DATE RESEARCH QUESTIONNAIRE

ABDOMEN
................................ . MAGNETIC RESONANCE IMAGING
_ /PELVIS
TIME
o " During the examination, the patient is exposed to a strong magnetic field. A loud sound is
EXAMINATION NUMBER present throughout the entire examination. The patient is required to lie still for about 30-60
minutes. Itis strictly prohibited for the patient to carry any metal/electronic elements or pieces of
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ - jewelry during the examination. Our MRI laboratory takes no responsibility for their damage. Any
information provided by the patient in the questionnaire is covered by personal data protection.
NAME AND SURNAME oottt ettt e ettt et et et et et et et et et et et e e e et e e e e aean s
DATE OF BIRTH ettt ettt et et PESEL NUMBER. .. ¢ttt ettt ettt et
A D RE S S ittt et e e e e e et e
............................................................ TELEPHONE NUMBER. ...ttt et
GENDER  FEMALE : : MALE : \ WEIGHT oo, kg HEIGHT oo cm

i i pacemaker i i eyeprosthesis : insulin pump

'''' : artificial heart valve cochlear implant stents

hearing aid neurostimulator

metal vascular clips metal filings in the eye

OrthopediC IMPlaNtS OF O T e e
Is the patient pregnant? YES NO
Is the patient afraid of being in tight spaces? YES NO
Has the patient ever had an MRI performed? If yes, what was examined and when? YES NO
Does the patient suffer from renal failure? YES NO
Has the patient experienced any allergic reactions? (to drugs, contrast medium) YES NO

| hereby declare that | am aware of the risks associated with sending data electronically. In case of any unexpected events,
I will not pursue any legal action against REZONANS FC.
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ABDOMEN/PELVIS EXAMINATION @

WhIich organ Will D@ @XamiiN@A? .. ... i e e ettt et

Have there been any surgeries in the area being examined? (Caesarean section included)
. IfYES, specify the date, type and extent of the operation: ...

If the examination with a contrast medium amplification is necessary, | agree on the YES NO
¢ intravenous injection of the contrast medium, elongation of the examination

(the price of the additional payment for the contrast medium is given in the price list)

| confirm that | have read and understood the text above. | also confirm YES NO
¢ that | did not hold back any information regarding my present health condition

| consent to the MRI examination and the price given in the effective price list YES NO
i of REZONANS FC. | oblige to covering the cost of the examination at the reception

desk after the procedure.
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