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Previous Mammogram completed at: Date:

Clinical Information and History:

Is the patient taking blood thinners? [1 ves [ no  Please instruct your patient appropriately.

Breast Implant? D Right D Left
Details of Current Findings:

| also agree that any of the following be arranged at the discretion of the Radiologist: core
biopsy, fine needle aspiration or other breast imaging as required.
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