
 

 

HERMITAGE MEDICAL CLINIC  
Breast Clinic Referral Form 

 

 

Name:  
 
Address:  
 
 
 
Phone Number:  
 
DOB:                                                                            Male         Female  
 

LMP Date: 
 
Is the any possibility this patient 
is pregnant? 
 

Yes              No 
 

Patients Signature: 
___________________________ 

Examination Requested: 

Exam Name Please Tick Exam Name Please Tick 

MA MAMMOGRAPHY BOTH 
 

 US ULTRASOUND BREAST BILATERAL 
 

 

MA MAMMOGRAM LT 
 

 US BREAST LT 
 

 

MA MAMMOGRAM RT 
 

 US BREAST RT 
 

 

US WIRE LOCALISATION  MRI BREASTS  

OTHER (please specify 
 
 
 
 
 
 

 

Clinical History:  
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

Ref Doctor / HMC Consultant / GP (Block Letters) 
Mr Michael Allen, Consultant Breast Surgeon 
Address: Suite 25 Hermitage Medical Clinic 

Notes/Comments 

Date: DR’s Signature: 
 
 
 

Suite No:  

 

v 


