are having. 

 BODY:  BRAIN:  FEMALE PELVIS: 
 Difficulty swallowing 
 Nausea/Vomiting 
 Abdominal pain 
 Difficulty urinating 
 Diarrhea 
 Constipation 
 Bloody stools 
 Bloody urine 

 Headaches 
 Seizures 
 Weakness 
 Trouble walking 
 Trouble talking 
 Trouble thinking 
 Dizziness 
 Speech problems 
 Hearing problems:   Right   Left 
 Visual problems:  Right   Left 

 Irregular menstruation 
 Painful menstrual cycles 
 Painful intercourse 

 
Have you had a hysterectomy?  

 Yes  No 
 
Do you still have your ovaries? 

 Yes  No 
 

 ARMS/LEGS:  CHEST:  TMJ: 
 Locking 
 Clicking 
 Giving away 
 Swelling 
 Pain 

 Difficulty breathing 
 Pain 
 Tightness in chest 
 Moist cough 
 Dry cough 

 

 Clicking 
 Locking 
 Popping 
 Swelling 
 Difficulty opening jaw 
 Pain:   Right    Left 

 NECK (Soft Tissue):  SPINE: CERVICAL/THORACIC/LUMBAR: 
 Mass/Lump present 
 Difficulty swallowing 
 Difficulty talking 
 Pain 
 Sore throat 

 Weakness in:  Right Arm  Left Arm  Right Leg  Left Leg 
 Pain in:  Right Arm  Left Arm  Right Leg  Left Leg 
 Numbness in:  Right Arm  Left Arm  Right Leg  Left Leg 
 Back Pain:  Upper  Mid  Low 
 Pain Quality:  Dull   Sharp  Both 
 Neck Pain:  Dull   Sharp  Both 
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 HOAG  MEMORIAL  HOSPITAL  PRESBYTERIAN 
   

SAFETY CHECKLIST FOR OUTPATIENT MAGNETIC RESONANCE IMAGING 
 

  Patient Name: ____________________________________ 
 

Aneurysm clips 
Intracranial Bypass Clips 
Renal Transplant Clips 
Middle Ear Prosthesis (metal) 
Any type of Prosthesis (eye, penile, 
cardiac, etc) 
Cardiac Pacemaker 
Renal Failure Dialysis 
Neurostimulator 
Biostimulator 
Dentures or Partial Plates 
Implanted Insulin or other Infusion Pumps 
Orthopedic Devices (Pins, Wires, Rods, 
Plates or Screws) 
Artificial Limb 
Worked with sheet metal or any 
machinery that produces metal shavings 
(i.e. drills, grinder, etc.) 
Internal Defibrillator 
Bullet, Shrapnel, Birdshot 
Respiratory Problems (not able to lie flat) 

 Yes 
 Yes 
 Yes 
 Yes 
 Yes 

 
 Yes 
 Yes 
 Yes 
 Yes 
 Yes 
 Yes 
 Yes 

  
 Yes 
 Yes 

 
 

 Yes 
 Yes 
 Yes 

 No 
 No 
 No 
 No 
 No 

 
 No 
 No 
 No 
 No 
 No 
 No 
 No 

 
 No 
 No 

 
 

 No 
 No 
 No 

Metal Stent, Filter, or Coil 
Vascular Access Port and/or Catheter 
Tremors (can not lie still) 
Claustrophobia 
Surgical Staples, Clips or Metallic 
Sutures 
Medication Patch (Nitroglycerin, 
Nicotine, etc.) 
Hearing Aid (remove before entering 
MR scan room) 
Tattoo or Permanent Makeup, Body 
Piercing or Jewelry 
Pain (not able to lie still/flat for long 
periods) 
Current weight of the patient is at or 
over 275 lbs. 
 
FOR FEMALES ONLY: 
Post menopause 
Could you possibly be pregnant? 
Are you currently breast feeding? 

 Yes 
 Yes 
 Yes 
 Yes 
 Yes 

 
 Yes 

 
 Yes 

 
 Yes 

 
 Yes 

 
 Yes 

 
 
 

 Yes 
 Yes 
 Yes 

 No 
 No 
 No 
 No 
 No 

 
 No 

 
 No 

 
 No 

 
 No 

 
 No 

 
 
 

 No 
 No 
 No 

 
  

 __ lb.  Height: ___________  Weight: _________     

Please shade the area that hurts: 
 FRONT  BACK 

Rt.                   Lt. 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Lt.                   Rt. 

 

Your signature denotes that all information given is true and correct.  Questions not answered truthfully can place 
yourself or others in risk for injury.  NOTE:  Do not sign until all your questions/concerns have been answered. 
 

 MRI Time Out completed before entering Zone 4 per hospital policy. 
 
_____________________________ ____________   _________ A.M./P.M. 
[Patient/Parent/Conservator/Guardian] [Date] [Time]   
 

______________________________ __________________________       ____________     _________A.M./P.M. 
[If signed by other than patient, indicate relationship]   [Reviewed by]   [Date]  [Time] 
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