h COTTAG E C E NTER fOI’ 2410 Fletcher Ave., 1st Floor

Santa Barbara, CA 93105

LCA ADVANCED IMAGING 805/879-8500 + FAX 879-8575

Mammography Appointment Request

Patient Information * Required fields
%* First Name Middle Initial — % Last Name

Name you prefer to be addressed by: %* Date of Birth Month / Day / Year

( mm/ddlyy )
% Address
. CA :

City State Zip

E-mail Address Confirm E-mail Address
% Home Phone Work Phone Cell Phone
%* Physician report to be sent to * Insurance Provider

Clinical Information
Do you have any new breast lumps or problems with your breasts? |:| Yes |:| No
Do you have breast implants? [_] Yes [_] No

Have you had a mammmogram at a facility other than Cottage Center for Advanced Imaging? |:| Yes |:| No

If yes, where?

Please bring previous films to your appointment for comparison.

Preferred Date and Time of appointment Special notes

First available |:|

Or Month Choose Month

x Choose Day

Preferred day of wee

Preferred time of day M

Submit Form Clear Form
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