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RE: REPORT OF MISSING SEALED SOURCES

FACILITY: Nuclear Cardiology Diagnostics
4 Ethel Road
Suite 406A
Edison, NJ 08817

NRC LICENSE: 29-31017-01
NJ RAM LICENSE: 20840/01

DATE: . 4/19/2005

This is a report of missing radioactive sources. The sources are vial-type sources used for
dose calibrator calibration. The sources are as follows:

Nuclide Chemical/Physical Form Activity Calibration Date
Cesium-137 | Sealed source, vial 225 microcuries 5/1/1986
Barium-133 | Sealed source, vial 262 microcuries 6/26/1986

The activity of the Cesium-137 source on April 12, 2005 was 134 microcuries, which is
10 times the quantity in Appendix C to part 20. The activity of the Barium-133 source
was 74 microcuries, which is less than 10 times the quantity in Appendix C to part 20.

On Tuesday Aprill12, 2005, the sources were thrown into non-radioactive waste container
by the nuclear medicine technologist during a cleaning of the hot 1ab. The technologist
did not realize that this happened until Friday April 15, 2005 during my review of the
radiation protection program.
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On Friday April 15, 2005, I called the waste hauler to ask for the final destination of the
trash. On Tuesday, April 19, 2005 I was informed that the material was sent to the
Edgeboro Landfill in Central New Jersey.

The exposure rate from the Cesium-137 was 0.6mR/h at 30cm and 0.054mR/h at 1 meter.
The bag containing the waste was placed in a dumpster. There would be no exposure
greater than 2mrem in any one hour under these circumstances.

There is no likelihood of that the sources will be recovered because, they are now buried
under tons of trash that has be deposited at the landfill since Wednesday April 13,2005.

To ensure against a recurrence of the loss or theft of licensed material, the RSO,
President of the group and the medical physicist consultant have interviewed the nuclear
medicine technologist about this incident and have instructed the technologist about the
procedures for handling radioactive material, the use of the survey meter including the
check source, and the importance of surveying everything that leaves the hot lab. A
replacement Cesium-137 has been ordered for quality control of the dose calibrator. Only
unit

A call was made the NRC Operations Center on April 19, 2005. It was recorded as Event
Investigation number 41611.

April 19, 2005 the medical physics consultant described the incident to a representative
of the NRC, Region 1.

On April 22, 2005 the sources were found in the radioactive trash in the hot lab at
Nuclear Cardiology Diagnostics. The sources were put into storage.
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