® DI A

DEPARTMENT OF BADIATI oN UNCOLOGY
OOMNY G C ) 1 O :
WOOMYUNG CHOE. M D January 2, 138b

KUM SUG SONG M D
SHis-MIN LO. P D

413) 498-476" Ext 2461 2482 T463

U. S. Nuclear Regulatory Commission
Region 1 Office

Office of Inspection and Enforcement
631 Park Avenue

King of Prussia, PA 18406

Re: Material License Number 20-12009-01
Licensee Name: Berkshire Medical Center

Dear Sir:

This is to report a disgnostic misadministration to a patient occuring
at Berkshire Medical Center for the last calendar quarter of 1980 (on Novem-
ber 17, 1980). The following information is hereby reported:

1. Licensee's Name: Berkshire Medical Center

2. The referring physician's name: Herbert Glodt, M.D.

3. Description of the event: 3 mCi of Tc-99m, was injected in a patient who
was waiting for a "liver study", (in fact, he was waiting
for an IVP for kidney X-rays) while the licensee was ex-
pecting a patient with a similar name to have a liver scan.

4. Effect on the patient: Determined to be unharmful to the patient except
the low level radliation exposure.

5. Actio ak>n to prevent recurrence: 1. No administration of radiocactive
materials will be given unless positive identification of
the patient has been made.

2. No administration of radicactive materials will be given
unless the detailed description of the diagnostic study has
been given by the licensee to the patient, and that such
study has matcheu with the study ordered.

Sincerely yours,

Edward A. Van e
Administrate
Professional Services

EVD/ jac
cc:Herbert Glodt, M.D.
Joseph Levine, M.D.
Chief, Nuclear Medicine Dept.




