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                               NAME: 






 DATE: 




ADDRESS: 













HOME PHONE: 

                 __WORK PHONE: 

                            
CELL PHONE:______________________ _

REFERRING DOCTOR: 








DATE OF LAST BREAST  EXAMINATION BY YOUR DOCTOR? 

    DATE/YEAR OF LAST MENSTRUAL PERIOD?    __________ 
HAVE YOU HAD A MAMMOGRAM BEFORE?
YES
NO         WHERE? 


DATE: 




HAVE YOU HAD A PET CT OR PET MAMMOGRAM BEFORE?   YES     NO         WHERE?    

          DATE: 



ANY POSSIBILITY THAT YOU MAY BE PREGNANT? YES         NO
REASON FOR EXAM TODAY? 









_________

DO YOU FEEL ANY LUMPS TODAY?
YES
NO
RT
LT
ANY BREAST PAIN OR SORENESS TODAY? 
YES
NO
RT
LT
 
DO YOU HAVE DISCHARGE FROM NIPPLE?
YES
NO
RT 
LT
COLOR: 
           ____HOW LONG: __________
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HISTORY OF BREAST PROCEDURES?

YES
NO


            IF YES, THEN ANSWER:

ASPIRATIONS:
YES
NO
RT

LT
DATE: 
RESULTS: 

NEEDLE BIOPSY:
YES
NO
RT

LT
DATE: 
RESULTS: 



IMPLANTS:
YES
NO



DATE: 
TYPE:____________________


REDUCTION:
YES
NO



DATE: 
__________


EXCISIONAL BIOPSY (Benign):
YES
NO
RT

LT
DATE: _________RESULTS:________________
DO YOU CURRENTLY TAKE ESTROGEN OR PROGESTERONE?                                                            
                 YES  
NO                

DO YOU HAVE ANY SKIN MOLES, SKIN LESIONS, RASH, SCARS, OR REDNESS ON YOUR BREAST?

YES
NO
DO YOU, YOURSELF, HAVE A PERSONAL HISTORY OF DIABETES?




YES
NO
DO YOU, YOURSELF, HAVE A PERSONAL HISTORY OF  BREAST CANCER?        




​



YES          NO
RT

LT
DATE: 
TYPE:____________________

 
IF YES, THEN ANSWER:


HAVE YOU HAD MASTECTOMY?
YES
NO
RT

LT
DATE: 
__________


HAD LUMPECTOMY FOR CANCER?
YES
NO
RT

LT
DATE: 
__________


HAVE YOU HAD RADIATION THERAPY?
YES
NO
RT

LT
DATE: 
__________

            HAVE YOU HAD CHEMOTHERAPY?
YES          NO



DATE: 
_____           _____ 

DO YOU, YOURSELF, HAVE A HISTORY OF ANY OTHER CANCER?              YES         NO
                          IF  YES,  TYPE OF CANCER AND AGE AT DIAGNOSIS:         
_____           _____ 
_____           _____    

ANY FAMILY  HISTORY OF CANCER?

YES
NO
LIST FAMILY MEMBERS WITH BREAST, UTERINE, OVARIAN, COLON, MELANOMA, PANCREATIC OR PROSTATE CANCER:



WHO


THEIR AGE AT DIAGNOSIS:
                 TYPE OF CANCER: 

_________________

WHO


THEIR AGE AT DIAGNOSIS:
                 TYPE OF CANCER: 

_________________
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                                                        FOR TECHNOLOGISTS TO FILL OUT 
TECHNOLOGIST: MAKE NOTES AND CHART ALL MASSES, MOLES AND SCARS:         
_____           _____ 
_         ____    


PLEASE FILL OUT ALL QUESTIONS
Gail Risk Model :  


Age:   ________
Date of Birth: ______________
Ethnicity: 
           White   
 Black    
Hispanic              Asian           Am. Indian            Native Alaskan
   Unknown  
Age at 1st menstrual period:   ______
Age at menopause: ______  (if applicable)

Number of Pregnancies: _____
Number of Births:                  Age at first full term delivery    ____  years

How many 1st degree relatives (mother, sister, daughter) have Breast Cancer   0     1     2    >2

Have you had prior breast biopsies     






YES        NO




If Yes, how many biopsies only one_________
More than one_________




If Yes, have you had any biopsy with Atypical Hyperplasia  No Yes Unknown

Prior biopsy or surgery that showed DCIS (ductal carcinoma in situ) or LCIS (lobular carcinoma in situ)      YES     NO
MRI Risk Questions:   
Are you BRCA1 or BRCA2  positive (breast cancer gene)?



         YES     NO     N/A
Do you have a relative who is BRCA1 or BRCA2 gene positive 



YES     NO
Lifetime risk (Gail Model, etc) >20%






YES     NO
Have you had any other radiation exposures (multiple xrays, acne, birthmarks)


YES     NO
Have you had previous Radiation therapy to the chest for treatment of Hodgkin’s Lymphoma 


When you were 10-30 years old?  





YES    NO
Do you or any of your 1st degree relatives have this syndrome:



YES     NO

Li Fraumeni- Cowden


Bannayan-Riley-Ruvalcaba

Are you of Ashkenazi Jewish ancestry (Eastern European)?



YES     NO
History of Ovarian cancer in self or 1st degree relative (mother, sister, daughter)

YES     NO
I UNDERSTAND THAT, BECAUSE MAMMOGRAPHY DOES NOT DETECT ALL BREAST CANCERS, EARLY DETECTION OF BREAST CANCER IS A 3 PART PROCESS:   MAMMOGRAPHY, SELF-BREAST EXAM, AND ANNUAL PHYSICAL BREAST EXAM BY MY HEALTHCARE PROVIDER. 
MY SIGNATURE BELOW CERTIFIES THAT THE ABOVE INFORMATION IS CORRECT.
PATIENT SIGNATURE: 




PERSON ASSISTING WITH FORM: 




TECHNOLOGIST SIGNATURE: 







Date:____________
1/29/08.ss
     PALPABLE LUMP                     MOLE/SKIN LESION
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