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NAME:_______________________________________        DATE:_____________________________ 

 

MR# _________________________ DOB:_______________________ TECH:_____________ 

 

 

INDICATION: ________________________________________________________________________ 

RT BREAST_______ LT BREAST________   BILATERAL BREASTS________ 

MELANOMA LOCATION _____________________________________________________________ 

RADIOLOGIST/TECHNOLOGIST INJECTING PATIENT: 

____________________________________________________________________________________ 

METHOD OF INJECTION: US________   MAMMO_______ NO IMAGE GUIDANCE__________ 

PRIOR HX OF CANCER (DATE OF DX, CHEMO, RTX) _________________________________ 

_________________________________________________________________________________ 

PRIOR EXAMS/STUDIES (WHEN & WHERE) 

_________________________________________________________________________________

_________________________________________________________________________________ 

OTHER MEDICAL HX (HTN, DM, CAD) _____________________________________________ 

_________________________________________________________________________________ 

COMMENTS:________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 


