
 
Cat Scan (CT) History form 

 
NAME____________________________                      DATE________________________ 
 
PHYSICIAN_______________________                       EXAM_______________________ 
 
WEIGHT___________    AGE_________ 
 

Asthma/Hayfever           Yes______No______                           Prev Contrast/Iodine Inj  Yes____No_____      
Heart Disease                 Yes______No______                           Prev. Contrast Reaction  Yes_____No_____ 
Renal Disease                 Yes______No______                  Describe____________________________ 
Liver Disease                  Yes______No______                  ___________________________________ 
Diabetic                           Yes______No______                  Allergies____________________________ 
On Metformin                 Yes______No______off__                  ___________________________________ 
  ie Glucophage, Avandamet- Takes______________                ___________________________________ 
Sickle Cell Disease         Yes______No______                  ____________________________________  
Multiple Myleoma          Yes______No______                  Reaction/Describe______________________ 
High Blood Pressure       Yes______No______                  _________ ___________________________ 
History of Seizures          Yes______No______                  Premedicated                   Yes____No_____ 
History of Stroke             Yes______No______                  Possibly Pregnant            Yes____No_____ 
History of any Cancer     Yes______No______                  LMP_______________________________ 
TYPE_________________________________                  Breast feeding_________Yes____No_____ 

   ______________________________________       Chemo or Rad_________Yes____No_____ 
              Last Treatment_______________________ 
                                     ___________________________________ 
Reason for Exam/Medical History:___________                          Surgery History_______________________ 
_______________________________________                   ___________________________________ 
_______________________________________        ___________________________________ 
_______________________________________        ___________________________________ 
_______________________________________        ___________________________________ 
_______________________________________        ___________________________________ 
_______________________________________        ___________________________________ 
_______________________________________        ___________________________________ 
_______________________________________        ___________________________________ 
_______________________________________         ___________________________________ 
_______________________________________        ___________________________________ 
_______________________________________        ___________________________________ 
_______________________________________                           ___________________________________ 
 
Technologist Use Only 

 
Related Studies 
CT___________________________________         NPO______________________________  
US___________________________________            Drinks___________________________ __ 
MR__________________________________          IV Type_______________Amt ________  
Other_________________________________                    IV Site_____________Gauge___________ 
                Injection Time_______________________ 
                Complications_______________________ 
                            ________________Lot # ______________ 
 Technologist __________________________         Creatinine__________________________ 
                 BP (pre-injection)____________________  
                



          
 

        Consent for Contrast Injection 

Patient’s Name_____________________________ Age_________      Date_____________________ 

1. The procedure(s) necessary to treat my condition has/have been explained to me by a licensed 

medical professional and I understand the nature of the procedure to be:  Insertion of a needle 

into the vein of the arm to inject non-ionic contrast (dye) which goes in the blood stream.         

X-rays are taken to determine if there are any problems in the areas being examined. 

2. I have been made aware of certain risk(s) and consequences that are associated with the 

procedure described above.  These are:  Allergy to non-ionic contrast (dye); i.e. itching, hives, 

nausea and/or vomiting.  Swelling and breathing problems can be fatal but are extremely rare. 

3. I certify that I have read the above paragraphs and understand them.  I authorize the procedure 

described above. 

4. I, hereby, give consent for the injection of non-ionic contrast (dye) and fully understand the 

above. 

SIGNATURE OF PATIENT:_____________________________________________________ 

SIGNATURE OF AUTHORIZED TO CONSENT FOR PATIENT:_____________________________ 

RELATIONSHIP TO PATIENT:__________________________________________ 

WITNESS:___________________________________             

RADIOLOGIST:_______________________ 

 
PREGNANCY INFORMATION                      If not applicable, please circle: (N/A) 

 
Recognizing that there is a very small, but unknown risk to a developing fetus exposed to 
diagnostic levels of radiation, it is imperative that every effort is made to avoid unnecessary 
exposure to the fetus.  For this reason, we require all females ages 12 to 55 to answer the 
following questions, before proceeding with your x-ray examination. 
 
Patient’s Name:_____________________________________________________ 
 
Females 12-55 years of age, please answer the following questions: 

I understand that radiation can be harmful to the unborn child. 
    Date of last menstrual period:__________________. 

 
                                             Please complete the following: 

                                                               □I am pregnant. 
                                               □I may be pregnant. 
                                               □I am not pregnant. 
 
_____________________________  ___________________________ 
Patient Signature       Date 
_____________________________  ____________________________ 
 
Parent or Guardian, if under 18     Date 

 


