P atl ent Hl st OI'y Annual Screening [0
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UPDATED YEARLY Follow Up O
PINK
DOOR First Name Last Name
Date of Birth Age Referring Physcian

Have you ever had a Mammogram? oY No - Date of last Mammogram

Have you ever had a Prior Breast Ultrasound? oY oN  Date of last Ultrasound
Age period started ~ Pregnant oY oN Currently taking hormones or birth control? oY oN
Today’s Concerns:
New breast lump since last mammogram? olLeft Righto Botho

New pain or tenderness oLeft Righto Botho  Nipple discharge oLeft Righto Botho

How long have you had these symptoms__ Referring Physician Aware oY No
Breast History

Any Needle Biopsy oYes oNo oLeft oRight oBoth (if so) what year
Surgical Biopsy oYes oNo  oLeft oRight oBoth (if so) what year

Personal History of Breast Cancer oYES NOo IF “Y EiS” Please check which apply.
oLumpectomy oRadiation oMastectomy oChemotherapy cHormone Therapy
Breast Implants oYes Noo Original Year  Replaced Year — Reduction (R) (L) Year

Family History
FAMILY HISTORY OF OVARIAN CANCER CIRCLE (YES) OR (NO) if so, list below
FAMILY HISTORY BREAST CANCER CIRCLE (YES) OR (NO) if so, list below.

List family relation & age of Diagnosis

Patient Signature Date
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