
ARTHROGRAM CONSENT 

 

 

 

 

 

 

CONSENT FORM FOR RADIOLOGIC PROCEDURES 

 

 

I, ________________________________ give my consent to have the following procedure  

__________________________________________________________ performed on my by 

___________________________________.  The benefits, alternatives and risks of this procedure 

have been explained to me to my satisfaction and understanding.   

 

        ____________________________________ 
        Patient signature 
 
 
        ____________________________________ 
        Physician      
  
 
        ____________________________________ 
        Witness  
 
 
        ____________________________________ 
        Date 
 

 


