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    QUESTION RESPONSES 

  

Who called to schedule this appointment (provide name)?  

-Tip: Include a phone number and the practice or facility name when 

available. 

  

  

What is the patient's height (in inches)?  

-Tip: 4 feet is 48" / 5 feet is 60" / 6 feet is 72' 

  

  

What is the patient's weight (in pounds)?  

-Tip: It is recommended to schedule patients over 250 lbs. at Bronson 

Advanced Radiology Services, Bronson Lakeview Hospital, or Bronson 

Battle Creek. 

  

  What is the patient's age (in years)?  Yes or No 

  

Is the patient allergic or sensitive to MRI dye? 

-Tip: Some examples are Gadolinium and Multihance. 

No 

Yes 

  Is the patient claustrophobic? Yes or No 

  

Does the patient need sedation? No Sedation 

Mild Sedation 

  Has the patient had surgery in the scan area? Yes or No 

  Does the patient take medication for hypertension? Yes or No 

  Is the patient on Hemodialysis or Peritoneal Dialysis? Yes or No 

  

Does the patient have a powerport that (s)he wants accessed for this 

exam? 

No 

Yes 

  

Does the patient have: Diabetes? Cardiovascular Disease? History of 

Cancer? Multiple Myeloma? 

No 

Diabetes 

Cardiovas Disease 

History of Cancer 

Multiple Myeloma 

  

Sub-question if HISTORY OF CANCER is selected above: 

Has the patient ever had radiation to the brain? 

No 

Yes 

  

Does the patient have: One Functioning Kidney? Renal Insufficiency? 

Transplanted Kidney? 

No 

One Function Kidney 

Renal Insufficiency 

Transplanted Kidney 

  

Does the patient have: Body Piercings? Metal Appliance in the Body? 

Other Metal in the Body? 

No 

Body Piercings 

Metal Appliance 

Other Metal 
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Sub-question if BODY PIERCINGS, METAL APPLIANCE, or OTHER 

METAL is selected above:  

Where in the body is the metal? 

  

  

Has the patient had: Cataract Implants? Orbital Injury with Metal? 

Retinal Detachment? 

-Tip: If there has been an eye injury with metal, an orbital x-ray may be 

needed. 

No 

Cataract Implants 

Orbital Metal Injury 

Retinal Detachment 

  

Sub-question if CATARACT IMPLANTS, ORBITAL METAL INJURY, or 

RETINAL DETACHMENT is selected above: 

When did the cataract implant, orbital injury, or retinal detachment take 

place? 

-Tip: Please list full date if available. 

  

  Does the patient have a pacemaker?  Yes or No 

  

Sub-questions if YES is selected above: 

What year was the pacemaker placed? 

-Tip: Please list full date if available. 

  

  Where the pacemaker was placed (facility)?    

  

Does the patient have a: Aneurysm Clip? Coil? Stent? No 

Aneurysm Clip 

Coil 

Stent 

  

Sub-questions if ANEURYSM CLIP, COIL, or STENT is selected above: 

What year was the aneurysm clip, coil, or stent placed?  

-Tip: Please list full date if available. 

  

  Where the aneurysm clip, coil, or stent was placed (facility)?    

  

Does the patient have implanted: Bio/Neurostimulators? Electronic 

Device? Infusion Pump? Inner Ear Implant? 

No 

Bio/Neurostimulators 

Electronic Device 

Infusion Pump 

Inner Ear Implant 

  

Sub-questions if BIO/NEUROSTIMULATORS, ELECTRONIC 

DEVICES, INFUSION PUMP, or INNER EAR IMPLANT is selected 

above:  

Where in the body is the device implanted? 

  

  

What year was the device implanted?  

Tip: Please list full date if available. 

  

  Where the device was implanted (facility)?    

  Does the patient have any other implants (not listed above)? Yes or No 

  

Sub-questions if YES is selected above: 

Where in the body is the device implanted? 

  

  

What year was the device implanted?  

Tip: Please list full date if available. 

  

  
Where the device was implanted (facility)?    


