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NASSAU RADIOLOGIC GROUP PC & AFFILIATES

MAMMOGRAPHY INFORMATION SHEET
(PLEASE ANSWER ALL QUESTIONS: USE ESTIMATES IF NECESSARY)

TODAY’S DATE:

NAME: Date of Birth: AGE:
HOME PHONE: ( ) - WORK PHONE: () -
REFERRING PHYSICIAN:

MAMMOGRAPHY HISTORY:

a. Have you had a mammogram at Nassau Radiologic Group? [ TNo [ 1Yes Year

b. If you had a mammogram elsewhere, name of facility: Year
(It is in your best interest to obtain previous films for comparison.)

Has anyone in your family had breast cancer? [ INo [ ]VYes
If yes, who and at what age?
a. Are you currently taking hormones? [ TNo [ 1Yes For how long?
b. Are you currently taking birth control? [ INo [ ]Yes For how long?
a. Do you or your doctor feel any lumps? [ 1No [ 1Yes [ ] Right [ ]Left
b. Do you have any nipple discharge? [ 1No [ ]1Yes [ ] Right [ ]Left Color
c¢. Do you have any breast pain? [ TNo [ 1Yes [ ] Right [ ]Left
d. Have you had a recent breast injury? [ 1No [ 1Yes [ ] Right [ ]Left
e. Have you had any breast skin changes? [ 1No [ ]1Yes [ ] Right [ ]Left
f. Other breast problems
Have you had any breast plastic surgery? [ INo [ ]Yes [ ]Implants [ ]Reduction [ ]Lift Year
Have you had any of the folllowing procedures? (please answer to the best of your ability)
MASTECTOMY: [ INo [ ]Yes Year [ 1Right [ ]Left
FNA or CORE BIOPSY: [ I[No [ ]Yes Year [ 1Right [ ]Left [ 1Benign [ 1 Malignant
BREAST SURGERY: [ INo [ ]Yes Year [ 1Right [ ]Left [ ] Benign [ ] Malignant
Have you had radiation therapy to the breast or chest? [ TNo [ 1Yes  Year
a. Have you had a breast physical exam within the past year? [ ] No [ 1Yes Month Year
b. if not, do you have a breast physical exam scheduled? [ 1No [ 1Yes Month Year

Do not write below this line
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