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MRI CONTRAINDICATIONS

If you have any of the following devices implanted in your body you will not be
able to have an MRI exam.

e Pacemaker
¢ Brain Aneurysm Clip
e Battery Operated Pumps (Insulin, Pain meds, etc.)

MRI OF ABDOMEN

*Need to be fasting 3-4 hours before exam.

*Do not wear jewelry (necklaces, bracelets, earrings, etc.)
*\/Vear comfortable loose clothing
¢ Do not wear clothing with metal buttons or zippers

e For Females, do not wear mascara

NOTE

The exam requires you to lay still during the procedure. If you are in severe
pain, we recommend taking your prescribed pain medication 1 hour before
your appointment.

You may eat prior to the exam.

ULTRASOUND PREPARATIONS

* ABDOMEN / GALLBLADER
NPO (Nothing to eat or drink after midnight)

* RENAL
NPO (nothing to ear or drink after midnight)

*PELVIC
Must have full bladder. Drink 320z (about 6 full glasses of water or liquid
1 hour prior to appointment) DO NOT empty bladder until exam is
completed.

*BREAST
Bring your prior mammogram images on CD along with the reports to

appointment.

MAMMOGRAM PREPARATIONS

*No deodorant, powder or cream under arms or chest the day of the
mammogram.
*Bring your prior mammogram images on CD along with the reports to

appointment.

PREPARATION FOR CT SCAN WITH CONTRAST

* BUN and Creatinine Lab Levels to be drawn within 30 days before exam
® You may take Glucophage or Glucovance the evening before the procedure.
No Glucophage or Glucovance is to be taken the morning before the scan.

After the CT scan, no more Glucophage or Glucovance may be taken for
48 hours after the test. Please check with your ordering physician before
resuming your next dosage.

® |f you are using insulin, you need to have the first morning appointment.
Do not take your morning insulin injection and do not eat before the test.
Bring your insulin along for injection after the procedure.

e CT PELVIS
1. Nothing to eat or drink after midnight the night before the exam

e CT ABDOMEN
1. Nothing to eat or drink after midnight the night before the exam

*PLEASE BRING YOUR INSURANCE INFORMATION AND LIST OF MEDICATIONS
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