
1. INFORMED CONSENT:  DO NOT SIGN this form until you have read in and fully understand the contents.  The following is explained in general terms.

2. This procedure MAY/MAY NOT involves the necessary injection of Gadolinium (contrast material).  It is injected directly into the vein to better enhance and visualization the body tissues and related structures. 

3. The contrast material may make you feel nauseated or give you the sensation of coolness in the veins.  These are common and minor reactions.  If you have ever had a serious reaction from contrast injection, notify the technologist IMMEDIATELY.
4. PROCEDURAL RISKS:  When undergoing surgical or diagnostic procedures requiring contrast material, the risks are normally associated or involved may range from mild to life threatening.
a. Mild:  Hives, nausea, vomiting, skin necrosis, etc.

b. Life Threatening:  Allergic reaction, severe loss of blood, loss of function of limb or organ, death, etc…
c. With the use of contrast in patients with documented renal deficiencies, there has been reported association with Nephrogenic Systemic Fibrosis Syndrome (NFS)

5. STATEMENT OF REQUEST AND CONSENT:

a. If I chose not to do this procedure, my diagnosis and evaluation may be delayed or incomplete and may delay proper treatment for my condition. 

b. I understand that the physicians and other medical personnel involved in my diagnosis and treatment rely on the information stated by me, my medical records and other sources recommending this study.

c. I understand the practice of medicine is not an exact science, that guarantees have not been made to me according to the results of this exam, nor have the guarantees been made to the effect this exam will have on the underlying disease process.

d. I understand that during the MRI, it may be necessary to perform additional procedures which are unforeseen.  I consent to, and authorize the person(s) described herein to make the decision to perform such procedures if necessary.  I also consent to other diagnostic studies, anesthesia, x-ray exams and any other courses of treatment relating to the diagnostic procedure described herein.
e. I acknowledge that I have chosen Eisenhower Army Medical Center (EAMC) as my treatment facility and hereby consent to the performance of this procedure by the staff of EAMC along with any other physician selected.

f. With my signature, I acknowledge that I have read or had this form read to me and fully understand the contents.  I have been given the chance to ask questions.  All blanks or statements requiring acknowledgment were filled in.  My primary physician has explained to me the reason for requesting this diagnostic procedure.
Patient Signature _____________________________________________  Date _________________

If patient cannot sign this form, the person signing is authorized by virtue of being the patient’s mother, father and 
Other  ______________________________________________________________

Signature of Physician obtaining consent  ________________________________________________

Children are not allowed unaccompanied in Radiology.

Only the patient receiving care will be allowed in the exam room.  This is section procedure and per the department OIC/Supervisor.  This was set in place for the safety of patients and others and to allow the technologist to provide the highest standard of care, free of distractions.

