
Breast Questionnaire 

Name: ________________________________ Email: __________________________________ Age: ______ 

DOB: ______________ Phone #: ____________________________ Can we leave a voicemail:  Yes / No 

Physician(s) to Receive Report:_______________________________________________________________ 

Is this your first mammogram?     Yes______   No______ 

Last mammogram (place and year): ______________________________________________________ 

Clinical History 

Symptomatic Lump  Yes___    No___ Right___ Left___ New___ Old___ 

Discomfort or Pain  Yes___    No___ Right___ Left___ New___ Old___ 

Nipple Discharge  Yes___    No___ Right___ Left___ New___ Old___ Color_________ 

Hormone Replacement  Yes___    No___ Pellet___ Pill___ Cream___ 

Personal HX Breast Cancer  Yes___    No___ Right___ Left___ Age_____ Year_____ 

Previous Breast Surgery 
Needle Biopsy   Yes___    No___ Right___ Left___ Benign___ Cancer___ 

Lumpectomy   Yes___    No___ Right___ Left___  

Mastectomy   Yes___    No___ Right___ Left___ 

Tram Flap   Yes___    No___ Right___ Left___ 

Breast Implants   Yes___    No___ Right___ Left___ 

Breast Reduction  Yes___    No___ Right___ Left___ 

Breast Lift   Yes___    No___ Right___ Left___ 

Family History of BREAST CANCER & age if known: 
1st degree:  Mother_____Sister_____Daughter_____Father_____Brother_____ 
2ND degree:  Grandmother_____Aunt_____Niece_____Granddaughter_____Half Sister_____ 
3RD degree:  1ST Cousin_____Great Grandmother_____Great Aunt_____Great Niece _____ 
 

 

 
DOLV _______________ FILM # _______________ 


