
MRI Requisition 

Diffusion Tensor Imaging and Functional MRI Testing 

MRIappointments.com | referrals@MRIAppointments.com | T: 1 866 899 4674 | F: 1 866 307 1247  

MRIAppointments.com 
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Exam: 

 Head/Brain 

Relevant Tests to Date 
Please forward any relevant reports,  

 MRI __________________ 

 CT   __________________ 

CLINICAL INFORMATION/ RELEVANT HISTORY(required) 

  
 SPECT ________________ 

 Xray  _________________ 

 Other : ________________ 
 

(date and location of test if known) 

 

MRI Safety Questions 

 Yes No  Yes No 

Has patient had a previous MRI?   Heart Pacemaker/ Defibrillator   

Metallic foreign body in the eye.   Brain Aneurysm clip.   

If yes, was it removed?   Spine neurostimulator   

Pregnant or breastfeeding?   Body jewelry, piercings, tattoos?   

Claustrophobic?   Ear implants (excluding hearing aids)   

Drug allergies   Implanted devise or surgeries   

Mobility aids required  

(example: wheel chair, stretcher etc.)? 
  If yes, please provide details (procedure type, make/model, date) 

Transdermal patches   
 

Referring Physician (First Last):________________________________________ CPSO: __________________ 

Address: ________________________________ City: _______________ Prov: _______ Post: _________ 

Tel: ___________________ Fax: _______________ Signature: _____________________________________ 

Copies to:  

Physician (First Last): ___________________________________ Ph:______________ Fax: _______________ 

   
 

Patient Last Name:____________________________________________First:_______________________________ 

                                                                                                                  Pronoun:  He/Him    She/Her   They/Them       

Address:________________________________________________________________________________________  

City:__________________________________ Prov: ___________   Postal Code:__________________ 

Date of Birth (mmm/dd/yy):________________________Phone (H):  ___________________ (C):________________  

E-Mail: _________________________________________      Height__________    Weight:_________  Kg  Lbs    

WSIB / Insurance Claim #: __________________________     Date of Loss: _______________________________ 

Radiologist Use Only:  Comments/Protocol 
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