UNITED STATES
NUCLEAR REGULATORY COMMISSION
REGION Il
2056 WESTINGS AVENUE, SUITE 400
NAPERVILLE, IL 60563-2657

April 14, 2026

EAF-RI11-2026-0024
EN 58057
NMED No. 250449 (Closed)

Bonnie Greenblatt

Director of Surgical Services
Town Center ASC, PLLC
130 Town Center Drive
Troy, Michigan 48084

SUBJECT:  NRC REACTIVE INSPECTION REPORT NO. 03039395/2026001(DRSS) AND
NOTICE OF VIOLATION -TOWN CENTER ASC, PLLC

Dear Bonnie Greenblatt:

This letter refers to the inspection conducted on February 25 — 26, 2026, by an inspector from
the U.S. Nuclear Regulatory Commission (NRC) at your facility in Troy, Michigan, with
continued in-office review through April 3, 2026. The purpose of the inspection was to review
activities performed under your NRC license to ensure that these activities were being
performed in accordance with NRC requirements. The purpose of the in-office review was to
evaluate information not available at the time of the on-site inspection. This letter presents the
results of the inspection. Zahid Sulaiman of my staff conducted a final exit meeting by telephone
with you and your staff on April 3, 2026, to discuss the inspection findings.

This inspection examined activities conducted under your license as they relate to public health
and safety, and to confirm compliance with the Commission’s rules and regulations, and with
the conditions of your license. Within these areas, the inspection consisted of selected
examination of procedures and representative records, observations of activities, and interviews
with personnel.

Based on the results of this inspection, the NRC has determined that three Severity Level IV
violations of NRC requirements occurred. The violations involved the licensee’s failure to: (1)
maintain control of licensed material in a controlled or unrestricted area and that is not in
storage as required by Title 10 of the Code of Federal Regulations (10 CFR) 20.1802, (2)
dispose of licensed material only by transfer to an authorized recipient, decay-in-storage or by
release in effluents within the limits of 10 CFR Part 20 as required by 10 CFR 20.2001, and (3)
conduct its program in accordance with the statements, representations, and procedures
contained in the letter dated September 11, 2024, when the licensee failed to perform radiation
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surveys of equipment that came into contact with the seed implant as required by license
conditions 14 A. of the license No. 21-35767-01. The violations were evaluated in accordance
with the NRC Enforcement Policy. The current Enforcement Policy is included on the NRC’s
website at http://www.nrc.gov/about-nrc/requlatory/enforcement/enforce-pol.html. The violations
are cited in the enclosed Notice of Violation (Notice) and the circumstances surrounding them
are described in detail in the subject inspection record. The violations are being cited in the
enclosed Notice because the inspector identified them.

The root cause of the violation was determined to be combination of human error and
communication failure. As corrective action, you implemented the following corrective actions:

¢ updated the Low Dose Rate (LDR) Prostate Brachytherapy Policy on
November 21, 2025, to include additional steps requiring verification of seed cartridge
removal from the MIC applicator, a radiation survey of the MIC applicator using a
Ludlum-3 survey meter, and authorized user verification that all seeds are accounted for
prior to returning the unused seeds to storage,

e retrained all operation room (OR) staff - including the authorized users, surgical
technologists, and OR nursing personnel - on radioactive seed handling protocols and
post-procedure equipment dismantling procedures. Training was completed on
December 17, 2025, and

e retrained all central processing department personnel on equipment inspection
procedures prior to sterilization, including instruction on required action to be taken if an
abnormal condition or occurrence is identified. Training was completed on
December 17, 2025.

The NRC has concluded that information regarding the reason for the violations, the corrective
actions taken and planned to correct the violations and prevent recurrence, and the date when
full compliance will be achieved is already adequately addressed on the docket in this letter and
in the enclosed inspection report (Enclosure 2). Therefore, you are not required to respond to
this letter unless the description herein does not accurately reflect your corrective actions or
your position. In that case, or if you choose to provide additional information, you should follow
the instructions specified in the enclosed Notice.

In accordance with the NRC’s “Agency Rules of Practice and Procedure” in 10 CFR 2.390, a
copy of this letter, its enclosure, and any response you provide will be made available
electronically for public inspection in the NRC’s Public Document Room or from the NRC'’s
Agencywide Documents Access and Management System (ADAMS), accessible from the
NRC'’s website at http://www.nrc.gov/reading-rm/adams.html. To the extent possible, any
response should not include any personal privacy, proprietary, or safeguards information so that
it can be made publicly available without redaction.



http://www.nrc.gov/about-nrc/regulatory/enforcement/enforce-pol.html
http://www.nrc.gov/reading-rm/adams.html
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Please feel free to contact Zahid Sulaiman of my staff if you have any questions regarding this
inspection. Zahid can be reached at 630-829-9752 or Zahid.Sulaiman@nrc.gov.

Sincerely,

ﬁ Signed by Edwards, Rhex
. on 04/14/26

Rhex A. Edwards, Chief
Materials Inspection Branch
Division of Radiological Safety and Security

Docket No. 030-39395
License No. 21-35767-01

Enclosures:
(1) Notice of Violation
(2) Inspection Report No. 03039395/2026001(DRSS)

cc (w/encl):  Kelly Stoneberg, Radiation Safety Officer
State of Michigan


mailto:Zahid.Sulaiman@nrc.gov
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Letter to B. Greenblatt from R. Edwards, dated April 14, 2026.

SUBJECT: NRC REACTIVE INSPECTION REPORT NO. 03039395/2026001(DRSS) AND
NOTICE OF VIOLATION -TOWN CENTER ASC, PLLC

DISTRIBUTION w/encl:
Mohammed Shuaibi
Jared Heck

Diana Betancourt-Roldan
Jason Draper

Anthony Shelton
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NOTICE OF VIOLATION

Town Center ASC, PLLC License No. 21-35767-01
Troy, Michigan Docket No. 030-39395
EAF-RIII-2026-0024

During a U.S. Nuclear Regulatory Commission (NRC) inspection conducted on

February 25, 2026, with continued in-office review through April 3, 2026, three violations of NRC
requirements were identified. In accordance with the NRC Enforcement Policy, the violations
are listed below:

A. Title 10 of the Code of Federal Regulations (10 CFR) 20.1802 requires that a licensee
shall control and maintain constant surveillance of licensed material that is in a
controlled or unrestricted area and that is not in storage.

Contrary to the above, on November 19, 2025, the licensee failed to control and
maintain constant surveillance of licensed material that was in a controlled or
unrestricted area and that was not in storage. Specifically, the licensee lost eight
Palladium-103 sealed brachytherapy seeds, with a total activity of 21.6 mCi, which were
inadvertently disposed of into the sanitary sewer system.

This is a Severity Level IV violation (Section 6.7.d.7).

B. Title 10 CFR 20.2001(a) requires, in part, that the licensee shall dispose of licensed
material only by transfer to an authorized recipient, decay-in-storage, or by release in
effluents within the limits of 10 CFR Part 20.

Contrary to the above, on November 19, 2025, the licensee failed to dispose of licensed
material only by transfer to an authorized recipient, decay-in-storage, or by release in
effluents within the limits of 10 CFR Part 20. Specifically, the licensee determined that
eight Palladium-103 seeds had been discharged into the sanitary sewer system,
resulting in the seeds not being recovered.

This is a Severity Level IV violation per the NRC Enforcement Policy (Section 6.7.d.7).

C. License Condition 14 of NRC License No. 21-35767-01, Amendment No. 01, dated
April 30, 2025, requires, in part, that the licensee shall conduct its program in
accordance with the statements, representations, and procedures contained in the letter
dated September 11, 2024.

Step 7, “Opening Packages,” in Item 10, “Radiation Safety Program”, of the application
dated September 11, 2024, requires, in part, that after the patient is removed from the
OR [Operating Room], a radiation survey will be performed of the entire OR including,
but not limited to the seed cartridges/needles/packaging, garbage containers, urine
bags, floor, and any equipment coming in contact with the implant.

Contrary to the above, On November 19, 2025, the licensee failed to perform a radiation
survey of any equipment coming in contact with the implant after the patient was
removed from the Operating Room. Specifically, the licensee did not perform a radiation
survey of the MIC applicator that came into contact with the prostate seeds and was
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presumed to contain eight Pd-103 sealed brachytherapy seeds inside the cartridge’s
internal seed track that inadvertently remained attached to the applicator.

This is a Severity Level IV violation (Section 6.3.d.3).

The NRC has concluded that information regarding the reason for the violation, the corrective
actions taken and planned to correct the violation and prevent recurrence, and the date when full
compliance was achieved, is already adequately addressed on the docket in this letter and in the
enclosed inspection report (Enclosure 2). However, you are required to submit a written statement
or explanation pursuant to 10 CFR 2.201 if the description therein does not accurately reflect your
corrective actions or your position. In that case, or if you choose to respond, clearly mark your
response as a "Reply to a Notice of Violation, IR 03039395/2026001(DRSS)" and send it to the
U.S. Nuclear Regulatory Commission, ATTN: Document Control Desk, Washington, DC 20555-
0001 with a copy to the Regional Administrator, Region Ill, within 30 days of the date of the letter
transmitting this Notice.

Any response you provide will be made available electronically for public inspection in the NRC
Public Document Room or from the NRC's Agencywide Documents Access and Management
System (ADAMS), accessible at http://www.nrc.gov/reading-rm/adams.html. Therefore, to the
extent possible, your response should not include any personal privacy, proprietary, or security-
related information so that it can be made available to the Public without redaction.

If you contest this enforcement action, you should also provide a copy of your response, with
the basis for your denial, to the Director, Office of Enforcement, U.S. Nuclear Regulatory
Commission, Washington, DC 20555-0001.

In accordance with 10 CFR 19.11, you may be required to post this Notice within two working
days of receipt.

Dated this 14th day of April 2026.


http://www.nrc.gov/reading-rm/adams.html

U.S. Nuclear Regulatory Commission

Region Il
Docket No. 030-39395
License No. 21-35767-01
Report No. 03039395/2026001(DRSS)
EA No./NMED No. EAF-RIII 2026-0024 / 250449
Licensee: Town Center ASC, PLLC
Facility: 130 Town Center Drive

Troy, Michigan

Inspection Dates: February 25 — 26, 2026

Exit Meeting Date: April 3, 2026

Inspector: Zahid Sulaiman, Health Physicist
Approved By: Rhex A. Edwards, Chief

Materials Inspection Branch
Division of Radiological Safety and Security

Enclosure 2



EXECUTIVE SUMMARY

Town Center ASC, PLLC
NRC Inspection Report 03039395/2026001(DRSS)

This was an announced reactive inspection of an ambulatory surgery center located in Troy,
Michigan. Town Center ASC was authorized under NRC License No. 21-35767-01 to possess
and use Palladium-103 (Pd-103) and Cesium-131 (Cs-131) sealed sources for any manual
brachytherapy procedure as permitted by Title 10 of the Code of Federal Regulations (10 CFR)
35.400.

The inspection focused on the circumstances surrounding the loss of eight Pd-103 sealed
sources, as well as the licensed activities related to the use of Pd-103 sources for prostate seed
implantation at the Town Center ASC. On November 20, 2025, the licensee discovered eight
unused Pd-103 sealed brachytherapy seeds, each with a mean activity of 2.7 mCi for a total
activity of 21.6 mCi, had been inadvertently disposed of into the sanitary sewer system. The
licensee notified the NRC by telephone on November 24, 2025, and submitted a written report
to the NRC on December 19, 2025.

As a result of this inspection, three Severity Level IV violations of NRC requirements were
identified. The violations involved the licensee’s failure to: (1) maintain control of licensed
material in a controlled or unrestricted area and that was not in storage as required by

10 CFR 20.1802, (2) dispose of licensed material only by transfer to an authorized recipient,
decay-in-storage or by release in effluents within the limits of 10 CFR Part 20 as required by
10 CFR 20.2001, and (3) conduct its program in accordance with the statements,
representations, and procedures contained in the letter dated September 11, 2024, specifically
by failing to perform radiation surveys of a MIC applicator that came into contact with the seed
implant as required by license conditions 14 A. of the license No. 21-35767-01.

The detailed findings of the inspection as well as the event circumstances, root causes,
contributing factors, and the licensee’s corrective actions are discussed in more
detail in the following report.



REPORT DETAILS

1

2.1

2.2

Program Overview and Inspection History

This was an announced reactive inspection of an ambulatory surgery center located in
Troy, Michigan. Town Center ASC was authorized under NRC License No. 21-35767-01
to possess and use Palladium-103 (Pd-103) and Cesium-131 (Cs-131) sealed sources
for any manual brachytherapy procedure as permitted by 10 CFR 35.400. The licensee
was staffed with two oncologists, two surgical technologists, one anesthesiologist, one
surgical nurse, and one general nurse. The surgical team performed approximately 8-10
Pd-103 permanent seed implant brachytherapy procedures every third Wednesday of
the month. The authorized user (AU) developed and approved the written directives and
treatment plans at the time of the procedures and prior to seed implantation.

The NRC previously performed an initial inspection of the licensee on September 17,
2025, and did not identify any violations of NRC requirements.

Loss of Licensed Materials Events

Inspection Scope

From February 25 — 26, 2026, the inspector reviewed the circumstances surrounding the
loss of eight Pd-103 brachytherapy sealed sources. Within the scope of the inspection,
the inspector examined the activities conducted under the license to confirm compliance
with NRC rules, NRC regulations, and the conditions of the license. The inspector
conducted interviews with the licensee’s staff, reviewed selected records and
procedures, and toured the licensee’s facility.

Observations and Findings

. Sequence of Events Leading Up to the Incident

On November 19, 2025, eleven manual brachytherapy prostate seed implant procedures
were scheduled. During these procedures, licensee had two staff members receiving
on-the-job training: a radiation oncologist being trained by an authorized user, and a
surgical nurse being trained by the surgical nurse technologist. The loss of sealed
sources occurred during the ninth brachytherapy prostate seed implant procedure. For
this procedure, the authorized user ordered 65 seeds. The 65 seeds arrived in four
cartridges (three cartridges containing 20 seeds and one cartridge containing 5 seeds).
The procedure used Pd-103 sealed brachytherapy seeds, manufactured by Theragenics
Corporation, Model No. TG6507, Lot ID 2545H.

Before the procedure, the authorized user developed and approved the treatment plan
using ultrasound. The treatment plan required the use of 50 seeds in 11 needles with

total activity of 176.5 U (air-kerma strength units), and 15 unused seeds to be returned
to the manufacturer. Pre-procedure planning— including review of the treatment plan,
seed mapping, and completion of the written directive—was completed prior to patient
arrival. Seeds were retrieved from secure storage and brought directly to the operating
room in accordance with established protocol.



The patient was brought to the operating room at 11:45 a.m. A standardized time-out
was performed to confirm correct patient, procedure, antibiotic administration, fire safety
considerations, and seed verification. The patient was anesthetized and positioned, and
the procedure began at 11:51 a.m. and ended at 12:07 p.m. Under the supervision of the
authorized user, the in-training radiation oncologist implanted the Pd-103 seeds into the
patient’s prostate gland by transperineal placement under ultrasound guidance
according to the detailed treatment plan. An active, collaborative seed count was
maintained throughout the case.

During the debriefing phase, the radiation oncologist, authorized user, surgical
technologist, and nursing staff verbally confirmed the number of seeds implanted, the
number of needles used, and the remaining seeds to be returned to storage. The patient
was then transferred to recovery.

During post-procedure room turnover, the authorized user and the surgical nurse
technologist stepped out of the operating room and allowed the in-training radiation
oncologist and the in-training surgical nurse to complete the room turnover. Although the
authorized user normally handles the cartridge insertion and removal from the MIC
applicator, in this case, the in-training radiation oncologist handed the MIC applicator
with the cartridge still attached to the in-training surgical nurse technologist. The in-
training surgical nurse technologist reported difficulty removing the final seed cartridge
from the MIC applicator. She attempted to remove it by unscrewing the cartridge holder
but was unsuccessful. After reassembling the device, she handed it to the in-training
radiation oncologist, who was able to partially remove the cartridge. The inner seed track
portion of the cartridge remained connected to MIC applicator and was presumed to
contain eight unused seeds. The MIC applicator was then sent to the central processing
department (CPD) for sterilization without the required radiation survey with the
remaining part of the cartridge still lodged inside. The CPD processed the MIC applicator
for sterilization as routine.

License Condition 14 of NRC License No. 21-35767-01, Amendment No. 01, dated
April 30, 2025, requires, in part, that the licensee shall conduct its program in
accordance with the statements, representations, and procedures contained in the letter
dated September 11, 2024.

Step 7, “Opening Packages,” in ltem 10, “Radiation Safety Program”, of the application
dated September 11, 2024, requires, in part, that after the patient is removed from the
OR [Operating Room], a radiation survey will be performed of the entire OR including,
but not limited to the seed cartridges/needles/packaging, garbage containers, urine
bags, floor, and any equipment coming in contact with the implant.

Contrary to the above, On November 19, 2025, the licensee failed to perform a radiation
survey of any equipment coming in contact with the implant after the patient was
removed from the Operating Room. Specifically, the licensee did not perform a radiation
survey of the MIC applicator that came into contact with the prostate seeds and was
presumed to contain eight Pd-103 sealed brachytherapy seeds inside the cartridge’s
internal seed track that inadvertently remained attached to the applicator.

This is a Severity Level IV violation (Section 6.3.d.3).



B. Licensee Response to the Incident

On November 20, 2025, during setup for the next brachytherapy sessions, staff identified
that a portion of a seed cartridge remained inside the MIC applicator. The staff
immediately reported the issue to the nurse director, and an internal investigation was
initiated. The nurse director promptly notified the Radiation Safety Officer (RSO) and
management. The licensee retrieved and inventoried the seed supply associated with
the case. The licensee conducted a search and investigation and confirmed that eight
seeds were missing, with only seven seeds remaining (five seeds in one cartridge and
two seeds in another cartridge). The authorized user performed area surveys using a
Ludlum-3 survey meter (Serial No. 37364, calibration date: May 22, 2025). Surveys were
performed in the operating room, decontamination area, hallway leading to CPD, the
CPD area and sink, all intermediates transport pathways, and waste handling areas.
The accessible portions of the sanitary sewer discharge pathway was surveyed,
reviewed, and confirmed to be inaccessible for retrieval.

Title 10 of the Code of Federal Regulations (10 CFR) 20.1802 requires that a licensee
shall control and maintain constant surveillance of licensed material that is in a
controlled or unrestricted area and that is not in storage.

Contrary to the above, on November 19, 2025, the licensee failed to control and
maintain constant surveillance of licensed material that was in a controlled or
unrestricted area and that was not in storage. Specifically, the licensee lost eight
Palladium-103 sealed brachytherapy seeds, with a total activity of 21.6 mCi, which were
inadvertently disposed of into the sanitary sewer system.

This is a Severity Level |V violation (Section 6.7.d.7).
C. Assessment of Radiation Exposure to Individuals

The license conducted an assessment of radiation exposure to individuals from the loss
of eight Pd-103 sealed sources. Based on licensee’s investigation, the eight Pd-103
seeds were discharged into the sanitary sewer system. Due to the encapsulated nature
of the seeds and the significant shielding provided by the sewer infrastructure, no
accessible route to the public exists. No exposure to staff or members of the public is
expected. Pd-103 has a short half-life of approximately 17 days with low energy
emissions.

Title 10 CFR 20.2001(a) requires, in part, that the licensee shall dispose of licensed
material only by transfer to an authorized recipient, decay-in-storage, or by release in
effluents within the limits of 10 CFR Part 20.

Contrary to the above, on November 19, 2025, the licensee failed to dispose of licensed
material only by transfer to an authorized recipient, decay-in-storage, or by release in
effluents within the limits of 10 CFR Part 20. Specifically, the licensee determined that
eight Palladium-103 seeds had been discharged into the sanitary sewer system,
resulting in the seeds not being recovered.

This is a Severity Level IV violation per the NRC Enforcement Policy (Section 6.7.d.7).
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3.1

3.2

D. Corrective Action Plan

As corrective action, the licensee implemented the following corrective action plan:

e Updated the Low Dose Rate (LDR) Prostate Brachytherapy Policy on
November 21, 2025, to include additional steps requiring verification of seed
cartridge removal from the MIC applicator, a radiation survey of the MIC
applicator using a Ludlum-3 survey meter, and authorized user verification that
all seeds are accounted for prior to returning the unused seeds to storage.

o Retrained all operation room (OR) staff - including the authorized users, surgical
technologists, and OR nursing personnel - on radioactive seed handling
protocols and post-procedure equipment dismantling procedures. Training was
completed on December 17, 2025.

o Retrained all central processing department personnel on equipment inspection
procedures prior to sterilization, including instruction on required action to be
taken if an abnormal condition or occurrence is identified. Training was
completed on December 17, 2025.

Conclusions

Based on the results of this inspection, the NRC has determined that three Severity
Level IV violations of NRC requirements occurred involving the failure to: (1) maintain
control of licensed material in a controlled or unrestricted area and that was not in
storage as required by 10 CFR 20.1802, (2) dispose of licensed material only by transfer
to an authorized recipient, decay-in-storage or by release in effluents within the limits of
10 CFR Part 20 as required by 10 CFR 20.2001, and (3) conduct its program in
accordance with the statements, representations, and procedures contained in the letter
dated September 11, 2024, specifically by failing to perform radiation surveys of a MIC
applicator that came into contact with the seed implant as required by license conditions
14 A. of the license No. 21-35767-01.

Notification and Reporting

Inspection Scope

The inspector reviewed the reports the licensee submitted to the NRC in response to the
event to evaluate compliance with the NRC reporting requirements.

Observations and Findings

On November 20, 2025, the licensee discovered that eight Pd-103 sealed brachytherapy
seeds with a total activity of 21.6 mCi, had been accidentally disposed of into the
sanitary sewer system. On November 24, 2025, the licensee’s RSO notified the NRC
Headquarters Operations Center at 12:44 pm (CDT) to report the loss of licensed
materials in accordance with 10 CFR 20.2201(a)(1)(ii) (EN 58057, NMED No. 250449).
This regulation requires telephone notification to the NRC within 30 days after the
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4.3

occurrence of any loss of licensed material becomes known to the licensee when the
quantity of lost licensed material is greater than 10 times the quantity specified in
appendix C to part 20.

The licensee submitted a 30-day written report to the NRC on December 19, 2025,
within 30 days of making the telephone notification. The written report contained all
information required by 10 CFR 20.2201(b) including: a description of the licensed
material involved (kind and quantity); the circumstances under which the loss occurred;
the disposition of the licensed material involved; exposures of individuals to radiation;
actions taken to recover the material; and procedures or measures adopted to prevent
recurrence.

Conclusions

No violations of NRC requirements were identified in the review of the licensee’s
notification and reporting of the event.

NRC Assessment of the Event

Inspection Scope

The inspector interviewed selected staff who were involved in the brachytherapy seed
implant procedure and reviewed selected records to evaluate the consequences of the
event and the adequacy of the licensee’s response.

Observations and Findings

Between February 25 — 26, 2026, the inspector interviewed selected licensee staff who
were involved in the brachytherapy seeds implant procedure. Staff described the
circumstances under which the loss occurred and demonstrated the use of MIC
applicator, cartridge placement, use of the radiation survey meter, and area survey
techniques. The inspector reviewed the selected records, including staff training records,
hospital policies and procedures, instrument calibration records, dosimetry records,
sealed sources inventory, package receipts, unused seeds return receipts, the 30-day
written report, written directives, and survey records.

Root Cause and Contributing Factors

The inspector concluded that the root cause of the event was human error and
communication failure. A contributing factor was a management deficiency in which all
trained staff stepped away during post-procedure room turnover, leaving two in-training
staff members (a radiation oncologist and a surgical nurse technologist) to complete the
turnover. The in-training staff were not familiar with removing the cartridge from the MIC
applicator and did not communicate their difficulty in removing the cartridge to trained
personnel.

Conclusions

The inspector had no additional findings from the assessment of the event. This event
(EN 58057, NMED No. 250449) is considered closed.



5 Exit Meeting Summary

The NRC inspector presented preliminary inspection findings following the onsite
inspection. The licensee did not identify any documents or processes reviewed by the
inspector as proprietary. A final exit meeting was held via telephone with the licensee on
April 3, 2026. The licensee acknowledged the findings presented.

LIST OF PERSONNEL CONTACTED

Kelly Stoneberg, RSO

April Smith, Nursing Director

Jayne Holton, Director of Quality

Bonnie Greenblatt, Director of Surgical Services
Jennifer Puckett, Surgical Nurse Tech

Mike Donnellon, Nurse Circulator

Alec Maas, Supply Chain Analysis

HoHHH

# Attended exit meeting on April 3, 2026.

INSPECTION PROCEDURES USED

IP 87103 — Inspections of Materials Licensees Involved in an Incident or Bankruptcy Filing
IP 97130 — Nuclear Medicine Programs
IP 87132 — Brachytherapy Programs



