
Consent form for an examination with contrast

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

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

PESEL number: . . . . . . . . . . . . . . . .  |  address: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

telephone number: . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  |  height: . . . . . . . . . . . . . . . cm  |  weight: . . . . . . . . . . . . . . . . kg

II.	 Type of examination (please tick the correct answer by placing an „X” in the relevant box)

	 Computed tomography (CT)  □    |    Magnetic resonance imaging (MRI)  □

III.	 Organ or area of the body to be examined

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

Please read the following carefully and answer the questions below. All medical information contained in this questionnaire is subject  

to medical confidentiality and will not be used for non-medical purposes.

TO BE COMPLETED BY THE PATIENT – please tick the correct answer by placing an “X” in the relevant box

1.	 Do you have any allergic diseases or hypersensitivity reactions (to medicines, iodine, contrast agents 

	 or other substances)? 	  YES □  |  NO □
	 (if yes, please specify):  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

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

2.	 Have you ever had an imaging examination with administration of a contrast agent?

	 (e.g. CT, MRI, urography, angiography, coronary angiography)?  	  YES □  |  NO □

3.	 Did you experience any adverse symptoms or allergic reactions during the examination?  	  YES □  |  NO □
	 (if yes, please specify):  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

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

4.	 Do you have any of the following diseases or conditions? 

diabetes YES □  |  NO □

bronchial asthma, COPD, other severe respiratory diseases YES □  |  NO □

renal insufficiency YES □  |  NO □

hyperthyroidism YES □  |  NO □

coronary artery disease / previous myocardial infarction YES □  |  NO □

heart failure YES □  |  NO □

arterial hypertension YES □  |  NO □

heart rhythm disorders YES □  |  NO □
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5.	 Do you ever experience sudden loss of consciousness or fainting during needle insertion? 	    YES □  |  NO □

6.	 Do you take any regular medications (e.g. metformin)?  	    YES □  |  NO □ 
(if yes, please specify):  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

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

Questions for women only

7 . 	 Are you pregnant, or do you suspect you might be pregnant?  	    YES □  |  NO □

8 . 	 Are you breastfeeding? (if yes, you should not breastfeed for 24 hours after the CT scan)         YES □  |  NO □

IV.	 Possible adverse effects after administration of contrast

A contrast agent is a substance foreign to the body; therefore, adverse effects may occur after its  

administration. They are usually mild, short-lived and resolve spontaneously; however, in some cases they 

may be more severe and require treatment. Very rarely, severe life-threatening reactions may occur. These 

reactions do not depend on the dose of contrast agent administered and may be allergy-like in nature.  

Intravenous administration of contrast may also cause extravasation (unintentional leakage of contrast  

outside the vein).

Adverse effects may occur immediately after contrast administration or with a delay (even several hours 

later); vary in severity from mild to severe; in extreme cases, lead to cardiac and respiratory arrest and,  

exceptionally, death; and be local or systemic in nature.

Possible symptoms include, among others:

+	Local symptoms: pain, a sensation of cold or heat at the injection site; redness of the skin, itching, a burning 

sensation; rash, hives, blisters.

+	General symptoms: nausea, vomiting; disturbances of taste or vision; fatigue, excessive sweating, feeling 

hot; tingling (paraesthesia); skin reactions, itching, hives; pale skin, eczema; muscle pain and cramps.

Complications may also affect various body systems and, in particular, may cause: shortness of breath,  

bronchospasm, laryngeal oedema; cardiac arrhythmias, an increase or decrease in arterial blood pressure, 

sudden cardiac and respiratory arrest; headache, seizures and impaired consciousness. Deterioration  

of kidney function, including so-called contrast-induced nephropathy or nephrogenic systemic fibrosis, may 

also be a significant complication and may occur both in people with kidney disease and, less commonly,  

in previously healthy individuals. The contrast agent may affect your ability to drive. It is not recommended  

to drive for one hour after administration of the contrast agent. To minimise the risk, the patient is advised  

to drink at least 2.5 litres of fluid within 24 hours after the examination.

The radiologist supervising the examination may refuse to administer the contrast agent if contraindications 

are present. If you experience any concerning symptoms, inform the medical staff immediately.
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V.	 Declaration – patient consent

I, the undersigned, hereby declare that I have read the information regarding the diagnostic examination 

with administration of a contrast agent and the possible adverse effects and complications associated with 

its administration. This information was presented to me in a way that I could understand. I confirm that 

I had the opportunity to ask questions and that I received comprehensive answers and explanations from 

the medical staff. I have no further questions or concerns in this respect. I am aware that administration  

of a contrast agent may be associated with adverse effects of varying severity, including – in very rare  

cases – serious health complications. I have also been informed that refusal to consent to administration  

of a contrast agent may limit the diagnostic value of the examination or prevent all information necessary  

to make a diagnosis from being obtained. I declare that the information I have provided regarding my health, 

past illnesses, allergies, medications I take and previous treatment is true and accurate. I have not withheld 

any relevant information that could affect the safety of the examination. I am aware that providing false  

or incomplete information about my health may increase the risk of complications associated with admin-

istration of a contrast agent.

I HEREBY GIVE MY INFORMED CONSENT TO 

YES □  |  NO □	 the performance of the diagnostic examination

YES □  |  NO □	 the administration of contrast for the diagnostic examination

YES □  |  NO □	 I refuse to give consent to the administration of contrast for the diagnostic examination. 

By refusing, I understand that the examination will be of reduced diagnostic value.

YES □  |  NO □	 I declare that I have not eaten any food in the last 6 hours.

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
(date and legible signature of the patient/legal representative;  

in the case of patients aged 16–18, the parallel consent of the legal guardian is required)

ORDER FOR ADMINISTRATION OF CONTRAST

TO BE COMPLETED BY MEDICAL STAFF

Order date Name of the medicine, 

formulation, dose, route  

of administration

Creatinine level Stamp and signature of the 

ordering doctor

Time of administration, stamp 

and signature of the person 

administering the contrast
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