
The Women's Center THE WOMEN'S CENTER 
420 6th Street 
Suite 206 owe 
 Odessa, Texas 79761 

Odessa Regional Office: (432)-582-8480 
Medical Center Fax: (432)-582-8945 

ORDER FORM 

Patient Name: Date of Birth:____________________ _________ 

o Annual 

o Pain bilateral RT LT 
o Palpable o'clock o Lump(s) bilateral RT LT 

o Discharge bilateral RT LT 

o Other o Recall (from abnormal mammo) bilateral RT LT 
o Follow Up 3mo 6mo bilateral RT LT 

Comments: 

A valid diagnosis and physician signature is required before an exam can be performed. No "rule out". "possible" or "routine". 

Diagnosis: _____________________EXAM(S) REQUESTED: 

o Screening Mammogram Bilateral RT LT 
o Diagnostic Mammogram wlUltrasound ifneeded Bilateral RT LT 

o Ultrasound wiDiagnostic ifneeded Bilateral RT LT 
o Stereotactic Biopsy Bilateral RT LT 
o Ultrasound Guided Biopsy/Cyst Aspiration Bilateral RT LT 
o Outside Consultation 
o BreastMRI 

Diagnosis: ________________________o Bone Density 

Physician Name - Printed: 

Right 

Physician 
Signature ________________--:-:-:-________ Date ____________ 

"'Must have si nature to be valid. 

APPOINTMENT INSTRUCTIONS: 1. Do not wear any lotion, deodorant or powder on breast or underarm area. 
2. Wear a two piece outfit or removable upper garment. 

3. Arrive 15 minutes early to complete paperwork. 
4. Bring any outside films you may have prior to your visit today. 

TIME: 5. Procedure times are approximately 15-45 minutes depending on exam. 
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