BIOSI CARDIFF UNIVERSITY - MAGNETIC RESONANCE IMAGING UNIT

SCREENING FORM
NAME …………………………………………………

Sex:  M / F

UNIVERSITY EMPLOYEE No. …………………….

Please read the following questions CAREFULLY and provide answers. High magnetic fields may cause certain medical appliances to malfunction and any metallic particles in the body to move, causing injury.

If you are unsure of the answer to any of the questions, please consult Occupational Health staff when you receive your appointment. Definitions of some of the more technical terms are given overleaf.

	Please answer all questions
	Circle your answer
	Circle your answer

	1. Have you been fitted with a pacemaker, artificial heart valve, cochlear implant or any other active implanted device?
	YES
	NO

	2. Have you any surgical clips, aneurysm clips, shunts or stents in your body?
	YES
	NO

	3. Have you ever had any metal fragments in your eyes e.g. from metal welding, cutting, 

    Fabrication etc?

	YES
	NO

	4. Have you ever had any metal fragments, e.g. shrapnel in any other part of your body?
	YES
	NO

	5. Have you any surgically implanted metal in any part of your body (e.g. joint replacement or bone reconstruction).
	YES
	NO

	6. Have you ever had any surgery that might have involved metal implants of which you are not aware?

	YES
	NO

	7. Is there any possibility that you might be pregnant?
	YES
	NO

	8. Have you been sterilised using clips?

	YES
	NO

	9. Do you have a contraceptive coil (IUD) installed?
	YES
	NO

	10. Do you have any non-removable body jewellery
	YES
	NO

	11.  Do you wear a hearing aid?
	YES
	NO

	12.  Do you have any dental work (including dentures, crowns, bridgework, braces) in your mouth, other than simple fillings?
	YES
	NO

	13. Have you ever suffered from any heart disease?
	YES
	NO


I have read and understood the questions above and have answered them correctly. 

I authorise Cardiff University Occupational Health medical staff to contact my General Practitioner for confirmation of the above details. 
SIGNED…………………………………        
DATE…………………………

In the presence of …………………………………..  (Name)   ………………………………….. (Signature)


Please enter here the name and address of your doctor (general practitioner)

