MRI BRAIN NAME:

PATIENT HISTORY AND SCREENING REF. PHYSICIAN

AGE: BIRTHDATE

Please explain your present complaint or problem in detail

How long have you had this problem?

Please check all of the following symptoms you have:

____Pain Confusion Difficulty walking
____Fainting Depression Difficulty talking
_ Tremors Vision Problem Numbness R L
____Nausea Hearing Loss Weakness R L
Do you take medication for high blood pressure? Yes_  No__
Have you had the following:

Head injury? When? Lost consciousness

Head surgery? When and why?

Do you have a shunt?

Carotid artery surgery? When and where?

History of cancer? What kind?

Radiation therapy to the head?

Are you right handed ? Left handed?

Are you on dialysis? Do you have Sickle Cell?

Previous MRI or CT of your head? When and where?

right left right left
Numbness Weakness/
Paralysis

(please turn over)






