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Informed Consent of the Patient 
Date ………………………………

Mr/Ms ……………………………………….

Personal ID …………………………………….

Examining physician ………………………………..

Planned examination:  Depositing iodine contrasting substances into the vascular system during a CT examination 
1. For proper examination it is necessary to deposit iodine contrasting substance into the vascular system. It will show some structures and their behaviour will help diagnose. 

2. Iodine contrasting substance is   iodine containing  preparation  designed for intravenous application.  Administration of any other than iodine contrasting substance is  not possible for this examination.  In the vast majority its administration is  well tolerated,  however as with most drugs it can cause side effects. They are usually mild or moderate including  hot flashes, chills, weakness or nausea. Occasionally  there is rash, sometimes  with itching, swelling and lower blood pressure. Very rarely there may be more serious side effects related to the cardiovascular system – significantly lower blood pressure, respiratory distress and circulation failure. The most serious side effect is anaphylactoid reaction which may very  rarely result in death.  

3. I understand that after the procedure I will not be limited in  my usual way of life and I will be able to work.
4. By signing below I give permission to venous cannulation for administration of the iodine contrasting substance during the examination and I also give permission to its application.  
5. I confirm that I am not pregnant  nor am I aware of being in this state (for women with childbearing potential ). 

6. I am allergic to:……………………………………………………………………….

Serious illnesses: ………………………………………………………………..                 
              How is your blood pressure............................, body height..........cm, ..........weight...........kg

7. I certify that I have answered all the questions asked by the examining doctor truthfully and I am not withholding anything.

8. I certify that I am thoroughly acquainted with the above-mentioned procedure, its side effects and complications.  Should there be any complications, I agree with urgent procedures necessary to remove them and thereby save my life or health. 

9. I confirm that I have been given an opportunity to ask the staff additional questions and I have been given sufficient answers. 

10. I confirm that I have been informed of the possibility:

· to give up information about my health

· to express prohibition on the provision of such information to any person

· to identify persons to whom such information may be provided. 

11. I agree with sending my medical report or image documentation electronically to the physician who  requested the examination. 

   Patient's signature …………………………………………………………
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