
 

Request for prior Mammography/Breast US imaging 

Patient name: _________________________ Date of birth__________ 

Prior facility name: __________________________________________ 

Facility phone number: ________________ 

Facility Fax Number___________________ 

Notes: ____________________________________________________ 

Office: Please send a DICOM disc to the Weems Memorial Hospital 

Mammography Department at the address below and fax reports to  

FAX  850-653-8349 

Phone 850- 653-8853 Ext:  119 

Weems Memorial Hospital 

135 Avenue G 

Apalachicola, Fl. 32320 

Patient Signature: __________________________ Date: ____________ 

 

This fax and any files transmitted with it may contain PRIVILEGED or CONFIDENTIAL information and may be read 

or used only by the intended Recipient. If you are not the intended recipient of the fax or any of its attachments 

please be advised that you have received this fax in error and that any use, dissemination, distribution, 

forwarding., printing, or copying of this fax or any attached files is strictly prohibited.  If you have received this fax 

in error, please purge it and all attachments immediately and notify the sender. 

 


