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Patient Name:  ________________________________________   Date of Birth:  _____________   Date:  ___________
When will you visit your doctor again?  _____________________    Weight:  ________   Height: ________   Age:  _____

Is this an injury:  ( Yes   ( No   If yes, date of injury:  ___________________  Symptoms are worse on:  ( Right  ( Left

	CURRENT MEDICAL HISTORY

	( Yes
	( No
	Have you ever had an allergic reaction to Iodinated Contrast Material? (please explain)

___________________________________________________________________________

	( Yes
	( No
	Are you 60 years of age or older? >60 requires eGFR screening within 30 days

	( Yes
	( No
	Do you currently have chronic kidney disease, Renal Failure, history of renal surgery/transplant, single kidney, dialysis, diabetes mellitus or Hypertension requiring medical therapy? 

If yes to any, eGFR screening must be performed within 30 days prior to scan. 

	( Yes
	( No
	Do you take any oral diabetic medication containing Metformin? Yes requires eGFR screening

If yes, date and time of last dose.  _________________     ___________________

Metformin instructions given to patient? ________________

	
	
	eGFR: ______________     Creatinine: _______________     Date: ________________

	( Yes
	( No
	Have you ever been diagnosed with any cardiac or lung disease?

	( Yes
	( No
	Any history of liver disease?

	( Yes
	( No
	Do you have multiple myeloma? If yes, do not administer iv contrast. 

	( Yes
	( No
	Have you had or are you scheduled to be administered Iodine-131? 

	( Yes
	( No
	Any allergies to medications?  

List: _______________________________________________________________________

	WOMEN ONLY
	

	( Yes
	( No
	Is there any possibility you could be pregnant?
Hysterectomy: ________, IUD: _________, Birth control: _______, Last Menstrual period: _________


I (we) understand that there may be a possibility I will need an injection and/or oral dose of contrast to complete my diagnostic exam. I (we) also understand there is a possibility that I may have an allergic reaction to the contrast and/or an extravasation of contrast into the surrounding tissues of where my IV catheter is placed. Both can be minor to severe. Reactions may include, but are not limited to:  nausea, vomiting, warm sensation, altered taste, itching, hives, rash, headache, pallor, nasal stuffiness, dizziness, chills, swelling around the face and eyes, anxiety, tachycardia, hypertension, hypotension, shortness of breath, wheezing, laryngospasm, bronchospasm, anaphylaxis, convulsions, cardiopulmonary arrest and death. Extravasations (leakage into tissue) may be minor with small amounts of contrast, but can be severe if tissues react to the contrast. Large volume extravasations may possibly lead to surgical intervention. Medical staff will respond to any and all reactions.

Are language interpretive services needed for this encounter?   ( Yes    ( No     If yes, ref #: ______________________

I (we) have read and understand the above information and give consent for the administration of intravenous contrast and/or oral contrast as indicated.

______________________________________________
__________________________
____________
Signature of Patient






Date




Time

______________________________________________
__________________________
____________

Signature of Technologist





Date




Time

	TO BE COMPLETED BY TECHNOLOGIST / ARA PERSONNEL ONLY


Was the patient pre-medicated for a contrast allergy?  ( Yes     ( No

IV access:  Time: _____________ Location: ____________________ Catheter size:  __________   Number of attempts:  __________

Contrast injected: ______________________     Volume: __________ml     Rate: ____________(ml/sec)  
Lot# ________________________     Exp Date: _______________     Time:  ____________     Physician: ______________________
Allergy problems post contrast:  (  Hives     ( Airway Restriction     (  Sneezing     (  Nausea     (  Vomiting
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