
PATIENT'S NAME: DATE OF BIRTH:

HOME TEL: WORK TEL:

DATE RECEIVED:

HOW MANY SETS   -and-   WHAT IS THE YEAR FOR EACH SET RECEIVED?

  
PATIENT'S SIGNATURE: STAFF'S SIGNATURE:

DATE FILMS RETURNED TO PATIENT: STAFF'S SIGNATURE:

PATIENT'S SIGNATURE  (upon receipt of films):

RELATIONSHIP TO PATIENT:

PERSON'S NAME: PERSON'S SIGNATURE:
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WELLNESS INSTITUTE & MAMMOGRAPHY CENTER
S t r e e t    A d d r e s s

C i t y ,    S t a t e        Z i p

Someone other than Patient picking-up films?

R E T U R N I N G    O F    F I L M S    U P O N    C O M P L E T I O N
NOWould you like to leave your films here ? YES

Mammogram Film Receipt_WELLNESS

MAILEDHAND DELIVERED

M A M M O G R A M     F I L M     R E C E I P T

(            )              - (            )              -

( If so, complete questions below )


