LCE Cardiac MRI Referral Information
Last Name: 



First Name: 



Middle:
Address:

Home Phone:

Cell Phone:





Work Phone:



 
Gender: 




DOB:

NIH Medical Record #:    
Indication for MRI:
Height:

Weight:
VAD/IV access?
NIH Protocol #: 
Referring MD:


Pager: 


Phone:





Fax report to MD at:

Requesting Coordinator/RN:


Pager: 

Phone:
Other fax request: 





 
Inpatient Unit:

Phone:
Diagnosis: 

Cardiac History: 

HTN
Dyslipid
Other:


FHx
Obesity
Allergies/sensitivites and reaction:

Metal/MRI contraindicatons:

Other major medical problems:

Diabetes
Dementia
Sickle Cell
Other:

Asthma
Glaucoma


Renal Screen:

Insufficiency
Failure/dialysis 
Contrast exposure in past 6 weeks

Diuretic Use
Diabetic

Other nephrotoxic exposure

Claustrophobia?

Needs anxiolytic?

Medications: 
Language spoken:




Interpreter needed?
