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BREAST ASSESSMENT REQUEST FORM 

 
 
 SURNAME:    __________________________________  
        
 GIVEN NAME:    ________________________________  
 
 ADDRESS:   ___________________________________  
 
  CITY:  _______________  POSTAL CODE:  _________  
  
DATE OF BOOKED EXAM: TEL.NO. (HOME):  _____  WORK:  _________  
  
 _________________________________  O.H.C. NO.:  ___________________________________  

SCREENING □ D.O.B. (yy/mm/dd):  ______________________________  

DIAGNOSTIC □   (provide relevant history) INTERPRETER REQUIRED: YES □ NO □ ______  
 

Please any attach breast imaging reports NOT generated at St. Joseph’s  

PREVIOUS □NO □ YES  

WHERE?  ______________________     
 

CLINICAL FINDINGS AND HISTORY:   __________________________________________________  

 _________________________________________________________________________________  

 _________________________________________________________________________________  

 

 
 
 
 
 
 
 
 
 
 
 
Note:  By signing this requisition, you are providing authorization to St. Joseph’s for your patient to 

receive additional imaging (mammography, ultrasound, MRI and procedures), and urgent surgical 
consultation, as required, to resolve this diagnostic request.   

 
          Breast Care Centre 

             St. Joseph’s Hospital 
             268 Grosvenor Street 

                London, ON   N6A 4V2 
              Ph. 646-6000 x 66044 

           Fax.  519-646-6204 
 

Please have patients enter through 
Cheapside Entrance (Entrance 4) 

REFERRING PHYSICIAN SIGNATURE:  _______________________________ DATE:   _____________________  
 

REFERRING PHYSICIAN NAME - PLEASE PRINT:  ___________________________________________________  
 

FAMILY PHYSICIAN:  __________________________________________  

 

(Specify language) 
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