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Name of patient: Age:
Civil ID Number:
Date of Last Menstrual Period: Gestational age:

Date of Examination:
Examination Proposed:

INFORMED CONSENT FORM FOR RADIOLOGICAL EXAMINATION IN
PREGNANT OR POSSIBLY PREGNANT WOMEN

I/ We understand that .......................... study involves exposure to X-rays. | / We have been
given satisfactory explanation by doctor ..................ooooiiiil about the HAZARDOUS
effects of X-rays on the fetus and its consequences. The risk to the fetus as explained by doctor is
.................... . I/ we agree to the above mentioned study considering the potential benefits to

myself / wife as explained.
Signature of Patient:
Signature of Husband: Date:

Comment of Radiologist:
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