


 

 

Referring:  

 

Fax Number:  

 

 

Patient Name:  

Date of Birth:  

 

____X__ Abnormal Breast Imaging (ICD-10 R92.8) 

 

______ Dr. Gary Levine, M.D.     ______ Dr. Nicole Sondel-Lewis, M.D. 

______ Dr. Samantha Kubaska, M.D.   ______ Dr. Angelique Floerke, M.D. 

______ Dr. Gretchen Conroy, M.D.   ______ Dr. Lauralyn Markle, M.D.  

---------------------------------------------------------------------------------------- 
Referring Physician: Please sign below and fax back to the Breast Center at (949) 380-4550 as acknowledgement of 
additional imaging/procedures to be performed.  

  

 

Cascading Order will include the following: 

 

 

Please proceed with Mammography, Ultrasound, Percutaneous Aspiration/Biopsy or Breast MRI as     
indicated.  

 

 

        

_____________________________________   __________________ 

Referring Physician Signature     Date 

7/15/2021  

Saddleback Medical Center 
24401 Calle De La Louisa 
Laguna Hills, CA 92653 
949-452-7200 
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