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Physician:   ____________________________________________________ 
 
Patient’s Name:  ________________________________________________ 
 
This paper serves as a legal document concerning the following procedure: 
 
 
 
 
My signature on this document indicates my willing consent to the above named 
diagnostic procedure. 
 
The nature, benefits, as well as the risks of the procedure, including the possibility of 
contrast reactions, have been fully explained to me.  The above named physician has 
answered any of the questions I had to my satisfaction. 
 
I authorize the named physician or his designees to initiate the proper and immediate 
course of action or treatment that may be necessitated if unforeseen conditions or 
events occur. 
 
Patient/Legal Guardian Signature: ___________________________________Date: _________

  
Physician Signature: _______________________________ Time: __________ Date: _________ 
 
Time Out: _________________________ 
 
Technologist Signature:  ____________________________________ 
 
Date:  _______/________/________ 
 
Post Instructions 
 
Time: ______________ Date: ____________________ 
 
Patient Signature: _________________________________________ 
 
Technologist Signature:  ____________________________________ 
 
Physician Signature:  _______________________________________ 
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