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Notes:

Technologist

PATIENT TO FILL OUT THE FOLLOWING INFORMATION

~ Patient Name: Referring Physician:

-Date of Birth: Age:
Phone #: Alterate Phone #:

Last mammogram performed at (] Delaney [} Other Facility: Name Year,

Is there any possibility you could be Pregnanmt? ..............e.eeerveereeeerereseeosseesssssssssesseeseserseresenenee | Yes (L) NO

AATE YOU ON NOMIONES? ... s s saes e saessessaesss s st seesee e seesseseeseeeseseseeesessesessssssasessasesrenes L Yes No

Have you personally had cancer of the breast? ... D Yes D No
If yes, which breast? When?

Have you over had any Droast SURGBIY .. wssisissasssissrssirionssssismisoismmmi s siismiion O yes No

If yes, what type of surgery?
D Implants Date(s) of Surgery
D Reduction Date(s) of Surgery
D Cyst Aspiration Date(s) of Surgery Right or Left
D Biopsy Date(s) of Surgery Right or Left
D Lumpectomy  Date(s) of Surgery Right or Left
D Mastectomy Date(s) of Surgery Right or Left
I:I Reconstruction Date(s) of Surgery Right or Left

ARE YOU HAVING ANY NEW PROBLEMS WITH YOUR BREASTS TODAY? D Yes D No
If yes, please explain

(If you have any current symptoms or if your physician is following up on any prior finding, your mammogram will
be coded as diagnostic rather than screening.)

Patient’s Signature Date:
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