
DIAGNOSTIC BREAST IMAGING

PLEASE SEE REVERSE SIDE FOR PROCEDURE PREPARATIONS.

Mark clinical findings on figures.

Patient Name:_________________________________________________________________________________ DOB: ________________________

Patient Phone:______________________________________________ Patient Email: ____________________________________________________

Referring Physician (Print): __________________________________________________________ Physician Phone:__________________________

Physician Signature: ________________________________________________________________ Physician Fax: ____________________________

Order Date: ____________________________________ Exam Date/Time:__________________________ CDS code:____________________________

Scheduling: (626) 698-726 Hill Imaging Center 
Glendora

Hill Imaging Center 
West Covina

6
Scheduling Fax: (626) 445-1124

Stat Report (Emergency)
Call Dr.with report @______________________

cc: Physician_____________________________

PLEASE SEE REVERSE SIDE FOR PROCEDURE PREPARATIONS AND A MAP TO OUR OFFICE

Must be filled in for exam to be performed:

CLINICAL INDICATIONS / DIAGNOSIS

SPECIAL INSTRUCTIONS

LeftRight

Without Contrast With Contrast

SPINE
Cervical Thoracic Lumbar

UPPER EXTREMITIES
Shoulder

LOWER EXTREMITIES
Hip

MR ANGIOGRAPHY (MRA)
Specific exam/area of interest ____________________________

MR VENOGRAPHY (MRV)
Specific exam/area of interest ____________________________

BREAST MRI

OSTEOPOROSIS SCREENING
DXA - Bone Density Instant Vertebral Assessment (IVA)

ROUTINE X-RAYS
NO Appointment necessary. Mon-Sat: Call for hours.
Body Part:__________________________________________________

With & Without Contrast Contrast at Radiologist’s discretion

HandWristElbow LeftRight
Other Specify____________________________________________

FootAnkleKnee LeftRight
Other Specify____________________________________________

BODY MRI
Chest Specify exam/area of interest ______________________
Abdomen Specify exam/area of interest____________________
Pelvis Specify exam/area of interest ______________________
Enterography with glucagon
Urogram with and without IV contrast
Prostate with 3-D reformats, etc.

Head and Neck
Head TM J Neck / Soft Tissue IAC’s

Specific Exam/Area of Interest: _______________________________

MAMMOGRAPHY & BREAST ULTRASOUND

Screening Mammogram

Unilateral Breast Left
Bilateral Breast

________________________________________________________CT SCAN

Specify area____________________________________________
__________________________________________________CT ANGIOGRAPHY (CTA)

Specific exam/area of interest ____________________________
VASCULAR ULTRASOUND

Head Sinus Soft Tissue Neck
Chest Abdomen Pelvis
Cervical Spine with Reformats Thoracic Spine with Reformats
Lumbar Spine with Reformats CT Enterography w/ Volumen
Low Dose Lung Screening
Extremities with 3-D Reformats

With Oral Contrast Without Oral Contrast

GENERAL ULTRASOUND

llThyroid Appendix Abdominal Wa
Obstetrical Renal/Bladder Testicular
Abdominal Gallbladder Liver

Pelvic: Transvaginal Transabdominal Both

Without IV Contrast With IV Contrast With & without IV Contrast

Right

IV Contrast at Radiologist’s Discretion

CT Urogram 
With & Without IV Contrast

Bilateral Screening Whole Breast Ultrasound 
(May not be covered by insurance. Must be paid at time of service.) 

Rev.  6/2019

CT Sinus Fusion w/ DICOM CD

3D/TOMO EXAMS ARE OFFERED AT THE JIM & ELEANOR RANDALL BREAST CENTER 
LOCATED AT 625 S. FAIR OAKS, SUITE 140 PASADENA, CA 

May not be covered by insurance. Must be paid at time of service.

L R Bilateral
Diagnostic Mammogram with Breast Ultrasound if clinically indicated

Diagnostic Ultrasound

L R Bilateral W/Implants

W/Implants

Other___________________________________________________

130 West Route 66, #110
Glendora, CA 91740
Facility: (626) 914-3384
Fax: (626) 914-6254

1509 West Cameron Ave., #D-100
West Covina, CA 91790
Facility: (626) 962-3525
Fax: (626) 962-0032

1.5 MRI and HIGH FIELD 3T - OPEN MRI (West Covina Only)

PLEASE BRING THIS FORM WITH YOU. WE CANNOT PERFORM ANY EXAM WITHOUT IT.

(Breast Imaging at Glendora & Pasadena locations only)

If you have special instructions, or if the exam you would like is not specifically listed please call us at (626) 698-7266

(Glendora Only)

(West Covina Only) 

IV contrast exams require creatinine results within 60 days.*
• Age 60 or older   • Diabetic    • Hypertension
• History of kidney problems or renal failure 

* Please include lab results if order requires contrast.

IV contrast exams require creatinine results within 60 days.*
• Age 60 or older   • Diabetic    • Hypertension
• History of kidney problems or renal failure 

* Please include lab results if order requires contrast.

Lower Extremity - Complete Upper Extremity - Complete
BilateralLeftRightVenous Duplex Imaging

Carotid Duplex Aorta Renal Duplex Abdominal

Arterial Duplex Imaging (Select one)
Ankle Brachial Index (ABI)

Graft DuplexVenous Reflux

Radial Brachial Index (RBI)

Bilateral Lower Bilateral Upper Other ______________

Breast MRI without and with Gadolinium with 3-D Reformations 
of an Independent Workstation

BREAST IMAGING REFERRAL FORM     Please bring this form with you. We cannot perform any exam without it.

Mark Clinical Indications for Diagnostic Imaging Only.
	☐ Mass/Lump

	☐ Discharge: (bloody/clear, spontaneous)

	☐ Previous Breast Carcinoma (within 2 years)

	☐ Skin or nipple findings

	☐ Focal pain or breast tenderness, unrelated to menses

	☐ Other: 	

SCREENING BREAST IMAGING (Routine screening exam; patient has no breast problems) 

OSTEOPOROSIS SCREENING
	☐ DXA - Bone Density

VERTEBRAL ASSESSMENT
	☐ Vertebral Fracture Assessment (VFA)

Screening Mammogram 
☐ Left        ☐ Right        ☐ Bilateral	 ☐ w/Implants

	☐ 3D/TOMO* Screening Mammogram
	☐ Proceed with Comprehensive Referral, if needed post screening: Checking box
authorizes radiologist to schedule Diagnostic Mammogram, Ultrasound and/or Biopsy if 
indicated to streamline patient care.

Breast imaging does not include physical exam or consultation with physician unless warranted.
	☐ Bilateral Screening Whole Breast Ultrasound 
(for those with dense breasts or family or personal history)

	☐ Complete Screening Ultrasound* 

	    DOB  	    Patient Phone 

	    Referring Physician (Print) 	    Physician Phone 	

  Physician Signature 	  	

CC:    Order Date 	

Medicare Patient?  ☐ Yes  ☐ No   	 If so, for Breast MRI include Appropriate Use Criteria/CDS: G10 	

	☐ Comprehensive Diagnostic Referral: Checking this box 
authorizes any of the below breast-related studies to be 
performed without a separate order to streamline patient care.

	☐ Diagnostic Mammography Work-up

☐ 3D/Tomo Diagnostic Mammogram 
☐ Implants 
☐ Right        ☐ Left        ☐ Bilateral

	☐ Breast Ultrasound 
☐ Right        ☐ Left        ☐ Bilateral

	☐ Breast Biopsy Options: 
☐ Right        ☐ Left        ☐ Bilateral

	☐ Ultrasound Guided
	☐ Stereotactic Guided
	☐ MRI Guided (HHIC-Fair Oaks only)

	☐ Breast MRI with Gadolinium (HHIC-Fair Oaks & Glendora only)

GCode Modifier

Right Left

*May not be covered by insurance. Must be paid at time of service.

3.17.21

Pasadena – Fair Oaks • Pasadena – Cordova • Arcadia • Glendora • West Covina

Scheduling: (626) 698-7266     
Scheduling Fax: (626) 445-1124

Scheduling: (626) 698-7210     
Scheduling Fax: (626) 737-2579

Pasadena For location details,  
scan QR code.

HillMedical.com

Special Instructions



若無醫生指令或授權，我們不能執行任何檢查。 
在您約定的檢查時間登記時，您必須攜帶身份證, 
有效的保險卡、保險批准書，否則您可能要自付檢
查費用或重新安排檢查時間。
若您無法在約定時間前來進行檢查，請提前24小時
致電通知我們並重新安排檢查時間。若您要接受的
檢查不在下表範圍內，則無需特別準備。

請穿上兩件式服裝，便於您脫掉上衣接受檢查。
不要在乳房或腋下附近塗抹任何藥粉、除臭劑、乳
液或香水。
若您之前曾在另一家機構做過乳房 X 光檢查，檢查
時，您必須攜帶在另外機構做過的乳房 X 光檢查片
一同前來，這非常重要

Please wear a two-piece outfit so that you can remove 
your top for the exam.

Do NOT wear any powder, deodorant, lotion or 
perfume under the breast or underarm area.

If you have had a previous mammogram at another 
facility, it is extremely important for you to bring those 
films with you when you come in for your appointment.

Use un atuendo de dos piezas para que pueda quitarse 
la parte superior para el examen.

No use ningún polvo, desodorante, loción o perfume 
debajo del área de los senos o las axilas.

Si ha tenido una mamografía previa en otra instalación, 
es extremadamente importante que traiga esas películas 
cuando vaya a su cita.

We cannot perform any exam without a doctor’s 
order or authorization.
You MUST bring your current insurance card and 
authorization with you to register at the time of your 
appointment OR you will be held financially responsible 
for the cost of the exam. 

If you cannot keep your appointment, please call to let us 
know and to reschedule. 

If your specific exam is not listed below, no special 
preparation is required.

No podemos realizar ningún examen sin la 
orden o autorización de un médico.
DEBE traer su tarjeta de seguro actual y autorización 
para registrarse en el momento de su cita O DEBERÁ ser 
responsable financieramente por el costo del examen.

Si no puede asistir a su cita, llámenos para informarnos y 
reprogramarla.

Si su examen específico no figura a continuación, no se 
requiere preparación especial.

ALL PATIENTS TODOS LOS PACIENTES 所有病人

接受乳房 X 光檢查的病人Mammogram Patients Pacientes con mamografía

Jim & Eleanor Randall Breast Center

HHBC - Arcadia 

HHIC - Fair Oaks

HHIC - Cordova

HHIC - Glendora 

HHIC - West Covina 

DXA

X-ray
Diagnostic

Breast Imaging

Screening
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