
Patient’s Name ____________________________________________________	 Date _________________________

DOB ___________________________________________ Appointment Date: _______________________________

Appointment Time: _______________________________

Clinical History________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

Symptoms/Reason ____________________________________________________________________________

____________________________________________________________________________________________

Physician Signature ____________________________________________________________________M.D./D.O.

(Physician Signature Required)

Special Instructions:
• Do not use powder or deodorant on the day of your test.
• Bring previous mammograms/ultrasounds, if performed at another facility.

SCREENING MAMMOGRAM

Women’s Breast
& Imaging Center
at San Antonio Regional Hospital
1100 San Bernardino Road, 2nd Floor
Upland
California 91786
909.948.8166

Rancho San Antonio
Medical Plaza
Radiology Department
7777 Milliken Avenue
Rancho Cucamonga,
California  91730
909.948.8166

$49.95 MAMMOGRAM
Limonite Ave

Eu
cl

id
 A

ve

H
am

ne
r A

ve

A
rc

hi
ba

ld
 A

ve

Si
er

ra
 A

ve

Jurupa Ave

Foothill Blvd

Baseline Road

H
av

en
 A

ve

Ci
tr

us
 A

ve

10

60

15

210

G
ro

ve
 A

ve

REGIONAL HOSPITAL

M
ill

ik
en

 A
ve

10Gr
ov
e Ar
ch
iba
ld

Ha
ve
n

M
illi
ke
n

WEB2024

Here for Life.


