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MAMMOGRAPHY QUESTIONNAIRE
Date: ...

Kindly complete questions 1-10. (Please Print)

R = T 0 0T OSSR
(Last) (First) (M.I.)
2. Age: .......... Date of birth: ......ccccvviiiiienne.
3. Telephone: (HOME).........cccovveeieeeiinrnneeenns DUNGHNS ... (=] 1) PR
4. Date of last menstrual period? ..............cccoveevveeeieeenninn,
5. Have you ever had a previous mammogram? D Yes |:| No

If yes, When .........ccooeeeiiiinnnl Where ...
6. Have you ever had breast surgery? [ | Yes [ ] No
Type (please check) [ |Biopsy [ |Aspiration [ |Mastectomy [ |Implants [ | Lumpectomy

When ...
7. Has your mother, sister, grandmother or maternal aunt had breast cancer? I:J Yes D No
If yes please check: [ | Mother | | Sister [ | Grandmother [ ] Maternal Aunt Age of onset:........
8. Are you taking any hormones at this time? [ | Yes [ ] No
If yes, Please SLAtE TYPE .....ccouviii et e e e e e e enreeas
9. Are you experiencing any new problems with your breasts now? [ ] Yes [ ] No
Ifyes, LUMP oo Which Side ..........ccceeuee.
Discharge ... Which Side ..........c............
Other (please desCribDe) ........ccceeiiuieiiieieiiieeieeesie e eae e e
10. When was the last time your breasts were physically examined by a physician? .......................
11. Name of your referring PhYSICIAN ...........oooi e e e e e e e e e e enr e e e e e e eennes

FOR OFFICE USE ONLY — DO NOT WRITE BELOW THIS LINE

Daniel Maklansky, M.D. Jerold Kurzban, VI.D. Burton A. Ccohen, M.D. Jerald Zimmer, M.D.
Alain D. Hyman,M.D. Barry D. Berson, M.D. Joseph J. Maklansky, M.D. Jolinda Mester, M.D.

CT64 * MRI * CT AND MR ANGIOGRAPHY * PET/CT * CT CORONARY * CT LUNG SCREENING * ULTRASOUND/VASCULAR
DOPPLER * DEXA * DIGITAL MAMMOGRAPHY * BREAST IMAGING * FLUOROSCOPY * SCINTIGRAPHY * X-RAY



