
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
M A M M O G R A P H Y  R E Q U E S T  F O R M   

Contact: +267 396 0419 / +267 72 375 398 

PLEASE BRING THIS FORM WITH YOU WHEN YOU ATTEND 

All sections of this form must be fully completed 

Appointment: 

Date Time    

Referring Provider     

Signature_________________ HP________________ 

Report / Images to   

Patient details:  

Name     

DOB    

ID / Passport number  Sex  M   F 

Pregnant  Y N 

LMP  
PATIENT TO BRING PREVIOUS IMAGING 

 

 

CODE Tick Exam 
 

34100  MAMMOGRAPHY INCLUDING ULTRASOUND 

34101  UNILATERAL MAMMOGRAPHY INCLUDING ULTRASOUND 

34200  BREAST ULTRASOUND 

34205  ULTRASOUND GUIDED FNA / TRU CUT BIOPSY OR LOCALIZATION OF THE BREAST 

OTHER EXAMINATIONS: 

CLINICAL INDICATION: 
 
 
 
 

 

Referring provider’s 

 
Signature: 

 
 
 

Date 

 
 
 

/ / 



 

 


