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Consent For Contrast Administration

Your doctor has requested a/an________________________________ to obtain diagnostic information which is important in your care.  As part of the examination the radiologist may inject contrast material (an iodine containing solution) to better visualize certain organs or blood vessels.  The contrast material, which is injected into the vein and circulates throughout the bloodstream, is easily detected by x-rays.

Most patients experience no unusual effects from the injection.  You may feel warm or experience a metallic taste.  Less than 1 percent of patients experience mild allergic-type reactions which can include itching, hives, swelling of the eyes and lips and sneezing.  Medications are on hand to treat those conditions should they occur.

In rare instances, more serious complications are encountered.  These complications include difficulty breathing, shock, kidney failure, and cardiac arrest. We have facilities to treat these reactions immediately; however,  despite vigorous emergency treatment, fatalities can occur rarely (0.001% of procedures).  Your doctor is aware of these possible complications but has determined that the diagnostic information which this study provides outweighs the minimal risks of the procedure.

Your radiologist will be happy to answer any specific questions you may have about the procedure, either before or at the time of the study.

I, _____________________________, understand the procedure and give permission for the examination to be performed and for contrast to be used.

I, __________________________understand the procedure and give permission for the examination to be performed, but without contrast, if possible. I will discuss this decision with my doctor, if necessary.

_______________________________                                         _____________

                      Patient’s Signature                                                                                      Date

_______________________________                                         _____________

                     Witness to signature                                                                                     Date
_______________________________                                         _____________

                    Radiologist’s Signature                                                                                  Date

Patient is a minor or is unable to sign because :     ______________________________

OVER
Please complete the following. 

1. If you have had any of the following tests,  PLEASE CHECK     

        IVP                        CT SCAN                            ANGIOGRAM  

2.  Have you ever had an injection of intravenous contrast ?   NO     YES            
    If yes, When? ____________________    Where? ____________________

3.  Have you ever had a reaction to intravenous contrast ?    NO     YES    

    If yes, what happened? __________________________________________

4. Are you taking medication called GLUCOPHAGE or METFORMIN for diabetes?











 NO     YES


5. Do you have any known Allergies?    NO     YES   
                                           If yes to what? _________________________________

6. Are you currently taking any medication for high blood pressure (hypertension) or heart disease?






 NO    YES
7. Do you have a history of any of the following?

Kidney Disease 
NO
YES


Lung Disease

NO
YES

Heart Disease

NO
YES


Asthma

NO
YES

Liver Disease

NO
YES


Hay Fever

NO
YES

Diabetes

NO
YES


Using Inhalers

NO
YES

Multiple Myeloma
NO
YES


Gout


NO
YES
For our Female Patients
8. Are you, or is there any chance you may be pregnant ?  NO    YES    
        (if yes, we will not be able to do your exam until you have a Negative pregnancy test)
9. Are you currently Breast Feeding?    NO    YES
Thank You
