ADVANCED MRI AND IMAGING

2821 US HWY 27 North ¢ Sebring, FL 33870
Phone: (863) 385-8000 * Fax: (863) 383-8002

Diagnostic Study Registration Form(MRI ) (Page 1 0f4)
Paticnt Name Darc
Date of Birth Age Weight [Teight Sex: _ Male Female

HOME ADDRESS

MAILING ADDRESS

PRIMARY CARE PHYSICIAN

Patient Home Ph Patient Cell Phone Email

Have you had any previous X-Rays, MRIs, CT's, DEXA or Ultrasounds? Yes No
If ves: What When Where

Have you ever smoked? If ves for how long? How many packs a day? If you

are an ex-smoker, how long ago did you quit?

Cancer Yes No

If yes: What type Body Part

Radiarion therapy: Yes No Chemotherapy: Yes__No
Are you pregnant? Yes No

Date of last menstrual period:




ADVANCED MRI AND IMAGING

2821 US HWY 27 North » Sebring, FL 33870
Phone: (863) 385-8000 « Fax: (863) 385-8002

ATTENTION MR PATIENTS AND ACCOMPANYING FAMILY MEMBERS (Pg 2 of 4)
The MR room contains a very strong magnet. Before you are allowed to enter, we must know if you
have any metal in your body. MRI cannot be petformed if Yes is answeted to the following SIX

Questions. Please read completely and check those that apply.

PACEMAKER, defibrillator ;wires , epicardial leads Yes / No
Brain/aneurysm clip Yes/ No
Tissue expander for futute implants e.g Breast. 1Yes / "No
Retained Small Bowel Fndoscopy Capsule 2Yes / _ No
Triggerfish contact lens ~Yes/ No
Linx reflux management devise for GERD " Yes / "No
Penileprosthesis{ Duraphase and Omniphase are CI} “Yes / "No

Please Indicate If You Have Any Of The Following Items In Your Body:

Ear implant or HEARING AID (must be removed prior to MRI} “Yes / " No
Infusion pump, or medication pump of any kind ~Yes / _No
Do you have claustrophobia (fear of enclosed spaces)? " Yes/ _No
Eye implant or eyelid implant " Yes / " No
Electrical stimulator for nerves or bone, spinal cord " Yes /_ No
Magnetic implant {anywhere in the body) " Yes /7 No
Skin patch for medication " Yes /  No
Coll, filter, Stent or wire in a blood vessel “Yes / " No
Artificial imb or joint " Yes / No
Eyelid tattoo , body piercings "Yes /" No
Implanted catheter or tube _Yes / _No
Artificial heart valve, cardiac stents " Yes/ No
Shunt spinal or intraventticular “Yes/ No
False teeth, retainers, ot magnetic braces, dentures - Yes/ No
Surgical clips, staples, wires, mesh, or sutures Yes / No
Recent surgery (in the last 6-8 weeks) “Yes/ No
Intrauterine device 1UD) ~Yes/ No
Orthopaedic hardware (plates, screws, pins, rods, wires) —Yes/  No
Bullets, BBs or pellets “Yes/ No
Metal shrapnel or fragments "Yes / No
Have you ever been a machinist, welder or metal worker? “Yes / No
Have you ever been hit in the face or eye with a piece of metal “Yes/ No
(including shavings, slivers, bullets or BBs)?

Have you ever had a piece of metal removed from your eye? ~Yes / _No

The normal function of the MR unit generates electrical currents which may create a sensation of warmth,
either in the sides of the imaging unit or in the surrounding coil. If you experience any focal warmth that
leads to discomfort, please notify the technologist immediately.

I atlest that the answers 1 have provided to questions on this form are corvect to the best of my kenowledge. 1 have read and
understand the entive contents of this form and have had the opportunity to ask questions rgarding the information on this Jorm,
1 understand that it is my responsibility to inform the office of any metal and/ or any devices that may be in my body, be failing fo
do so may cause serious bodily injury or be life-threatening. 1 agree that should T have any metal in my body and afier
consuliation with a physician, elected 1o proceed with the MRI, I agree to release advanced MRI and Imaging from any and Al
liability for any injury,

Patient or Legal Representative Signature: Date:




ADVARCED MEI AND iNIAGING
2821 US HWY 27 North Sebrirg, Fl 33870

Phone: {253} 385-8000 Fax: (863) 385-8002

By signing this form, you are granting consent to Advanced MRI and Imaging to
use and disclose your protected health information for the purpose of treatment
,payment, and health care operations as well as any ordered testing or imaging.

Qur notice of privacy practices provides more detailed information about how we
may use and disclose this protected health information. You have a legal right to
review our notice of privacy practices before you sign this consent.

Our notice of privacy practices is subject to change. If we change our notice , you
may obtain a copy of the revised notice from our office.

You have the right to request us to restrict how we use and disclose your
protected health information for the purpose of treatment, payment, or health
care operations. We are not required by law to grant your request. However , if
we do decide to grant your request, we are bound by our agreement.

You have the right to revoke this consent in writing , except to the extent we

already have used or disclosed your protected health information in reliance on
your original consent.

tati:m Name | Piease Slin }

{Date)




ADVANCED MRI AND IMAGING

| 2821 US HWY 27 Nosth » Sebeing, FL 35870
Phone: (363) 385-9000 » Fxcx: (363) 385-8002

| suthorize the physidan/staff of Advanced MRI and Imaging 1o send artificial, prerecorded, or
automated calls and text messages and to release/ieave medical information, with the following (please
check appiicable):
—e—— SPOUSE
—— ____ Signifiant other ,
Family Member (name: }

—— . Answering Machine

Send artificial, prerecorded, or automated calls and test messages.

i understand snd acknowipdge that should | need to change how | receive my madical

.. Information or messages that it will be necessary to notify my provider/office to those
changes.

Wofq:ﬁm(dmm&normhnr) . Date




ADVANCED MRI AND IMAGING

2821 US HWY 27 North * Sebring, FL 33870
Phone: (863) 385-8000 » Fax: (863) 385-8002

Advance MRI & Imaging is commifted fo the health and safety of all our patients, visitors

~d team members. We are conducting screening for COVID-18. If you answer yes ic
ny of the questions below, you will be given further instructions.

AV I Y]

We now require gll patienis to be wearing a mask at all times during your visit {o the
center.

i. Dec you currently have a cough, fever, shortness of breath or difficulity
bresthing? YES / NO

2. Have you travelled outside highlands county within the past 14 days?
YES / NO

w

. ¥ ves where?

4, Have you had close contact with someone with known or suspected COVID-
1S in the iast 14 days? YES / NC

ut

Have you been tested for COVID-1'9 within the past 14 days? YES / NO

if YES: When What were the results?

Patlent signature



