3 N
aphy Intak V4 \ WOMEN'S
Mammography Intake Form VA DoMER
INFORMACION DEL PACIENTE
Nombre Fecha de nacimiento Edad Sexo Dactor que la refirid Correo electrénico
Om OF
Direccion Cuidad, estado, zona postal Celular # Casa # Trabajo #
Es esta su primera mamografia? O si O No D Blanco [] Negro D Indio Americano
Si ha tenido una mamografia anterior, cuando y donde? [:I Asiatico |:| Islefic del Pacifico |:] Islefo del Caribe
’ [] Ashkenazi / Hebreo [ ] Hispano [] otraRaza:
Tiene implantes de seno? O si O No
En caso afirmativo: [] Silicona [] Salina [] Combinacisn
Actualmente tiene:
i io 7 Y i \
Ha tenido reduccion de seno? O si O No I:] Masa/Bulto/Nédulo D Der [:' iz
Ha tenido levantamiento de seno? Osi O e [] secrecion del Pezon [ er Oz
D Dolor I:] Der D Iz
Ha tenido cirugia de seno? O si O No

Expligue sus sintomas:

I:] Der D Iz [:l Ambos

Biopsia mostro:
Hiperplasia Atipica Osi OnNe

s

Lobular Carcinoma In situ (LCIS) () Si () No

Alguna vez le han diagnosticado cancer? Q Si O No

En caso afirmativo, qué tipo(s) y edad al momento del diagnéstico:

!:‘ seno D ovario D utero

HISTORIA FAMILIAR

) Es usted adoptado (a)? ) si
D colorectal D estomago D pancreas su 5 ) Kahisl O Mo
[] melanoma [] prostata ] otre Alguno de los miembros de su familiaha () Si () No
sido diagnosticado con cancer?
Ha tenido una Mastectomia? [] per D 1z D Ambos T e ————
a i ]
Cuando:
D seno D ovario
Ha tenido una lumpectomia? [(Joer [z [ ] ambos [ tero (e -
ater colorecta
Cuando:
D estomago D pancreas
Ha tenido radioterapia? D Der D Iz D Ambos D melanoma D prostata
Cuando: D &g
Ha tenido quimioterapia? O si (O No

Alguien en su familia ha dado positivo (Osi (O No
Cuando: para una mutacion que incrementa el
riesgo de cancer?

Edad de la primera menstruacién? |:| 71 [ 1293 [] =14 En caso afirmativo, quién y qué gen (si sabe)?
Edad cuando la menstruacién termind?  Edad:

. Le interesaria recibir informacién sobre Osi O No
Fecha de su dltima menstruacion? Fecha: cancer hereditarios?

Ha estado embarazada? Osi O Ne

Ha gue edad tuvo su primer hijo(a)? Edad:

Para mi mejor conocimiento no estoy actualmente embarazada. Firma:

Firma del paciente: Fecha:



TOPLINECMD

HEAL:H ALLIANCE

Mammography Intake Form

Ordering Physician:

Patient’s name (First and Last) Date of birth

Primary Care Physician:

Email address

Address City, State, Zip code

Phone #

PERSONAL HISTORY

ADDITIONAL HISTORY

Is this your first mammogram? Oyes O No

When and where were your previous mammograms done?

INDICATED PROBLEMS

Do you have any new breast symptoms/complaints?

ONone

UNipple abnormality/discharge ORright Oleft
OPain ORright CLeft
Otump you can feel ORright OlLeft
Please explain:

BREAST RELATED HISTORY

Do you have breast implants? O Yes O No

If yes: U Silicone O Saline [J Combination
Have you had a breast reduction or lift? O ves O No
Have you had a needle biopsy? O ves O No
Ifyes: OJRight O Lleft [JBoth

If yes, what did the biopsy show?

[ Unknown O Benign

U Atypical Hyperplasia [J Lobular Carcinoma in Situ (LCIS)
C cancer
Have you had a surgical/excisional biopsy? O ves O No
Ifyes: O Right [ left [ Roth
Have you ever been diagnosed with breast cancer? [] Yes (J No
Have you had:
Amastectomy? CJRight [lleft (JBoth Date:
Alumpectomy? CRight [Jleft [JBoth Date:
Radiation? ORight OLleft [Both Date:

Chemotherapy? Oves Ono Date:

Age when menstruation began:

Have you had a hysterectomy? [ Yes, age: U nNo
Age when menstruation stopped?
Date of last menstrual period?

Are you currently taking hormones (i.e. birth control, hormone

replacement therapy)? O Yes O No

Have you ever been pregnant? O Yes ONo
How old were you when you delivered your first child?

Have you ever had fertility treatment? O ves O No

If yes, what type and when?

Have you been diagnosed with any other type of cancer?d Yes O No

If yes, what type(s) and how old were you at diagnosis?

CJovarian Outerine Ccolorectal
OsStomach OPancreatic Omelanoma
Oother

RACE AND ETHNICITY

OWhite OAsian
OHispanic/Latin OIBlack/African
UlAshkenazi lewish  [JOther

FAMILY HISTORY

OAmerican Indian/Alaskan
O Hawaiian/Pacific Islander

Has someone in your family tested positive for a mutation that
increases their risk for cancer (i.e. BRCA, etc.)? [J Yes [ No

If yes, who and which gene (if you know)?

Have any of your blood related fa mily members been diagnosed with

cancer? O Yes O No
Enter who and age at diagnosis:
OBreast Oovarian
Oluterine Ocolorectal
CJStomach OPrancreatic
[IMelanoma OProstate
OJOther

Are you adopted? O Yes O No

Do you want to learn your risk for the most common hereditary

cancers? O ves O No

\

Patient’s signature:

Date




