BE K4
HBHEID iyl /Arabic/7 T BT 3B

Sl Balay 55rall (MRi) (edaliall Gl guall) Joa (s il
/Medical Questionnaire for Contrast-enhanced Magnetic Resonance Imaging (MRI)
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/Prior to performing a contrast-enhanced MRI scan, we would like to evaluate your physical condition.
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/ Please answer the questions below to the best of your knowledge.
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/Please note that a contrast medium may not be used based on the decision of the radiologist
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/ Have you ever had examination using contrast media (IV injection or drip)?
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/If yes, check the box(es) indicating the examination(s) you had. (Multiple answers are possible.)
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/If yes, check the box(es) indicating the symptom(s) you had. (Multiple answers are possible.)
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/If yes, check the box(es) that apply to you.
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/1f yes, check the box(es) that apply to you.
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/ Have you ever had any of the following surgeries or treatment?
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/ Hair growth spray, color contact lenses (Do not use them on the day of examination) O O
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/Mascara * cosmetic products containing glitter particles (Do not use them on the day of examination) O O
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Current orthodontic treatment, current use of magnetic dentures/ O O
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Write your current weight. It is necessary to determine the dose of the contrast medium./
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/ Metal accessories (necklaces, pierced earrings, hair pins, headbands, rings, etc.)
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/Glasses, contact lenses, medical corset, dentures
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/ Magnetic cards, IC cards (commuter passes, magnetic bank cards, etc.)
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/ Other metal objects (keys, hearing aids, pedometers, watches, cellular phones, etc.)
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/Thermal clothing, disposable body warmers, magnetic plasters, wet compresses, NITRODERM, non-smoking patches
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This English translation has been prepared under the supervision of doctors, legal experts or others. When any difference in interpretation arises because of a nuanced difference in related
languages or systems, the Japanese original shall be given priority.
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	1. هل سبق لك إجراء فحص باستخدام مادة التباين (الحقن الوريدي أو التقطير الوريدي)؟
	Have you ever had examination using contrast media (IV injection or drip)? /
	/今まで、造影剤（注射/点滴）を用いた検査を受けたことがありますか。
	2. Did you have any adverse reactions after the examination?/ その時、副作用はありましたか。/ هل واجهت أي آثار جانبية بعد الفحص؟
	3. 今までに喘息（ぜんそく）と言われた事ありますか。 Have you ever been diagnosed with asthma?// هل سبق تشخيصك بالربو؟
	4. Do you have any allergies or allergic diseases?/ アレルギー体質、アレルギー性の病気がありますか。/ هل تعاني من أي حساسية أو أمراض تحسسية؟
	5. 以下の病気といわれたことがありますか。/ Have you ever been diagnosed with any of the following diseases? / هل سبق تشخيص إصابتك بأي من الأمراض التالية؟
	6. هل سبق لك الخضوع لأي من العمليات الجراحية أو العلاجات التالية؟
	Have you ever had any of the following surgeries or treatment? /
	/下表の手術や処置を受けたことがありますか 。
	7. اكتب وزنك الحالي. من الضروري تحديد جرعة مادة التباين.
	/Write your current weight. It is necessary to determine the dose of the contrast medium.
	/造影剤の使用量を決定するために、現在の体重をご記入下さい。

