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rr1ie 'Breast Cunil: MaTTllTUJgrapny QuestimmJLire
Samfra L. :J{lUlSon, :M'D.

Today's Oate: Patient Name: Age: _

Referring ptTysician,, City/State:' _

Have you ever had a Mammogram? 0 Yes 0 No "yes, where?' When? Did you bring films? 0 Yes 0 No

Date of last Colonoscopy? _ Date 01 last Bone Density? _

Has anyone in your family been diagnosed with breast cancer? 0 Yes 0 No If yes, please indicate below their relationship 10 you:

BREAST CANCER

o Mother 0 Daughter
MOTHER'S SIDE; 0 Grandmother 0 Aunt
FATHER'S SIDE: 0 Grandmother 0 Aunt

OSistef
o Cousin
OCouSn

OVARIAN CANCER

o Mother 0 Daughter
o Grandmother 0 Aunt
o Grandmother 0 Aunt

o Sister
o Cousin
o Cousin

Has anyone been tested for BReA? 0 Yes 0 No tfyes, when? _

Have you ever been diagoosed with breast cancer? Yes 0 No If yes. when? _

When' _

o REDUCTION When? _

Findings: _

o MASTECTOMY ,:J left 0 Right When? _

o lUMPECTOMY 0 Left 0 Righi When? _

o IMPlANTS 0 Saline 0 Silicone 0 When' _

OCYSTASPlRAnON ,:J1..efl. o RIght

Radiation Therapy (for bteast cancer) 0 Yes 0 No

PREVIOUS BREAST PROCEDURES

o BIOPSY 0 leI! 0 Right When? _

"
\• , I • •

• !
,
•

,
• i • I ••

LEFT

,
•

ONo

RIGHT

MARK AREA OF CONCERN

•

,I .,
• .: ( •,

•

,,
• i •

ov"

""~,------

o RASH :J Left :J RIghi

o FUlLNESS 0 Lell 0 RighI

o DISCHARGE 0 Lett 0 RighI

o NIPPLES ::J left 0 RighI

Chemolherapy (for breast cancer)

CURRENT PROBLEMS

o LUMP 0 leI! 0 Righi

o TRAUMA :J left 0 flight

o PAIN 0 Left 0 Righi

Oescribe: _

o QTHER: _

o CYST REMOVAL 0 lett 0 RighI lNhen? _

Have you had a hysterectomy? 0 Yes 0 No If yes, 0 Abdominal 0 Vaginal

It ovaries removed, when? WhY' _

tfulerus removed, when? WhY' _

Are you taking hormones? 0 Yes 0 No Steroids? 0 Yes 0 No Birth Control Pills? 0 Yes 0 No

Are you pregnant? 0 Yes 0 No Have you ever been pregnant? 0 Yes '1 No If yes, number of pregnancies. Number of children. __

Your age at your first pregnancy?' _ Did you breast feed? :J Yes 0 No If yes, how long? _

Your age at your first menstrual period? _ When was your last menstrual cyde? Month Voat _

00 you smoke? 0 Yes 0 No # of cigarettes a day. If quit, how long a901 (CONGRATULATIONS)

00 you drink alc9hol? 0 Never On average: 0 1-2 per week 0 5 drinks per week 0 10 drinks per week 0 1-2 a month 0 Qurt - how long?, _

What is your caffeine intake per day? COke T" Coffee ~Chocolate _

Have you ever had any cancer not related to the breast? 0 Yes 0 No What type? When?' _

Radiation trea1ment? Chemotherapy?

I hereby authorize the release of any and aD information related to the follow-up on mammography examination dated ~to The Breast Clinic, Inc.

Authorized by: X, Dale: _


