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PREPARING FOR YOUR APPOINTMENT
* Preparing for your MRI is easy. Follow your normal routine and continue any prescribed
medication unless your doctor or our office has instructed you otherwise.

e Please arrive 30 minutes early for your scheduled appointment. Bring all Medicare, insurance or

health plan documents, subscriber number, etc.
e Normally, sedation is not necessary during the MRI exam. However, if you feel heightened anxiety

when visualizing the exam, we suggest you ask your doctor for a mild tranquilizer and take it as

prescribed prior to your appointment. Please bring a driver with you.
BE SURE TO TELL THE TECHNOLOGIST IF ANY OF THE FOLLOWING APPLY TO YOU:

* Have a pacemaker

¢ Metal fragments are in your body (cochlear implants, metal aneurysm clips, shrapnel, or other

electronic implants
* You think you may be pregnant
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