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Patient Name								                 Date

Name of Patient:   MRN: Date:  

Breast MRI Patients Only

Date of your last menstrual period? _____________________

Are you currently on any hormone medications? Yes/No Date started ____________

Reason for Breast MRI: _________________________________________________

Yes/No History of Breast Cancer?  If Yes, year diagnosed _____________________

Personal Breast History   RIGHT      DATE   LEFT        DATE

__Pain or tenderness ______      ______ ______     ______

__Lump ______      ______ ______     ______

__Nipple discharge ______      ______ ______     ______

color: ______      ______ ______     ______

Surgical History

__Cyst Aspiration ______      ______ ______     ______

__Needle Biopsy ______      ______ ______     ______

__Surgical Biopsy ______      ______ ______     ______

__Lumpectomy (cancer)   ______      ______ ______     ______

__Mastectomy ______      ______ ______     ______

__Radiation Therapy ______      ______ ______     ______

__Chemotherapy             ______      ______ ______     ______

__Breast Reduction ______      ______ ______     ______

__Breast Implants ______      ______ ______     ______

 __Silicone

__Saline

Date of last mammogram:____________________________________

Date of last breast sonogram:_________________________________

Films Included: Yes/No

Do you have a family history of breast cancer?

__None

__Mother  Age at diagnosis?_______ Pre or Post Menopausal ____

__Sister    Age at diagnosis?_______ Pre or Post Menopausal ____

__Daughter   Age at diagnosis?________ Pre or Post Menopausal ____

__Other:  Please list: _______________________________ Pre or Post Menopausal 

PET/CT Questionnaire

Reason for this test, list symptoms: ____________________________________________________________

___________________________________________________________________

Yes/No   Have you had a PET scan before?  If yes, where and when? 

___________________________________________________________________

Yes/No   Have you had a CT scan before?  If yes, where and when? 

___________________________________________________________________

Yes/No   Have you had any surgery?  If yes, list type and approximate date: 

___________________________________________________________________

Yes/No   Do you have any medical conditions? If yes, list and describe treatment:

___________________________________________________________________

Yes/No   Are you diabetic?

Yes/No   Do you currently have cancer? If yes, what type and treatment? 

___________________________________________________________________

Yes/No   Did you previously have cancer? If yes, what type and treatment?

___________________________________________________________________

Yes/No   Have you had radiation therapy?  If yes, list body part: ______________________

Date Radiation Therapy completion? _________________

Yes/No   Have you had chemotherapy?  If yes, list date of last treatment: ______________

Yes/No   Do you have any abnormal lumps or masses?  Where? _____________________

Yes/No   Recent abnormal blood tests?  List type and results: _______________________

Yes/No   Do you have any fever or infection? Please describe: _______________________
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