Tacoma Community College Diagnostic Medical Sonography Scan Lab Model Consent and
Release of Liability Form

Participant Information (Volunteer Scan Model)

Full Name: Date of Birth:
Phone Number: Email Address (optional):
l, , agree to be a volunteer scan model at Tacoma Community

College (TCC) for the Diagnostic Medical Sonography (DMS) program. | confirm that | am at least eighteen (18)
years of age and am competent to sign this document.

| understand that my participation is entirely voluntary and that any ultrasound scans performed during a
scanning session are performed for the sole purpose of educating and training students enrolled in the DMS
program. | understand that these scanning sessions do not constitute a medical examination, diagnosis, or
treatment. | understand that no medical findings will be interpreted, disclosed, or acted upon as a result of my
participation in any scanning sessions. | further understand that during the scan, | may be asked to disrobe
partially and that to successfully perform the scan, ultrasound transducers and ultrasound transmission gel
may be applied directly to my skin.

While sonography faculty certified by the American Registry for Diagnostic Medical Sonography (ARDMS) will
be present in the lab to supervise DMS students (indirect supervision), they may not be directly involved in
each scan performed by each student being trained during a scanning session (direct supervision). |
acknowledge that TCC is a teaching institution and that faculty, students, and trainees, regardless of gender or
gender identity, may observe or participate during a scanning session. | further acknowledge that sonography
faculty and DMS students are not trained medical physicians and are not authorized to diagnose volunteer
scan models. | understand that although the purpose of any ultrasound scans performed is to educate and
train DMS students, there is a possibility that the ARDMS-credentialed supervising (direct or indirect)
sonography faculty and/or DMS students may incidentally discover potential areas of diagnostic concern
during a scanning session.

Furthermore, | understand that because ultrasound scans are performed to educate and train DMS students,
and do not constitute a medical examination, any existing pathologies may not be noted. Should supervising
(direct or indirect) faculty or DMS students incidentally discover potential areas of diagnostic concern, they
may inform or advise me to contact my personal physician; however, | acknowledge they are under no
obligation to provide medical or treatment recommendations. If supervising faculty or DMS students do
incidentally discover potential areas of diagnostic concern, | acknowledge that | am solely responsible for
informing a physician and seeking medical advice or care. TCC faculty and DMS students are not responsible
for referring me to a physician, or following up with me regarding any pathologies that may be incidentally
discovered.
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| acknowledge that, while reasonable care will be taken to ensure safety, the TCC DMS program follows the
Association of Medical Ultrasound (AIUM) “As Low As Reasonably Achievable” (ALARA) Principle. While there
are inherent risks associated with participating in sonographic scanning activities, including but not limited to
minor physical discomfort, exposure to ultrasound energy, and the incidental discovery of potentially
abnormal findings, the TCC DMS program will take efforts to minimize exposure to ultrasound energy. |
voluntarily assume all such risks associated with my participation.

The American Institute of Ultrasound in Medicine states that, given ultrasound’s proven benefits for medical
diagnosis—including its safe use during pregnancy—there have been no confirmed harmful effects in people
from current diagnostic ultrasound equipment when contrast agents are not used.

To the extent permitted by Washington State law, | hereby release Tacoma Community College, its officers,
employees, agents, and students from liability for any claims, injuries, or damages arising out of or in
connection with my participation, except where caused by the sole negligence or willful misconduct of the
College or its representatives.
| further acknowledge that:

e The scan is conducted solely for the purpose of student education.

e No interpretation, diagnosis, or follow-up will be provided.

e The images obtained may be retained by Tacoma Community College for educational use.

e My personally identifiable information will not be disclosed without my written consent.

e |am not a patient and TCC, its faculty, and students are not providing medical diagnosis or care.

| understand that | may withdraw from participation in the scan at any time without consequence.

By signing below, | acknowledge that | have read, understand, and voluntarily agree to the terms of this
consent and release form.
Signature of Volunteer: Date:

Procedural Consent

Please check the boxes in the areas you consent to being scanned. You can withdraw consent at any time
during the scanning session.

1 Neck/Thyroid

1 Abdomen

L] Pelvis (Transabdominal)

1 Upper or Lower Extremity Vessels

L1 Obstetric (Section 2 of this form and physician consent is required prior to obstetric scanning)

Course Information (To be filled out by DMS student(s))
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Course Information:

Instructor Name: Date of Scan Session:

DMS Course:

Name of Student:

Scan(s) Performed:

1 Neck/Thyroid

L1 Abdomen

] Pelvis (Transabdominal)

LI Upper or Lower Extremity Vessels

L1 Obstetric (Section 2 of this form and physician consent is required prior to obstetric scanning)
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Tacoma Community College Diagnostic Medical Sonography Scan Lab Model Consent and
Release of Liability

Additional Obstetrics Ultrasound Scan Lab Model Physician Acknowledgement and Consent

In addition to acknowledgements and agreements on Page 1 of this release, |, ,
confirm that | have notified my physician of my intent to participate in a sonographic student training session

at TCC. | have presented this document to my current physician and they have reviewed it with me, and
approved my intent to participate as a scan model volunteer at Tacoma Community College for this specific
sonographic scan. My physician’s contact information has been provided below to TCC.

TCC will not be responsible for any further follow-up with me or my physician. | understand that | am
personally responsible for following up with my physician for all medical care.

| understand that without express written consent by my primary healthcare provider, | will not be able to
participate in an obstetrics-related ultrasound scan.

Participant Information

Volunteer Scan Model Name: Date of Birth:

Volunteer Scan Model Signature: Date:

Physician Contact Information

Name of Primary Healthcare Provider or OB/GYN:

Phone number of Primary Healthcare Provider or OB/GYN:

Address of Healthcare Provider:

Physician Consent

l, , am the physician for the above-named individual, and

hereby agree that they are medically fit to obtain an ultrasound scan from Tacoma Community College

Diagnostic Medical Sonography Program for educational purposes only.

Physician’s signature: Date:

THIS DOCUMENT MUST BE PRESENT AT TIME OF SCANNING SESSION IN ORDER TO PARTICIPATE.
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