
 

LSC FORM 17 

_______________ ________________________         

 INFORMED CONSENT FOR IRON INFUSION 

 
 

Name: __________________________ Address:____________________________ Date of Birth: ___________ 
 

consent to proceed with .......................mg of Ferinject iron  
 
My Doctor ________________________ has discussed with me and I understand the following items: 
 

A. The nature and purpose of the procedure - This involves the administration of an iron solution 

"Ferinject" into the vein of your arm. This being 10ml/500mg or 20ml/1000mg (Ferinject) being 

administered intravenously over 10-20 minutes, to treat or prevent Iron Deficiency Anaemia when oral 

iron preparations are ineffective or cannot be tolerated.  Within 3 months post infusion, a blood test will 

be requested to measure Ferritin (iron stores). 

B. Possible risks of the proposed procedure and or side effects included: - 

• abdominal upset, nausea & vomiting                             

• headache 

• metallic taste in mouth 

• muscle or joint pain,  

• fainting,  

• hypertension 

• allergic reaction (Rare).  

• A long-lasting brown discoloration of the skin due to leakage of the drug at the injection site can occur 

rarely. 

**30 minutes observation is recommended after the infusion is completed. 

Please refrain from exercising for 24 hours after your infusion. 
 

C. Ferinject infusion should be discussed with your Doctor if you are pregnant, breastfeeding or under 

14 years old. 
 

D. All reasonable alternative treatments - oral iron supplementation have been discussed. 
 

E. If a NEW PATIENT, Please bring with you a copy of your most recent iron levels. 
 

Any related costs - these include cost of script at the Pharmacy and cost of a consultation when the Ferinject is 

administered have been advised.  

Full fee patients will be charged - a total of $281.00 with a Medicare Rebate of $87.10 

Pensioners will be charged      - a total of $231.00 with a Medicare Rebate of $87.10 
 

 

I have read and fully understand what l am signing. I have asked my Doctor any questions I may have, and the 

Doctor has answered any questions I have asked to my satisfaction. 

 

_______________________________________   ______________________________ 
Signature (Patient/Relative or Guardian)    Print Name 

Date:  

 

_______________________________________   ______________________________ 

Doctor's Signature      Print Name 

Date:  

 

On completion of the infusion, no staining of the skin has been noted and l am feeling well enough to leave.  

I have also received an Iron Infusion hand out 
 

Name:   Signature: __________________ 


