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Patient Name: Date of Exam:
Patient ID #:
Date of Birth:
Event Location:
Referring Provider/DOCTOR: FAX:
Technologist: (Please look it up)
Technologist: ( ) SCREENING
Circle One / Circle
Have you ever had a Mammogram? No Yes Date/Where
Have you had a Breast Ultrasound? No Yes RT LT When
Do you have any lump or mass? No Yes RT LT Where
Do you have any Breast pain or soreness? No Yes RT LT Level /10
Do you have nipple discharge? No Yes RT LT Color:
Have you had a Breast reduction? No Yes RT LT Date
Have you ever had a Breast Biopsy/Surgery? No Yes RT LT Date
Do you have Breast Implants? No  Yes Type: Silicone/Saline How Long:
Have you had Breast Cancer? No Yes RT LT Date
Have you ever had a Breast Lumpectomy? No Yes RT LT Date
Have you ever had a Mastectomy? No Yes RT LT Date
Are you on Hormone/Birth Control? No Yes How Long:
Have you had a BRCA Test (Genetic Testing)? No  Yes Positive/Negative
Are you Pregnant? No Yes
Do you have a Family History of Breast Cancer?No  Yes
Mother Sister Aunt Daughter Grandmother Cousin
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