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Date: __________________________________________ 
 
Medical Record #: _______________________________ 
 
 

To:  ___________________________________________ 
 
        ____________________________________________ 
 
       ____________________________________________ 
 
 
 
 
Mammogram films on: ____________________________ 
 
Social security number: ___________________________ 
 
Date of birth: ____________________________________ 
 
Year of last mammogram: _________________________ 
 
 
Please send my mammogram films and a copy of my report to: 
Trident Breast Care Center 
9313 Medical Plaza Drive Suite 201 
Charleston, SC 29406 
843-847-4883 
 
 
Signature:________________________________________ 
 
Date: ____________________________________________ 
 
If former military dependent, please list: 
Sponsor’s name: __________________________________ 
 
Sponsor’s SSN: ___________________________________ 

 


