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MRI Safety Assessment  Does the patient have any of the following:

Pacemaker or ICD
Cochlear Implants
Cerebral Aneurysm Clips or Coils
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Brain Operation
Heart Operation
Prosthetic Heart Valve
Neorostimlulator/Biostimulator
Insulin/Chemotherapy Pump
Coronary Bypass Graft/ Vascular Stent
Any other metallic, magnetic or electronic implants?
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Retained Pacing Wires
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 YES	 NO
 YES	 NO 
 YES	 NO
 YES	 NO 
 YES	 NO
 YES	 NO 
 YES	 NO
 YES	 NO 
 YES	 NO
 YES	 NO 
 YES	 NO
 YES	 NO
 YES	 NO
 YES	 NO

 YES	 NO

 YES	 NO
 YES	 NO 

 YES	 NO

ED

  Patient has NONE of the risk factors

  Hx of Renal Disease   On Dialysis
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