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TELEPHONE CONVERSATON RECORD Date: Time: 10:00a.m.
September 3,1993

Mail Control No.: 118454 License: Docket No.:
20 02615-01 030-01848

Person Called: Dr. Robert Lee Organization: Telephone
Newton-Wellsley Number:
Hospital (617) 243-6000

Person Calling: Keith D. Brown

Subject: Request

Summary: I called to clarify what the Hospital was requesting. Dr. Lee explained that
they were merely submitting a revision to their QM program. They wish only to be able
to use the new "Sr phannaceutical.

Action Required /Taken: Void the action

Signature: Date:
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U.S Nuclear Regulatory Ccmnission, Region 1
Nuclear Materials Safety Section B
475 Allendale Road jo

| King of Prussia, Pennsylvania 19406-1415 MI

Attentions Thmas Thompson,

I
l
' Dear Mr. Thmpson

|
The Newton-Wellesley Hospital wishes to amend its license, (No. 20-02615,

| 7/31/96), to include all radiopharmaceuticals authorized under 10CFR 35.300.
!. The authorized users shall be those presently listed for 35.300; Robert Lee, I

H.D., Harold Simon, M.D., and David Carlson, M.D. |
|

The revision to the Quality Management Program to cover all
radiopharmaceuticals under 10CFR 35.300 in enclosed.

The check for $580.00 for the amendment is enclosed. Please call if there are
any questions and I shall give them 1rmediate attention.

Sincerely yours,
.,
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[JohnBihldorff f ,' |

President |

cca RSC File
R. Lee, RSO ,

M.J Ryan, CtMT I

N. Caeta, CHP j
|D. Gentley, Director of Radiology

K. Platou, Administration
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DIVISION OF ACCOUNTING AND FJNANCE.

REQ _UEST FOR REFUND TO EMPLOYEE / VENDOR

THE EMPLOYEE / VENDOR IDENTIFIED BELOW HAS OVERPAID THE NUCLEAR
REGULATORY COMMISSION FOR GOODS OR SERVICES PROVIDED AND IS DUE A
REFUND. .

*EMPLOYEE / VENDOR / PAYEE CODE:

tJbn Y//er /k ef fc's/ sib /NAME:

ADDRESS: kYTA): obald halb/cbf '

ADDRESS: 24// d3 Oto Dh }/Pr e[
'

CITY: IO/rn STATE: #d ZIP: 61/6 L

TRANS CODE: PX TRANS TYPE: FUND:

M#' ##
JOB CODE: (FOR FE TRANS TYPE) REFUND AMOUNT:

bC .2 o - B A (> /-) - d / Am2 ft(COMMENTS:

d$ O d 7f y d FAN T '

(limit comments to 40 character's, including spaces)

DATE: [ 6!MPREPARED DY: -

AUTHORIZED DY: / Iu ._. Ia m TITLE: 4' A
L - e

O d ! O /7 % ! N DATE: 82 !f3OFFICE:
i i I

ORIGINAL
INVOICE #: DATE PAID: AMOUNT: $

REFUND ENTERED INTO COLLECT DY:
'

REFUND DETERMINED BY: DATE:

J'PLEASE ATTACH APPROPRIATE SUPPORTING DOCUMENTATION. crp $s.
* AN ADDRESS MUST BE PROVIDED FOR VENDORS NOT FOUND Off. THE

M 7"> M ') #f4 o,

' TABLE.
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. LICENSE FEE'MANAGENENT_BRAf'H, ARM : PROGRAM CODE: 02120
ANO : STATUS CODE: 0

R EGION AL LIC ENSING SECTIONS : FEE CATEGORY: 7C
: EXP. DATE: 19960731
: FEE COMMENTS: _........_____........

: DECOM FIN ASSUR REQD: N
: : : : : :: : : : : :: : : : ::: : : : : : : :: :: : : : : :: : ::

' LICENSE FEE TRANSMITTAL
,

JA. PEGION

1. APPLIC AT ION ATT ACHED
AP PLIC A4 T /LI C ENS EE : N EWT O N-W ELL ES LE Y HOSPIT AL
RECEIVE 3 DATE: 930803"
DOCKET 90: 3001848
CONTROL NO.: 113454
LICENSE No.: 20~02615a01
ACTION T YPE : AMENDMENT

2. FEE ATTACHED M O,Ob-
[hhhbAMOUNT:

CHECK N3.:

3. COMMENTS

9' d ,.
.'f, ,y

'-SIGNED
DATE / 6'

'O. LICENSE F EE MANAGEMENT BRANCH (CHECK WHEN. MILESTONE 03 IS ENTERED /_,,/)

1. FEE C ATE GORY AND AMOUNT: _ ,h, .,..__...._ .,,,...,......
.. ,,,, . ..

#

2. CORRECT FEE P AID. /APPLIC ATION MAY B E PROCES SED FOR:e
AMENDMENT -
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