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MAMMOGRAM PATIENT HISTORY

Name:

DOB: AGE:

Requesting:

Other Physician

Sex: MRN:

Date:

Phone: Fax:

Exam Code:

Acc#

Backline:

1. Do you have a lump or anv other breast abnormaliw? f] No I Yes

2.

3.

4.

Have vou ever had a mammogram?

Have you ever had breast surgery?

E No f] Yes If ves, where and when?

n No ! Yes If yes: ! Implantsf] Reduction! Biopsy

Have you ever been diagnosed with cancer? n No f] Yes If yes, location / wpe:

n
n

tr
n
6.

7.

8.

9.

5' Any family history of breast or ovarian cancer? f] No ! Yes If yes, check all that apply and the age they were diagnosed

MotherAge:- [ Daughter(s) Age: _ fl Maternal Aunt(s) Age : 

-
Maternal Grandmother Age: _
Paternal Grandmother Ase:Sister(s) Age:_ ! First Cousins Age: _ I PaternalAunt(s) Age: _

At what age did your first menstrual cycle begin?

Any male family members with history of breast cancer? fl No ! yes

Are you taking hormones (Estrogery Contraceptives, Tamox)Z ! ruo n y",

Is there any possibility you could be pregnant? n No ! y"t

Patient Signature Date

BIOPSY Risht Left Date Result
Needle
Ultrasound
Surqical

-umpectomy I Right Left Date

Vlagtectomy Right Left Date

Chemotherapv ll Yes l- trto

Radiation Theraov F Yes Il t'to 
Date Ended

Tech Signature: # of Images: Room #: _ Prior Mammograms:

The information contained in this document is CoNFIDENTIAL and/or LEGALLY PRIVILEGED information intended only for the use of the individual/s
named above. If you have received this communication in error, immediately notif us by telephone (520) 54i,-1720. Thank you.


