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MRI CONSENT FOR ARTHROGRAM
Patient Name: _____________________________________

Date: ______________________

Date of Birth: ____________________
Referring Physician: __________________________________

I understand that I am going to have an Arthrogram procedure performed today.  This procedure consists of Gadolinium (a contrast agent) being injected into my joint, with fluoroscopic guidance.  Along the with the Magnetic Resonance Imaging (MRI) exam, the Gadolinium will aide the radiologist in defining my potential injury.  The entire exam should take approximately 45 to 60 minutes.  I understand that I should limit the use of the injected joint for approximately three (3) hours as the joint may feel "heavy", "full" or “numb” after the procedure.  As with any injection, there is a slight possibility of infection and/or bleeding.  There is also a slight possibility of allergic reaction to the medications which are used during the procedure. The radiologist will go over these risks with you and answer any questions you may have before the procedure.  

I feel informed on Arthrogram procedure, the contrast medium used, and the possible dangers involved.  I understand there is a limited risk of complication while undergoing this procedure.  I do hereby consent to the performance of the Arthrogram procedure and authorize a trained professional, physician, or hospital to render immediate aid as it might be required in an emergency situation.  I understand that I am financially responsible for all costs associated with the aide administered in all emergency situations that may occur.  I understand and assume the risk in connection with the procedures listed.   

___________________________________

___________________________________

_______________

Print name of patient or responsible party

Signature of patient or responsible party

Date

___________________________________

___________________________________

_______________

Print name of witness



Signature of witness



Date


