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BREAST IMAGING DEPARTMENT ORDERS

Patient’s Name:




DOB:


 Physician’s Fax:


 
Patient’s Phone:


 Exam Appointment Date/Time: 






Diagnosis: ______________________________________________________________________________ (Please write out diagnosis; ICD-9 code not acceptable): 

ICD-10 Diagnosis Code:_______________









Clinical History:  













Call VBMC Scheduling Department (956) 389-1852 to schedule or reschedule your appointment. 

Office Hours:  8 am-12 pm & 1pm – 5 pm.

Screening or Diagnostic Mammogram Information

*  Bring this request with you on day of appointment.
*  Report to the Breast Center located in the Professional Arts Building located at 2121 Pease Street.   

   Free Valet Parking is available at this location. 

*  Please do not wear deodorant, powder or cream under arms or chest on day of mammogram. 

*  Please bring previous mammogram x-rays 

Biopsy Information

Do not take aspirin 4 days before procedure.  Physician approval is required for patients taking blood thinners. 

Mark area of interest on diagram
[image: image2.jpg]4nValley Baptist

Believe in a better life.™




 Screening Mammo w/CAD
 Diagnostic Mammo w/CAD

      Left    Right    Bilateral

      U/S of Breast if needed 
 Diagnostic Mammo w/Spot   
    Compression


 U/S of Breast Only    
  Left    Right    Bilateral
 U/S Guided Core Biopsy / Aspiration
    ______ O’clock position

      Left    Right    Bilateral
 U/S Guided Needle 

    Localization _____________

      Left    Right    Bilateral

  Stereotactic Biopsy    
______ O’clock position

      Left    Right   
 Mammo Needle Localization 

______ O’clock position

      Left    Right   
 Other ___________________
VBHS-7700-0012-01015
Schedule Appt. (956) 389-1852


Fax:                  (956) 389-6027  Harlingen 


                         (956) 389-6028  Brownsville





Important:  MD signature needed to process orders





_____________________________  MD Signature





______________________________ MD Print Name





_____________________________    Date /  Time









