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Asymptomatic Screening
1 Mammogram

or

Diagnostic Evaluation

1 Mammogram

"] Breast Ultrasound

(1 Mammogram and Breast Ultrasound

Reason for Diagnostic Exam:

[C1 Palpable Mass / Thickening

(1 Discharge

[C] Pain (Focal)
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("1 Follow-up / Advised by Radiology
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aQaoaaa®

-

Qaaaaaa!

P

A

~—

\

Mark Lesion with "X"
& Distancelfrom Areola

L

o

o
Right Breast Left Breast
Other Pertinent Mass
History or Findings Rt. Lt.
[JHard [}
[1Soft [
("1 Cystic [7]

Physician’s Signature

PS056765 (10/07)

Page 1 of 1


Digicomp Lockup Info
Page:   1
Plate:   Black
Stub:   No Stub
Lockup:   Continuous

Top:   0.25"
Middle(v):   0.87"
Bottom:   0.25"
Left:   0.745"
Middle(h):   0"
Right:   0.245"


