Intravenous Contrast Screening and Injection History

Name: Age:_ Weight: Date:
MRN #: Exam Protocol:
Verify that the patient received the Contrast Information Sheet Initial:
If not, please explain: Initial:
1. If female, is there any chance that you are pregnant and/or breastfeeding? Yes No
Date of LMP:
2. Have you ever received contrast material (dye) for a kidney Xray, CT, or MRI? Yes No
If yes, did you have any discomfort, ill affects, or an allergic reaction? Yes No
If Yes, please exlain:
3. Do you have any food or drug allergies which cause hives, itching, and/or SOB? Yes No
If Yes, please explain:
4. Do you have Diabetes? Yes No
Do you take insulin? Yes No
Do you take generic metformin (Glucophage, Glucophage XR, Glucovance,
Avandamet, or Metaglip) ? Yes No
5. Do you have Asthma, Bronchitis, Emphysema, or COPD? Yes No
Do you use an inhaler? Yes No
6. Do you have heart disease or vascular disease? Yes No
7. Do you have any kidney disease or urination problems? Yes No
8. Do you have Multiple Myeloma, Sickle Cell Disease, or Pheocromocytoma? (circle) Yes No
9. List of Prescribed Medications,over the counter and/or herbals
Patient Signature: Date:
Pertinent Lab Values: BUN Creatinine GFR Source
Normal BUN: 5.0 - 25.0 mg/dl Creatinine: 0.5-1.4 mg/dl GFR: >60 ml/min
IV Access: CLor IV:____ Gauge IV attempts: / by: / Access site:
IV Contrast Used: Omnipaque 300 / Visipaque Lot #:
Amount Given: ml Injection Rate:_ ml/sec
History obtained by:
Patient / Family education? Yes No
Did patient have a reaction today? Yes No

If Yes, please describe: MD Notified:




