
Breast Imaging Kingston 
820 John Marks Ave, KINGSTON, ON   K7K 0J7 
TEL: (613) 384-4284    FAX: (613) 544-2504 

BREAST IMAGING REQUISITION 
Appointment Date/Time:_______________________________________ 

OBSP K#:__________________________________________________ 

Right    Left 

Routine screening mammogram 
Diagnostic Mammogram      

Cone magnification 
Ultrasound 

RADIOLOGY CONSULT FOR: 

Image Guided Core Biopsy 

Fine needle aspiration  

Seed Insertion

Clip Placement 

 Date: Previous Mammogram completed at: 

Clinical History & Details of Current Findings: 

By signing below, I 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. 

 Send a copy of report to: Signature: _________________________________________  

Provider name (print): _______________________________

Date: _____________________________________________ 
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Breast Implant(s)?   Right    Left 

_____________________________________

_____________________________________

Name: 
Date of Birth: 
Address: 

Phone: 
HCN #: 

Primary Care Provider: 

Please indicate all clinical concerns on the diagram below
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	Breast Imaging Kingston site
	BREAST IMAGING REQUISITION
	Routine screening mammogram


	RADIOLOGY CONSULT FOR:
	Mag Seed or Clip Placement
	Sentinel Node Biopsy

	I 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.



