
EVENT DETAILS
Friday, April 5, 2019

Providence Day School, 5800 Sardis Road

8:00am–3:00pm

SCHEDULING
• You may call our mobile breast center line at  

704-831-4242
• You may fill out the document on the back of this flyer 

in full and fax/email as indicated on the form.
• 3D mammography is Charlotte Radiology’s standard of 

care. Most insurance plans cover mammograms and 
3D mammography at 100%. Please check with your 
provider for coverage details.

*It is important to schedule your appointment before the 
mobile visit. A minimum number must be booked for the 
event to take place.

ELIGIBILITY
• Women 40 and older may self-refer, meaning no referral 

is required. Please check with insurance if you’re 
between the ages of 35-39.

• Must be at least one year since last mammogram.
• Must not be pregnant or breastfeeding.
• No new breast lumps/concerns. Patients should 

promptly contact their physician if they experience 
breast problems.

*Charlotte Radiology provides confidential results to all 
patients and their primary care physician(s) of choice.

CALL TO SCHEDULE
704.831.4242
Charlotte Radiology recommends annual 
mammography for women ages 40 and older.

Take a closer look at MobileBreastCenter.com

Mobile Mammography Memo



3D Screening Mammogram Patient Scheduling Form
Providence Day School
April 5, 2019

ATTN: Mobile Support
Fax: 704-943-3572

email: Mobile.Support@CharlotteRadiology.com
We will contact you with your appointment time within 2 business days.

Patient’s Full Name: _______________________________________________________________________________

Address: __________________________________________________________________________________________

___________________________________________________________________________________________________

Primary Phone Number ___________________________________________________________________________

Alternate Phone Number __________________________________________________________________________

Last 4 digits of social security number (optional) ___________________________________________________

Email Address ____________________________________________________________________________________

Date of Birth: ______________________________________________________________________________________

Insurance _________________________________________________________________________________________

Physician’s First and Last Name: __________________________________________________________________
(We must have a physician name to send your mammogram report to.)

Have you had a previous mammogram?  Yes  No
If you answered YES:
Where? ______________________________________________________________________________________

Month/Year of last exam: _____________________________________________________________________

Do you have breast implants:   Yes  No

Do you have NEW breast concerns?  Yes  No

Do you have breast problems?   Yes  No

If you have breast problems, such as a lump or nipple discharge, you need to see your physician 
and have him/her refer you for a diagnostic mammogram.

Exam Time Preference:  Morning   Mid-day   Afternoon


