
Consent form for computed tomography (CT)

Personal details (to be completed by the patient – in block capitals, legibly)

first name and surname: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

PESEL number: ................. | age: ......years | telephone number: ................. | height: ......cm | weight: ....kg

address: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

The information provided is subject to medical confidentiality and will not be used for non-medical purposes.

NOTES ON THE EXAMINATION

Computed tomography (CT) is performed using X-rays. Adverse reactions may occur following intravenous administration  

of a contrast agent. These are usually transient and mild, although severe reactions have also been reported.

The most common adverse effects are a feeling of warmth, nausea, vomiting, pain, hives and dizziness. Other possible adverse effects 

include swelling of the eyelids or face, a sudden and significant decrease or increase in blood pressure, respiratory arrest and cardiac arrest.

For your own safety, please complete the questionnaire carefully 

(please tick the correct answers by placing an “X” in the relevant boxes)

Why is this examination being performed? (please briefly describe the reason) 
injury, suspected disease (if known, please specify), abnormal results of other examinations (please specify), pre-operative  
assessment (if known, please specify the operation)

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Have you ever had a CT scan in the past? 
If YES, please specify which examinations and what they concerned:

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

YES □  |  NO □

Were they carried out using a contrast agent? YES □  |  NO □

Did you experience any adverse effects or allergic reaction after administration of the contrast agent? 
If YES, please specify:

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

YES □  |  NO □

Have you had any operations? Please specify which ones and the year:

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

YES □  |  NO □

Do you have circulatory insufficiency or hypertension? YES □  |  NO □

Do you have diabetes?
If YES: which oral medications do you take? Please specify:

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

YES □  |  NO □

Do you have hyperthyroidism or any other thyroid disease? YES □  |  NO □
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Do you have renal insufficiency or any other kidney disease? YES □  |  NO □

Do you have asthma, an allergic condition, or any allergy?
If YES, please specify what you are allergic to:

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

YES □  |  NO □

Are you fasting – 5 hours without food or drink? YES □  |  NO □

Are you pregnant? 
applies to women only

YES □  |  NO □

Information regarding medical records

1.	 Medical records include: previous imaging results (CDs containing images and reports from MRI, CT,  

ultrasound, X-ray or other examinations) and records concerning previous operations and procedures.

2.	 If the required medical records are provided after the examination has been performed, the time needed to 

prepare the examination report may be extended.

3.	 Medical records (please tick the correct answer by placing an “X” in the relevant box):

□	 I do not have any medical records concerning the anatomical area being examined (including reports from 

previous MRI, CT, ultrasound, X-ray or other examinations).

□	 I have provided all medical records I possess concerning the anatomical area being examined to the CT 

unit (please specify which records):  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Collection of examination results – to be completed by the patient 
(please tick the correct answer by placing an “X” in the relevant box)

□	 In person

□	 ONLINE

□	 I authorise the following person (first name, surname, date of birth) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
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Patient declaration (please tick the appropriate answer by placing an “X” in the relevant box)

1.	 I have not withheld any information regarding my health, course of treatment, medi-

cal conditions or medications I am taking, and all the answers and statements I have  

provided are true and accurate. I accept full responsibility for them.

2.	 I am aware of all risks, complications and contraindications associated with computed 

tomography.

3.	 I hereby give my informed consent to undergo computed tomography 

4.	 I hereby give my informed consent to the disclosure and processing of my personal 

data provided in this questionnaire and in other medical records submitted to the facil-

ity, to the extent necessary for the provision of healthcare services, including contact 

by telephone/SMS, collection of examination results and access to the online results 

platform

	 date and legible signature

In the case of a minor (under 18 years of age), this examination questionnaire and the patient’s declaration must 

be signed by the patient’s legal guardian.

I, the undersigned: first name, surname, PESEL . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

hereby give my consent for computed tomography to be performed on my child (patient’s first name and 

surname)

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Date and signature of the legal guardian: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

YES □  |  NO □

YES □  |  NO □

YES □  |  NO □

YES □  |  NO □
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