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DATE

XRAY NUMBER
NAME DATE OF BIRTH AGE
HOME PHONE WORK PHONE

ADDRESS

REFERRING PHYSICIAN

PREVIOUS MAMMOGRAM? _ YES _ NO IF YES, WHEN? WHERE?

PREVIOUS BREAST SURGERY

BIOPSY ...cocooiiiiiiiiiiiiee, RT LT DATE
MASTECTOMY ......cccceeveieenene RT LT DATE
LUMPECTOMY ......cccceeuvnninne. RT LT DATE
IMPLANTS ..o RT LT DATE
REDUCTION .....ccccocevivieiannne. RT LT DATE
HYSTERECTOMY .......cccce....... YES NO DATE
AGE OF FIRST MENSTRUAL CYCLE AGE OF MENOPAUSE
NUMBER OF PREGNANCIES AGE OF FIRST PREGNANCY # OF BIRTHS

ARE YOU TAKING, OF HAVE YOU EVER TAKEN HORMONES?
YES ___ NO IF YES, WHAT KIND?

IS THERE A FAMILY HISTORY OF BREAST CANCER? __ YES ___ NO
MOTHER: AT WHAT AGE MATERNAL GRANDMOTHER: AT WHAT AGE
SISTER: AT WHAT AGE MATERNAL AUNTS: AT WHAT AGE
DAUGHTER: AT WHAT AGE

WHAT IS THE REASON FOR THIS EXAMINATION?
CHECKUP/BASELINE DISCHARGE RT LT

LUMP RT LT PAIN RT LT TECH INITIALS
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