
Imaging Request Consent Form 

Location: __________________________________________________________ 

Telephone Number: _________________________________________________ 

Fax Number: _______________________________________________________ 

Date Requested: ____________________________________________________ 

Patients Name: _____________________________________________________ 

Patients Signature: __________________________________________________ 

Health Card: ________________________________________________________ 

Exam: _____________________________________________________________ 

Please provide the previous mammogram and/or breast ultrasound images for 
the above patient. 

Thank-You. 
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