CLINICAL RADIOLOGISTS

Mammography History Sheet

Name:  _________________________
Date: ______________ Date of Birth: ________________

Have you had a previous mammogram __________  If yes, where? _________________________ 

Is there a family history of breast cancer?  __________
If yes, relationship to patient_____________

Age at diagnosis _________________


Have you had a full term pregnancy? __________ 
If yes, what was your age? ______________

If under 60, date of last menstrual cycle________________________
      

Are you currently taking hormones?

Yes
or
No


Are you currently taking tamoxifen?

Yes 
or
No


Have you had previous breast surgery?

Yes
or
No


	TYPE
	DATE


	RIGHT
	LEFT

	Cyst Aspiration


	
	
	

	Biopsy

- surgical

- stereotactic or U.S. guided
	
	
	

	Mastectomy


	
	
	

	Lumpectomy


	
	
	

	Augmentation/Reduction


	
	
	


Breast Cancer Treatment 

Chemotherapy


Radiation





Yes   or   No


Yes  or   No

Are you having any current problems with your breasts (i.e. pain, discharge from nipples, lump)?    Yes  or   No   If yes, explain:  _____________________________________________________  _____________________________________________________________________________

ICD-9
______








TECH _______











/////  =   scar











  O  =   mole











   X  =  lump
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