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	 Name: ______________________________________   Agency: ______________________________________

	 Telephone:___________________________________   Language: ____________________________________

*8640-124712*

ALTAMONTE / DOWNTOWN ORLANDO / SPRING LAKE / OCOEE / SANFORD

Date: ___________________

X-rays, CT Scans, Mammograms, and IVPs (IntraVenous Pylogram) may be harmful and 
pose a risk to an unborn child. Please complete the following:

Patient’s Name: _________________________________________________________
                                                                          (Print)

Date of Birth: _________/__________/__________

I acknowledge the potential risk associated with the above procedures to an unborn 
child and I declare that I am not pregnant and wish to proceed with diagnostic study.

q  I do not wish to proceed with the diagnostic study at this time.

Patient’s Signature: __________________________ Date: ________ Time:________


