Certification of Radioactive Test or Treatment

to be printed on the physician’s letterhead

Patient information

Name:

Date of birth:

Social Security number:

Telephone number:

Address:

Test or treatment information

Date and time of test or treatment:

Name of test or treatment:

Radioisotope:

Dose:

Biological half-life:

Name and phone number of test or treatment site :

Treating physician:

Treating physician’s regular and emergency phone numbers, with area code:

