
CO 1500

MRI PATIENT HISTORY AND

CONTRAST CONSENT FORM

History/Symptoms:________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Injury: � Yes � No Type:_________________________________________ Date:_________________________

Surgical History:

Head/Brain:_____________________________________________________________________________________

Neck/Chest:_____________________________________________________________________________________

Spine:__________________________________________________________________________________________

Bone/Joint:______________________________________________________________________________________

Abdomen/Pelvis:__________________________________________________________________________________

Have you ever been diagnosed with cancer? � Yes � No Type:____________________ Date:______________

Radiation Therapy: � Yes � No Anatomy:_______________________________________________________

Chemo Treatment � Yes � No

Have you been diagnosed with:

� Asthma � Alzheimer’s � Atherosclerosis � Coronary Artery Disease

� COPD � CVA � Congestive Heart Failure � Chronic Kidney Disease

� Diabetes � Dialysis Treatments � DVT � HTN � Migraine Headaches

� Osteoarthritis � PVD � Osteoporosis � Rheumatoid Arthritis

______________________________________________ __________________________________
Signature of Patient/Responsible Party(relationship) Date and Time

______________________________________________ __________________________________
Witness/Technologist Date and Time

* For unresponsive patients, a review of the patient’s medical history and any medical images will be assessed by a
radiologist prior to entering the MRI scan room: Radiologist verifying images & medical history:____________________

� Exam is ordered without IV contrast

� Exam is ordered with IV contrast

Continue to back page
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Are you currently taking any home medications (prescription and/or non-prescription) � Yes � No
If YES, please complete home medication record.

Creatinine results are required for patients 50 years of age and older, diabetic history, renal disease, multiple
myeloma, or family history of renal failure prior to any contrast injection.

MR Exam:_____________________________

Creatinine:________________________ Result Date:______________________ GFR:_____________________

Have you ever had an allergic reaction to IV contrast: � Yes � No Date of Reaction:___________________

Type of reaction:______________________________________________________________________________

I UNDERSTANDTHAT THIS CONTRASTAGENT (LIKEMANYNEWDRUGS)MAYCAUSEANALLERGICREACTION.

I understand that my physicianmay have requested the use of an intravenous contrast media that will assist the radiologist in better
distinguishing certain anatomy or abnormalties that would otherwise be difficult or impossible to see.

I understand that the procedure to be performed onme involves the use of a high strengthmagnetic field, and possibly insertion needles
and gadolinium containing solution, whichmay enhance the diagnostic accuracy of the procedure.

I understand that I may be receiving an intravenous contrast media and/or oral contrast media to enhance the visibility of certain tissues.
Possible side effects may include, but are not limited to, pain or swelling at the site of injection, nausea, vomiting, and a warm, flushed
sensation.Also potential allergic reactions including, but not limited to, hives, wheezing, difficulty breathing, and in rare instances,
anaphylactic shock (with severe allergic reactions).

The purpose, benefits, and complications of the contrast procedure will be explained prior to any injection that may take place.
I hereby consent to anymeasure neccesary to correct complications, whichmay occur. I am aware that the practice of medicine is not an
exact science and I acknowledge that no guarantee has beenmade tome concerning the results of the examination.

I confirm that the information I have provided is complete and accurate to the best of my knowledge.

I UNDERSTANDTHERISKS, BENEFITS,ANDALTERNATIVES INVOLVED IN THEPROCEDURE. I HAVEHADTHE
OPPORTUNITYTOASKANYQUESTIONSANDALLOFMYQUESTIONSHAVEBEENANSWEREDTOMYSATISFACTION.

_________________________________________________ ____________________________________
Signature of Patient or Responsible Party (relationship) Date and Time

_________________________________________________ ____________________________________
Witness/Technologist Date and Time
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Radiologist:___________________________________________________________________________

IV Contrast

Media/Amount:_________________________________

IV/Injection Site:________________________________

Injection Time:_________________________________

Patient Tolerated Procedure Well: � Yes � No

Reaction: Type:_____________________ Time:_________

Treatment:_______________________________________

IV/Injection Site after injection and after Needle Removal:

� No Redness � No Swelling � Catheter Intact


