
 
 
 
 

Patient Dose Calculation 
 
 
Please do NOT provide Patient Name.  Please do provide the following information: 
 
Submitted By: ________________________________________________________________________ 
 
Facility Name & Address: ______________________________________________________________ 
 
Date of Patient Birth: __________________________________________________________________ 
 
Date of Patient Last Menses: ____________________________________________________________ 
 
Date of Patient Exposure: _______________________________________________________________ 
 
Procedure Performed: __________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
 
Please return this form by faxing it to Physics Consultants, Inc. at (207) 772-9050. 


