St. Luke’s – Roosevelt Breast Center

Name: ___________________________________ Date: __________________________
Reason for Consult? (Please be specific): _______________________________________________________

_________________________________________________________________________________________

Do you have a family history of breast or ovarian cancer on either mother’s or father’s side of family? Please circle/complete where appropriate:
Mother          Age at diagnosis:  ____             Maternal or Paternal Aunt                  Age at Diagnosis: ____
Sister            Age at diagnosis:  ____              Maternal or Paternal Grandmother     Age at Diagnosis: ____
Daughter      Age at diagnosis:  ____              Other: ___________________

Any other types of Cancer in the family? If yes who and what site? ______________________________________

When was your last mammogram and where? _______________________________________________________

How old were you when you had your first menstrual period? ___________

What was the date of your last menstrual period? _____________________

How many total pregnancies have you had? ________________________


Live Births: _________________________


Abortions, if so how many? _____________


Miscarriages, if so how many? ___________


Your age at first delivery? _______________


Did you breast feed? ___________________    If yes, for how long total? ______________
Have you ever taken (circle one):


Birth control?


             Yes        No         If yes when? __________

Hormone Replacement Therapy?
 Yes        No         If so when and why? ___________

Fertility drugs?

    
 Yes        No         If yes when? ___________
Do you have a history of ?


Breast Swelling?


 Yes        No         Breast  Pain?  Yes      No


Nipple Discharge?


 Yes        No  
     Cyst Aspiration  Yes     No


Previous Biopsy?                                 Yes        No

Do you have any medical problems, i.e. connective tissue disorders etc? ___________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________
Current Medications including hormones: ___________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

