
 
 

MRI History Form 

 
Patients Name____________________________________ DOB______________________ 
 
Account# _________________ Ordering Provider: ___________________ Date: ________ 
 
Exam Description____________________________________________________________ 
 
History/Diagnosis____________________________________________________________ 
                                
___________________________________________________________________________ 
 
History of Recent Trauma Y / N _________________________________________________ 
 
History of Cancer Y / N      Type: ______________     Year: ______________ 
 
Chemotherapy: Y / N          Radiation: Y / N 
 
List ALL Prior Surgeries with Dates: ______________________________________________ 
 
___________________________________________________________________________ 
 
___________________________________________________________________________ 
 
Any Pertinent Information for Radiologist: _______________________________________ 
 
___________________________________________________________________________ 
 
Creatinine: __________ GFR:__________ Date: ___________ 
 

 
Technologist Performing Exam: ____________________ 

 
IV Started By: ____________________ 
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