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Gadolinium Consent Form 11/17/17 PIP 

Orlin & Cohen Medical Specialists Group 
Magnetic Resonance Imaging (MRI) & Computed Tomography (CT) 

 

(   ) Lynbrook          (   ) Merrick          (   ) Garden City        (   ) Woodbury       (   ) Bohemia 
 
 

Gadolinium Consent Form 

Purpose: Gadolinium is a paramagnetic agent that is administered intravenously for improved visualization of 

tissues within the body. 

Complications: Complications or reactions to the contrast media, although rare, do occasionally occur. The 

most commonly reported adverse reaction to intravenous injection of gadolinium is a transient headache.  

While the potential for other adverse reaction(such as dizziness, nausea, and warm sensation) must be 

considered, the vast majority of reactions are minor and self-limiting. Major or more serious reactions are 

extremely rare.  

Consent: I have read and understand the procedure and its potential complication as described on this form.  I 

hereby give my approval for the administration of intravenous gadolinium contrast media.  

 Do you have sickle cell anemia?      Yes_____  No_____ 

 Do you have any allergies?       Yes_____  No_____ 

 If yes please list allergies: ________________________________________________ 

 Have you experienced a reaction to contrast used for MRI? Yes_____  No_____ 

      Female Patients: 

 Are you pregnant?       Yes_____  No_____ 

 Are you breast feeding?      Yes_____  No_____ 

Patients Name: __________________________________________________ 

Type of Scan: ___________________________________________________ 

Date: ___________________   Patient’s Account #: _____________________ 

Patient’s Signature: ______________________________________________ 

 

 

tel:516.612.5600
tel:516.612.5600
tel:516.234.6804
tel:516.234.6804

