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REFERRING CLINICIAN INFORMATION PATIENT INFORMATION
Name: Health Card Version DOoB Sex
. e L
OHIP Billing Number: First Name: Last Name:
Address Address:
City/Prov: Postal Code: City/Province: Postal Code:
Phone: Fax: Phone Number: Secondary Phone Number:
Signature: PERTINENT HISTORY
i Menstrual Status: Thyroid Medication: CJY [N | Does Patient Require:
Copies to: Birth Control Pills:  [JY CIN Mechanical Lift Oy ON
First Order Relative with Breast Ca: LJY [N Hormone Exposure: Oy ON Wheelchair Oy ON
Language Interpreter — Specify:
Specify:
BY APPOINTMENT ONLY **INCOMPLETE REQUISITIONS WILL BE RETURNED**
JDuctogram/Galactogram [ s [ds | CJOBSP Mammogram CJContrast Enhanced Mammogram [ [r (s
ONeedle Localization O.0Or Oe | ORoutine Mammogram [ CJr Cde | Please complete fD°’ agCESM Requests.
[ISentinel Lymph Node Scan [l Clr [ds | [IBreast Implant [Ju OO [Jg | Contrast Allergy: LY LIN ) )

o Does patient have impaired renal function or history of renal
[IStereotactic Biopsy UuDrUe | LDiagnostic MammogramUIL LIR L8 | transplant>  CIVEIN  If yes, is the patient:
JUltrasound Guided Biopsy [ [Jr [Js | [Breast Ultrasound O Or O | Diabetic: Oy ON On Metformin: Y OIN

eGfr: Date Collected:
DD/MM/YY

Is patient on blood thinners? ‘ Oy N Specify:

CLINICAL HISTORY ‘

L RIGHT LEFT
OUTSIDE PREVIOUS AND BREAST SURGICAL HISTORY

Previous Surgeries:

Related Previous Imaging: [1Yes [1 No Ifyes, Where:
Please attach previous reports if not completed at BGH.
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PLEASE ADVISE PATIENT NOT TO WEAR DEODORANT, BODY LOTION OR TALCUM POWDER TO THIS APPOINTMENT



