
 
PLEASE FAX THE COMPLETED FORM TO PHARMACY AT XXX-XXXX AND RADIOLOGY AT XXX-XXX. 

 

Patient Contrast Screening Tool 
 

Patient Name:          MR #:       
 
Date:           DOB:       
 
Study:           Type of Contrast:      
 
Route of Administration:        Type of Administration:     
 
Dose Amount:          Administered By:      
 
Patient’s Current Medications: 
Medication Name Dosage Frequency Route 
    
    
    
    
    
 
Allergies including previous contrast reactions:          

              
 
Is patient pregnant?      Y N 

                

Barium Sulfate: 
 

1. Have you ever had previous reactions to barium?  Y N 
 
  If yes, indicate type of reaction:         

                

Gadolinium: 
 

1. Have you ever had previous reactions to gadolinium? Y N 
 
  If yes, indicate type of reaction:         

                

Iodinated Contrast 
 

1. Hx of renal disease?      Y N 
2. Hx of multiple myeloma?     Y N 
3. Is patient diabetic?      Y N 
  If yes – Is patient taking metformin?   Y N 
4. Hx of CHF?      Y N 

                
 
Complications from today’s contrast administration?  Y N 
 
  If yes, indicate action taken:         



 
 

 

Disclaimer: This service is designed to provide accurate and authoritative information in regard to the subject 
matter covered. Every attempt has been made to ensure accuracy, however, please note that laws, regulations and 
standards are subject to change. Please also note that some of the examples in this service are specific to the laws 
and regulations of the locality of the facility. The information and examples in this service are provided with the 
understanding that Joint Commission Resources is not engaged in providing medical care or legal advice. If any 
such assistance is desired, the services of a competent professional should be sought. 

 


