
3D Screening Mammogram Patient Scheduling Form

Union County Government: December 8th, 2020 (9:00am-4:00pm)
[bookmark: Text181]Patient’s Full Name:      		
[bookmark: Text3]Address:      	
[bookmark: Text5]	     	
[bookmark: Text56]Primary Phone Number:      		
[bookmark: Text71]Alternate Phone Number:      	
[bookmark: Text86]Last 4 digits of social security number (optional):      	
[bookmark: Text97]Email Address:      	
[bookmark: Text114]Date of Birth:      		
[bookmark: Text131]Insurance:      		
[bookmark: Text148]Physician's First and Last Name:      		
 (We must have a physician name to send your mammogram report to.)
[bookmark: Check10][bookmark: Check11]Have you had a previous mammogram?	|_| Yes	|_| No
If you answered YES:
[bookmark: Text163]Where?      			
[bookmark: Text180]Month/Year of last exam:      		
[bookmark: Check1][bookmark: Check2]Do you have breast implants?	              |_| Yes     |_| No
[bookmark: Check6]Do you have NEW breast problems?	              |_| Yes     |_| No
If you have breast problems, such as a lump or nipple discharge, you need to see your physician and have him/her refer you for a diagnostic mammogram.
[image: ]Is there anything hindering your mobility?    |_| Yes      |_| No
Wheelchair, Crutches, etc.
[bookmark: Check7][bookmark: Check5][bookmark: Check9]Exam Time Preference: 	|_| Morning	|_| Mid-day	    |_| Afternoon
[bookmark: _GoBack]
[bookmark: Text185]Attn: Mobile Support
[bookmark: Text183]Fax: 704-943-3572
[bookmark: Text184]e-mail: Mobile.Support@CharlotteRadiology.com
[bookmark: Text186]We will contact you with your appointment time within 2 business days.
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CharlotteRadiology

The Imaging Experts.




