
standard out-patient
Breast iMaGinG reQuisition

X-RAY FACILITY ADDRESS 

BILLABLE TO:

 MSP  ICBC  WCB  PATIENT  OTHER:
naMe of physician & Msp practitioner nuMBer (or office stamp)

 diaGnostic MaMMoGraphy  ultrasound

TELEPHONE REquISITON TIME INITIALS OF RECORDER 

HLTH 1906  2010/02/24

X-RAY uSE ONLY

PERSONAL HEALTH NuMBER DOB:  YYYY / MM / DD

SuRNAME OF PATIENT FIRST NAME AND MIDDLE INITIAL

TELEPHONE # (INCLUDE AREA CODE)

ADDRESS CITY/TOWN POSTAL CODE COPY RESuLTS TO:

SIgNATuRE OF REquESTINg PHYSICIAN

DATE sIgNED (yyyy / mm / DD)

  Proceed to further imaging if indicated (mammography or ultrasound)

  Proceed to needle biopsy if indicated and feasible
OR  Call me if further investigation is necessary

history
PREVIOuS MAMMOgRAMS

 YES  NO

DATE(s)

PREVIOuS BIOPSIES / SuRgERY

 YES  NO

DATE(s)

HORMONE THERAPY

 YES  NO

DATE(s)

FAMILY HISTORY OF BREAST CANCER

 YES  NO

RELATIONSHIP

MENSTRuAL HISTORY
LmP (DATE): mENOPAUsE (AgE):

present coMplaint (please check the appropriate indication)

 LuMP  THICkENINg  LOCALIzED PAIN/TENDERNESS  NIPPLE DISCHARgE

 “ABNORMAL” SCREENINg MAMMOgRAM  FOLLOW uP OF PREVIOuS FINDINgS  PREVIOuS BREAST CANCER  bREAsT PROsTHEsEs (ImPLANTs)

 uNkNOWN PRIMARY MALIgNANCY  FIRST POST-OPERATIVE MAMMOgRAPHY

 OTHER, SPECIFY:

please MarK area(s) of concern When appropriate

gENDER PREgNANT

 yes  No M  F

RIgHT LEFT➤➤

The personal information collected on this form is collected under the authority of the Personal Information Protection Act.  The personal information is used to provide medical 
services requested on this requisition. The information collected is used for quality assurance management and disclosed to healthcare practitioners involved in providing care or 
when required by law.  Personal information is protected from unauthorized use and disclosure in accordance with the Personal Information Protection Act and when applicable the 
Freedom of Information and Protection of Privacy Act and may be used and disclosed only as provided by those Acts.


