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Patient Label 

Reporting Silo 

/ Radiologist 

CT Patient Safety Questionnaire     
 

 

If the answer to any of the above questions is YES, or if you have any difficulties in completing this form, 
please bring it to the attention of a Radiographer/Assistant for further assistance. 

If your scan involves an injection of a contrast agent it is recommended that you do not drive or use 
tools or machines for 1 hour after the injection. This is because you may feel dizzy or have other 
signs of an allergic reaction afterwards.  Please remain in the department 15 minutes post injection. 
Do not leave until the cannula has been removed. On rare occasions contrast may leak outside the 
vein to the surrounding tissues, the radiographer will give you advice on this if this happens during 
the injection. 

Patient/Guardian Declaration: I have read and completed the above questions to the best of my 
knowledge and I consent to the administration of an iodinated contrast agent if this is required for my scan. 
I understand that the examination that I/ my dependant is having involves a dose of radiation and wish to 
proceed with the CT examination. 
Property of value: I accept responsibility for any items of property/value that I have removed. 
 
Signed…………………………………………………………Date…………………….  

Radiographer to Complete:  
 

 

 

Patient Identified 
(Initials) 

Vetting Instructions Administered under   PGD  /  PSD 
Site of 
cannula 

Area Identified  
(initials) 

Scanned by (initials) Contrast/Saline label  

 

 
 

Previous Imaging  
(Date) 
 

Cannulated/Flushed (initials) 
 

Correct scan date 
(initials) 

Valuables removed Y / N  
Valuables returned Y / N 

DLP Images 

Please circle either YES or NO for the following questions 
Radiographer 
Comments 

GFR  

Do you have any allergies? Y N  

If Yes have you had an allergic reaction to contrast dye? Y N  

Do you have Diabetes?  Y N  

Are you taking Metformin? Y N Letter sent Y N  

Do you have Asthma or Hay fever? Y N  

Do you have any Cardiac problems? Y N  

Do you have any renal/kidney problems? Y N  

Have you ever had an organ transplant? Y N  

Do you suffer from any of the following conditions? 
Myasthenia gravis, Multiple myeloma, sickle cell disease, 
Pheochromocytoma, Manifest thyrotoxicosis 

Y N Have you had a contrast injection in 
the last 7 days?  Y / N 

Please complete and sign this questionnaire prior 

to your CT examination, to enable us to check if we 

can safely proceed with your scan. 

If Patient unable to complete above Questions: Radiographer to confirm information has been gained from 

Medical notes/CRIS record/Ward or Referring Team to the best of their knowledge and ability.             

Radiographer Initials ……………. 
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Patient Label 

Reporting Silo 

/ Radiologist 

 
 

Medical Imaging Inclusive Pregnancy   

Status Form 

Your preferred name?..................................................... 
 
Your pronouns/how you wish to be addressed?   He/Him, She/Her, They/Them, Other………………………… 

 
A copy of this document will be stored electronically in your radiology notes and only accessed when clinically relevant. 

All your personal data is managed in line with data protection regulations. Please inform a radiographer if you do not 

consent, or consent to only part of this information being stored. 

Staff to complete: Clinical need overrides LMP status YES / NO - Is this documented in CRIS/EPIC?  

YES / NO 

IR(ME)R practitioner’s Name / Signature if not recorded in CRIS/EPIC……………………. Date……………... 

Purpose of form: An imaging investigation that uses ionising radiation has been requested by your doctor / 

healthcare professional. It is our duty and legal responsibility to ensure that we protect individuals from 

unnecessary exposures to radiation, especially in the case of people who could be pregnant.  

Making these enquiries is a legal requirement to prevent potential harm. We might not be able to continue / may 

have to delay your examination if we are unable to confirm your pregnancy status. Answers to frequently asked 

questions regarding this form are available on the other side of this page. 

 

Patient/Guardian/Interpreter Declaration: I have read and completed the above questions which are 

applicable to me to the best of my knowledge and understanding: 

Patients signature……………………………        Date…………………………………… 

Staff signature……………………………….         Date…………………………………… 

Guardian/Interpreter: Print name and sign………………………………………………… 

    If you are aged between 12 and 55 years (inclusive), please answer the following: 

1. 1. Which sex were you registered as at birth? (please circle): Female / Male / Prefer not to say   
 

Please let the Radiographer know if you are aware that you were born with a physical variation in your sex characteristics 

(VSC), also known by the terms diverse sex development (DSD) or intersex. This can be discussed privately. 

Only complete if you have answered either ‘Female’ or ‘Prefer not to say’ above, and/or have a VSC with 

the potential for pregnancy.  

1. 2. Are you or might you be pregnant?  YES / NO    
If YES please go to part 4 and inform the radiographer. 
If NO please answer the questions below and sign the declaration. 

 

3. I am not pregnant for one of the following reasons: 
 The first date of my last period was: …………………. 
 I am post-menopausal; my last period was: …………………. 
 I have undergone a surgical procedure which prevents pregnancy (e.g. hysterectomy, sterilisation) 
 I am on contraception (pill / coil / implant / injection), and not overdue for the next dose 
 I am not pregnant for reasons not listed on this form: ………………………………………. 

 

4. I am pregnant. The 1st day of my last menstrual period was: ............................................................ 


