
Scarsdale Imaging, Inc. 
 

Asthma 
suyễn 
Hay Fever 
Hay Fever 
Chronic Airway Disease 
Bệnh mãn tính Airway 
Seizures 
Động kinh 
Diabetes 
Bệnh tiểu đường 
Diabetes Medication: 
Thuốc tiểu đường  
______________________ 
 
Hyperthyroidism 
cường giáp 
IUD 
vòng tránh thai 
Dental Bridge 
Nha khoa Cầu 
Back or Neck Surgery  
Phẫu thuật lại hoặc cổ 
Level(s)________________ 

Patient Disclosure and Informed Consent 
Computerized Tomography (CT) 

THE PATIENT: You have the right, as a patient, to be informed about your condition and surgical 
procedure, or medical diagnostics are used so that you can make the decision whether or not to 
undergo the procedure after knowing the risks and dangers involved. Disclosure of this information is 
not intended to threaten or warn you; it is simply an effort to make you better informed so you can 
give or refuse consent for the procedure.  
 
I (we) voluntarily request, consent and authorize for Scarsdale Imaging, Inc. their associated 
physicians and such nursing, technologists, technical assistants, and other healthcare providers 
as they deem necessary to perform a Computerized Tomography (CT) scanning procedure on 
____________________________(patient). I (we) understand that this procedure uses ionizing 
radiation to image internal body parts.    
 
Please check the following when applied to the patient: 
 

� Renal Failure (past or present) 
Nếu không thận 

� Renal Surgery (past or present) 
Phẫu thuật thận 

� Abnormal Liver Function 
Chức năng gan bất thường 

� Heart Problems 
Các vấn đề tim 

� Uncontrolled Hypertension 
Tăng huyết áp không kiểm soát được  

� Previous Reaction to Iodine Contrast 
Phản ứng trước để Iốt tương phản 

� History of Cancer    Type__________________ 
Lịch sử của ung thư 

� Sickle Cell Anemia  
Thiếu máu hồng cầu hình liềm di động 

� Fractures Bones- treated with metal rods,  
plates, pins, screws, nails or clips 
Gãy xương Bones- điều trị bằng thanh kim loại,  
tấm, chân, ốc vít, đinh hoặc clip 
 
 
 
 

Have you eaten in the last 4 hours?Bạn đã ăn trong 4 giờ qua   Yes  No (Please Circle) 
Are you Pregnant?Bạn có mang thai không? 
 LMP:_______________________     Yes  No 
 
Are you Breastfeeding?Bạn đang cho con bú?     Yes  No 
Other:________________________________________________________________________________ 
 
 
 
 
 
 

Patient Name:________________________________ 

DOB:________________________________________ 



Scarsdale Imaging, Inc. 
 
I (we) understand that no warranty or guarantee has been made to me (us) as to diagnosis, result or 
cure. 
 
Just as there may be risks and hazards in continuing the Patient’s condition without treatment, there are 
also risks and hazards related to the performances of Procedure. I (we) realize that common to surgical, 
medical and/or diagnostic procedures there is the potential for infection, blood clots in veins and lungs, 
hemorrhage, allergic reactions and even death. I (we) also realize that the following risks and hazards 
may occur in connection with this particular Procedure: effects of ionizing radiation to unborn fetus 
(unreported pregnancy). 
 
I (we) have been given the opportunity to ask questions about the Procedure, alternatives to the 
Procedure and the risks and hazards involved, and I (we) believe that I (we) have sufficient information 
to give this informed consent. I (we) understand that I (we) had the opportunity and did discuss with the 
technologist if I (we) need any further clarification on any aspect of the Procedure. I (we) understand 
that the Patient is under no obligation to proceed with the Procedure and can cancel the Procedure at 
anytime. If the Patient cancels the Procedure, I (we) understand that I (we) will remain responsible for 
the reasonable expenses associated with the performance of the Procedure. 
 
I (we) understand that I (we) will not hold Scarsdale Imaging, Inc., including its partners, agents or 
employees responsible for any misinterpretation or discrepancies in radiological interpretations 
(including MRI and CT scans), if these test are interpreted by a radiologist or other physician not 
employed by or affiliated with Scarsdale Imaging, Inc. 
 
Scarsdale Imaging, Inc. reserves the right to terminate physician-patient relationships as allows the 
Texas State Board of Medical Examiners if any harassment occurs between the Patient and any staff of 
Scarsdale Imaging, Inc. This includes aggressive behavior, threats, incessant or repeated phone calls, 
violence or threats of violence stalking, and/or any other offensive behavior. 
 
I (we) certify that this form has been fully explained to me (us), that I (we) have read it or have had it 
read to me (us), that the blank spaces have been filled in, and that I (we) understand its contents.  
 
 
 
 
Date:__________________     Time:____________________ 
 
 
 
  
 
Patient’s Signature or other person legally   Relationship to Patient  
Authorized to consent for patient       
 
 
 
Witness name (printed and signature) 

AM 
PM 


