Cornell Magnetic Resonance Imaging Facility
MRI Safety Questionnaire for Visitors*
Date / / Name Age

month  day  year Last First Middle Initial
Email Phone Number Gender

Please read the following questions carefully. It is very important for us to know if you have any
:’ j metal devices or parts anywhere in or on your body. Certain implants, devices, or objects may be
! hazardous to you and/or may interfere with the MR environment. If you do not understand a
question, please ask us to explain.
Do not enter the MR system room or MR environment if you have any questions or concerns regarding an
implant, device, or object. Consult the MRI Technologist or Researcher BEFORE entering the MR system
room. The MR system magnet is ALWAYS on.
Remove ALL METALLIC OBJECTS before entering the MR environment, including hearing aids,
dentures, partial plates, belts/buckles, keys, beeper, wallet/money clips, cell phone, eyeglasses, colored contact
lenses, hairpins/barrettes/safety pins, jewelry/piercings, wigs/hairpiece/extensions, watch, underwire bra, pocket
knife, radio relays, or stethoscopes. Also remove EVERYTHING from your pockets, especially metal (e.g.,
coins, clips, pens/pencils, pins) and magnetic strip cards (e.g., credit cards, bank cards, bus cards, store cards).
*NOTE: If you are a participant or researcher preparing to enter the magnet room, you are required to
fill out a different form.

Yes [ ] No [] Do youread and understand English?

Yes [ 1 No [ Have you ever had surgery (so we know if you may have an implant or device)?
If yes (you have had surgery): Have you had an MRI examination since your last surgery?
Yes [] No[]

Yes [ ] No [[] Is there any possibility that you might be pregnant? (for FEMALE)

Please indicate if you have any of the following IN YOUR BODY:
Yes [] No []  Past injury to the eye involving a metallic object or fragment
Yes [ ] o [ ] Pastinjury from shrapnel, bullets or metal
Yes [ ] o [ ] Any metallic fragment or foreign body

Please 1nd1cate if you currently have any of the following IMPLANTS, DEVICES or PROSTHESES:

Yes [ ] o [] Aneurysm clip(s) from brain surgery

Yes [ ] No [] Cardiac pacemaker

Yes |:| No |:| Implanted heart defibrillator or prosthetic heart valve

Yes [ ] No [] Electronic implant or device

Yes [] No [[] Magnetically-activated implant or device

Yes [ 1 No [[] Neurostimulation system (nerve stimulators also called TENS or “wires”)
Yes |:| No |:| Spinal cord stimulator

Yes |:| No |:| Cochlear or other ear implant

Yes |:| No |:| Insulin or other infusion pump

Yes [] No [[] Implanted medication delivery device

Yes [ 1 No [] Any type of prosthesis (eye, penile, etc.)

Yes |:| No |:| Artificial or prosthetic limb

Yes |:| No |:| Any external or internal metallic object

Yes [ ] No [] Hearing aid

Yes [ ] No [[] Do youhave any other implants or devices in your body that are not listed?

If yes, describe:

I agree that the above information is correct to the best of my knowledge. I have read and understand the entire
contents of this form and have had the opportunity to ask questions regarding the information on this form.

Your Signature Date

Your Name (printed)

Signature of Screener Date

Screener Name (printed)
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