
I.	 Personal details (to be completed by the patient – in block capitals, legibly)

first name and surname: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

PESEL number: ................. | age: .....years | telephone number: ................. | height: ....cm | weight: ....kg

address: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

II.	 Area of the body to be examined

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

1.	 Is this a preventive examination (no symptoms, follow-up)? 	  YES □  |  NO □
2.	 Why is this examination being performed? (please briefly describe the reason) 

injury, suspected disease (if known, please specify), abnormal results of other examinations (please specify),  
pre-operative assessment (if known, please specify the operation)

	 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

III.	 Information regarding the patient’s health (please tick the appropriate answer by placing an “X” in the relevant box)

1. Are you pregnant or breastfeeding?
applies to women only

YES □  |  NO □

2. Do you have any heart rhythm disorders or circulatory insufficiency? YES □  |  NO □

3. Do you suffer from claustrophobia or other anxiety disorders? YES □  |  NO □

4. Have you ever experienced a sudden loss of consciousness? YES □  |  NO □

5. Do you have epilepsy, hypertension, diabetes, asthma, COPD, or thyroid, liver or kidney disease?
underline as appropriate

YES □  |  NO □

6. Do you have any of the following in your body:

intrauterine devices (coils/IUDs)
applies to women only

YES □  |  NO □

cardiac pacemaker, cardioverter or internal electrodes YES □  |  NO □
hearing implant, ossicular chain reconstruction, cochlear implant YES □  |  NO □
insulin pump or other drug delivery devices YES □  |  NO □
vascular clips, aneurysm clips YES □  |  NO □
stents, embolisation coils, vascular filters YES □  |  NO □
artificial heart valves, ventricular valves in veins YES □  |  NO □
neurostimulators, biostimulators YES □  |  NO □
bone endoprostheses, bone-growth-stimulating staples, implants, metal fixation devices YES □  |  NO □
metal filings in the body (particularly in the eyes or under the skin) YES □  |  NO □
dental bridges, dentures, surgical sutures, dental implants YES □  |  NO □
other implanted metals
(if YES, please specify which ones and when): . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

YES □  |  NO □

7. Do you have a tattoo or permanent make-up (applied within the last 3 months), braces or a retainer? YES □  |  NO □

8. Have you had any operations?

(if YES, please specify which ones and when): . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

YES □  |  NO □
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IV.	 Information regarding the contrast agent (please tick the correct answer by placing an “X” in the relevant box)

1.	 If it is necessary to perform the examination with intravenous administration of a contrast agent (contrast), 

	 I give my informed consent to this 	  YES □  |  NO □
2.	 Have you ever experienced allergic reactions or complications after the administration 

	 of medicines? 	  YES □  |  NO □
	 The final decision on whether to administer a contrast agent is made by the radiologist.

V.	 Information regarding medical records

1.	 Medical records include: previous imaging results (CDs containing images and reports from MRI, CT,  

ultrasound, X-ray or other examinations) and records concerning previous operations and procedures.

2.	 If the required medical records are provided after the examination has been performed, the time needed to 

prepare the examination report may be extended.

3.	 Medical records (please tick the correct answer by placing an “X” in the relevant box):

□	 I do not have any medical records concerning the anatomical area being examined (including reports from 

previous MRI, CT, ultrasound, X-ray or other examinations).

□	 I have provided all medical records I possess concerning the anatomical area being examined to the MRI 

unit (please specify which records): . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

VI.	 Collection of examination results – to be completed by the patient 

	 (please tick the correct answer by placing an “X” in the relevant box)

□	 In person

□	 ONLINE

□	 I authorise the following person (first name, surname, date of birth) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

VII.	Information regarding magnetic resonance imaging (MRI)

1.	 Certain metal elements in the patient’s body may damage diagnostic equipment and expose the patient  

to risk of injury or death.

2.	 During the examination (regardless of its type and scope), the patient remains within a very strong  

magnetic field.

3.	 Patients are strictly prohibited from bringing into the examination room, or carrying on their person, any  

metal objects such as hearing aids, jewellery, watches, belts, etc., as well as items sensitive to magnetic 

fields, such as payment cards, magnetic cards, mobile phones, electronic equipment, etc.

4.	 The MRI unit accepts no liability for any damage to the above-mentioned items.

5.	 Due to the high level of noise during the examination, we recommend using earplugs or noise-cancelling 

headphones provided by the MRI unit.

6.	 The examination requires the patient to lie still in a confined space. Any movement, however slight, may 

cause image artefacts, reduce the quality of the examination or even make it impossible to prepare a relia-

ble report.
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7.	 Absolute contraindications (the examination cannot be carried out):

+	A cardiac pacemaker or implantable cardioverter-defibrillator (ICD) that is not labelled as “MR condition-

al”, has not been programmed by a cardiologist into “MRI-safe” mode within the required time window, 

and/or where the patient does not have a certificate confirming the absence of contraindications to MRI, 

bearing the stamp and signature of the referring doctor.

+	Some metal vascular clips in the brain (old-style).

+	A metallic foreign body in the eyeball.

+	Certain implanted electronic devices (e.g. insulin pumps, drug infusion pumps, neurostimulators) that are 

not suitable for MRI examinations.

8.	 Some dyes used in tattoos (e.g. coloured tattoos) and permanent make-up may contain metals, which may 

cause a burning sensation during the examination or, in some cases, reduce the quality of the examination.

9.	 An informed refusal to consent to the administration of a contrast agent may reduce the diagnostic value 

of the examination.

VIII.	Patient declaration (please tick the appropriate answer by placing an “X” in the relevant box)

1.	 I have not withheld any information regarding my health, course of treatment, medical 

conditions or medications I am taking, and all the answers and statements I have pro-

vided are true and accurate. I accept full responsibility for them.

2.	 I am aware of all risks, complications and contraindications associated with magnetic 

resonance imaging

3.	 I hereby give my informed consent to undergo magnetic resonance imaging  

4.	 I hereby give my informed consent to the disclosure and processing of my personal 

data provided in this Consent Form and in other medical records submitted to the  

facility, to the extent necessary for the provision of healthcare services, including  

contact by telephone/SMS, collection of examination results and access to the online 

results platform

	 date and legible signature

In the case of a minor (under 18 years of age), the consent form for the examination and the patient’s declara-

tion must be signed by the patient’s legal guardian.

I, the undersigned: first name, surname, PESEL . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

hereby give my consent for magnetic resonance imaging to be performed on my child (patient’s first name  

and surname) 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Date and signature of the legal guardian . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

YES □  |  NO □

YES □  |  NO □

YES □  |  NO □

YES □  |  NO □
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