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Consent for Carotid Angiogram 
 

Informed consent is a discussion between a patient and their provider who is preparing to perform a procedure for that 
patientÕs care.  This is an opportunity to review the risks and benefits of the procedure, to review the alternatives, ask 
questions, or to refuse a procedure.  Patients are encouraged to take part in informed consent discussion. 

Description  
A carotid angiogram is an X-ray of the large vessels of the neck that supply blood to the brain. This test is used to study 
and diagnose a potential vascular condition that may be caused by narrowed, blocked, enlarged, or malformed blood 
vessels. An angiogram can help your provider plan operations to repair to vessels with extensive problems. 
 
To create x-ray images of your blood vessels, your provider will inject contrast through a thin, flexible tube, called a 
catheter. Your provider threads the catheter into the desired blood vessel from an access point. The access point is 
usually in your groin but it can also be in your arm. Contrast makes blood vessels visible on an x-ray.  
 
Alternatives 

• Do nothing. 
• Diagnose with another method such as CT or MRI. 
• Treat vessel problems with surgical repair. 

 
Benefits 
Usually provides adequate information to diagnose vascular conditions. 
 
Risks / Complications  

• Infection, bleeding, swelling at the site of catheter insertion. 
• Discomfort, nausea and vomiting. 
• Risks associated with procedural sedation. 
• The catheter may damage a vessel or dislodge a piece of clotted blood or fatty deposit from the vessel wall. The 

dislodged object can block blood flow to the brain (stroke), arm, leg, or intestine (bowel).  
• Excessive bleeding from the needle site in the vessel is rare, but possible. In addition, a blood clot can form 

where the catheter was inserted. This may cause partial blockage of a blood vessel.  
• There is a slight risk of allergic reaction to the contrast.  These reactions can be mild (itching, rash) or severe 

(shock, trouble breathing).  Be sure to tell your doctor if you have allergies of any kind (contrast or asthma). 
• Contrast can cause damage to the kidneys that may lead to kidney failure. This is a concern if you are dehydrated 

or have poor kidney function. 
• Radiation exposure may very slightly increase your lifetime risk of developing cancer.  However, your provider 

uses the minimum possible amount of radiation, and any risk from radiation exposure is almost always 
outweighed by the potential health benefits of this diagnostic aid. Ask your provider about the use of protective 
shielding during your procedure. 

• Be sure to let your provider know if you are pregnant.  Lead shielding over the pelvis is available to protect the 
fetus, as needed. 

• Death from this procedure is very unlikely, but can occur. 
• Your condition may not be diagnosed and additional diagnostic procedures may be necessary. 
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Consent for Carotid Angiogram 
 
Depending on your specific medical condition, there may be additional risks to this procedure.  Your provider will review 
these details with you.  There is no assurance this procedure will work as planned and there may be problems not 
connected to this treatment that are natural risks.  
 
Consent for Angiogram (Peripheral) 
During the course of this procedure, unforeseen circumstances may require additional or different procedures/treatments 
than those discussed with my provider. I request and authorize my physician and other qualified medical personnel to 
perform such other treatment or procedures as are, in their judgment, necessary and appropriate. 
 
I certify that I have read or had read to me the contents of this form. 
 
I will read or have read to me the discharge instructions and will follow any patient instructions related to this procedure. 
 
I have had the opportunity to ask questions and all of my questions have been answered to my satisfaction.  I consent to 
the above procedure as deemed necessary or appropriate by my physician or credentialed provider. 
 
I have been given the option to have this procedure performed at any facility I so choose. 
 
My provider has answered my questions. I authorize ______________________________________ and such associates  

Print Provider Name 
Or assistants (______________________________________________________) as may be selected by this provider to 
perform this procedure.     Print Assistant(s) Name(s) 

 
 

Print name of Patient  Patient/Personal Representative Signature (Relationship)      Date/Time 
 
PROVIDER: I have explained the risks, benefits, alternatives, and nature of this procedure to the patient.  I understand 
the patient has no further questions and appears to have understood the information provided: 
 

Print name of Provider (required) Provider Signature (required)           Date/Time 
 
WITNESS: I have witnessed the patientÕs signature and verify it is authentic.  I understand the patient has consented to 
this procedure without coercion and appears competent to provide consent: 
 

Print name of Witness (optional) Witness Signature (optional)             Date/Time   
       

 1 Copy to Medical Record/1 Copy to Patient  
 

Patient Name: 

Patient MRN: 

Patient DOB: 


