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Date

Please remove all metal objects 
before entering the examination 

room, including cell phones, 
piercings, watches, jewellery, 

hair clips, keys, coins, magnetic 
cards, false eyelashes, etc.

Yes        No

Yes       No

Doctor's signature :

DateNo

First name:

Yes

Weight : __________ Height :___________

MRI Safety Questionnaire 
As MRI uses an intense magnetic field, special precautions must 
be taken before entering the room. We therefore ask you 
complete this form with care.

Implanted devices sensitive to electromagnetic interference: pacemaker, 
defibrillator, hearing aid, insulin pump, medication dispenser, etc.

Patient's signature :

==> Cardiac device
Pacemaker?* Defibrillator?* Reveal?* (Underline as appropriate)

==> Cochlear implant*

==> Neurostimulator*

==> Bypass valve *

==> Port A Cath* 

==> Cardiac valve*
* Biological ? *Mechanical ? * (Underline as appropriate)

If yes, which and date:

12. Do you have a removable hearing aid ?

13. Do you have any fixed or removable orthodontic appliances ?

14. Are you wearing a (hormonal, nicotine) patch or transdermal dressing ?

MODL-2021-00085

7. Do you have a neurosurgical clip for a cerebral aneurysm?

8. Do you have a joint prosthesis?

9. Do you have an insulin pump?

10.Do you have a blood glucose sensor?

11.Other operations?

Department of Medical Imaging

Date :

Surname :

Date of birth :

* Please provide documentation concerning any implanted devices

1. Have you ever had an MRI scan?

2. Do you suffer from kidney failure?

3. Could you be pregnant?

4. Do you have any surgical staples on your skin?

5. Could you have a metal shard (in your eyes, on your body, …)?

6. Do you have any one of the following devices :
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