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Safety Questionnaire

Do you have a pacemaker? Circle one: Yes / No

Do you have any surgical clips or instruments in your brain, spine, heart or blood vessels or
eyes? Circle one: Yes / No

Do you have any metallic objects in your body such as piercings, metal fillings, fragments,
shrapnel or bullets? Circle one: Yes / No

Does your work or other activities expose you to metal fragments that might get in your eyes or
under your skin? Circle one: Yes / No

Do you have an artificial limb/prosthesis attached to your body? Circle one: Yes / No

Are you claustrophobic (do you become anxious in narrow, confined spaces)?
Circle one: Yes / No

Have you ever had brain or heart surgery? Circle one: Yes / No

Do you believe you have a brain condition that might require medical diagnostic testing? Circle
one: Yes / No

Have you ever had an MRI before? Circle one: Yes / No

Name Date of birth

Mailing address

Phone number Email address

Driverds License # (please bring license or other photo ID with you)

Additional comments:




Printed Name:
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Other History

Date: / /
Age: Weight:
Occupation

Highest education level

Eye-sight

Current Medications

Frequency of alcohol use

Recent use of marijuana
or other recreational
drugs

Past Surgeries and
Hospitalizations

History of Head Trauma
or Loss of Consciousness

History of psychiatric
illness or treatment

Other Medical History

Height: Handedness (circle one)

Do you need glasses to watch TV?

Right / Left / Ambidextrous

Are you color-blind?



