
Patient’s Name ____________________________________________________	 Date _________________________

DOB ___________________________________________	 Appointment Date: _______________________________

								        Appointment Time: _______________________________

Clinical History_________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

Symptoms/Reason ____________________________________________________________________________

____________________________________________________________________________________________

Physician Signature ____________________________________________________________________M.D./D.O.

(Physician Signature Required)

$49.95 MAMMOGRAM

Special Instructions:
•	 Do not use powder or deodorant on the day of your test.
•	 Bring previous mammograms/ultrasounds, if performed at another facility.

	 SCREENING MAMMOGRAM

Women’s Breast
& Imaging Center
at the Scheu Family Building           
1100 San Bernardino Road, 2nd Floor    
Upland California 91786
909.948.8166

Rancho San Antonio
Medical Plaza
Radiology Department
7777 Milliken Avenue
Rancho Cucamonga,
California  91730
909.948.8166
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Here for Life.


