
BREAST PATIENT INFORMATION SHEET 

 
Name:  ___________________________________________Date of birth______________________ 
 
Mailing Address: ___________________________________________________________________ 
 
City:__________________________________State:_________________Zip Code:______________ 
 
Phone:_________________________Email:_____________________________________________ 
 
Occupation:_____________________________________Age_________Gender (M/F)___________ 
 
Primary Care Physician:______________________________________________________________ 
 
Referring Physician:_________________________________________________________________ 
 
 
Clinical concerns/ Main complaint: 

 
 

Current symptoms and how long you have had each symptom. Made worse by or Made better by 

 

 

 

 

 

 

 

 
 
Current treatment (if any): (chiropractic adjustments, massage, acupuncture, etc…) 

 
 

Current Medication: 

 
 
 

 Surgery Year Surgery Year Surgery Year  

      

      

      

      
 

DFW



Dental History: (ex: implants upper left, root canals lower right, dentures, amalgam fillings, gum disease, etc...) 

 

 
 
General History: (accidents, injuries, fractures, diseases, smoking/ chemical exposures, high risk issues, etc...) 

 

 

 
 
Family history: Relationship: Family history: Relationship: Family history: Relationship: 

      

      

      
 
(Office use only) Diagnoses: 
 
(Office use only) Skin lesions or Physical abnormalities: 

 
 

(Female patient only) – Ob/Gyn Hx: 

 

 
Date (year) of most recent mammogram:______________________Result:_____________________ 
 

(Office use only) Notes: 

 
 
We can either email a copy of your report or we can send one via the post office.  Which would you 
prefer. Please check ONE.  Email it to me:_______Mail it to me:________Both + $10 fee__________ 
 
Do you want a copy of the thermogram report and images forwarded to your doctor? ______________ 
 
If yes, please provide your doctor's name and address (addresses from an internet search are not 
always accurate – please confirm the correct mailing address for your doctor's office). 
 
 Doctor:  
_________________________________________________________________________________ 
 
 

 
This information is confidential.  All information is correct to the best of my knowledge. 
 
 
Signed:__________________________________________Date:_____________________________



BREAST THERMOGRAPHY CONFIDENTIAL QUESTIONNAIRE 
 
 

Name:___________________________________________Date of Birth:______________________ 
 

         Yes    No 
1. Do you have any close relative who has had breast cancer?      ____        ____       

   If yes, please list relationship:  ______________________            

  

2. Have you ever been diagnosed with breast cancer?        ____        ____     

If yes what kind: ___ Metastatic   ___Local    ___Lymph node involvement      ___Don't Know 

When diagnosed: __________________(Month/Year)                      Where: ____Right ____Left 

Treatment:  ___Surgery    ___Chemo  ____Radiation ____Other _____None   

 

3. Have you ever been diagnosed with any other breast disease?      ____        ____ 

If yes, please check: ___  fibrocystic ___ cystic ___ mastitis ___ abscess ___  other    

 

4. Have you had any biopsies or surgeries to your breasts?                ____        ____ 

5. Have you had any breast cosmetic surgery or implants?                            ____     ____ 

6. Have you had a mammogram in the past 12 months?                ____         ____ 

7. Have you had a mammogram in the past 5 years?                 ____         ____ 

8. Have you had abnormal results from any breast testing?               ____         ____ 

9. Have you ever taken a contraceptive pill for more than 1 year?             ____         ____ 

10. Have you suffered with uterine or ovarian cancer?                ____         ____ 

11. Have you had hormone replacement therapy?                ____         ____ 

12. Do you have an annual physical breast examination by a doctor?               ____         ____ 

13. Do you perform a monthly breast self exam?               ____         ____ 

14. Did your periods start before the age of 12?                ____         ____ 

15.  Did your periods finish after the age of 50?        ____         ____ 

16. Have you had a vaccination in past 4 weeks? Indicate which arm:   ____ Left     ____Right ____No 

17. How many mammograms have you had in total? (Please use your best estimate) __________ 

18. What was your age when you had your first mammogram? _________ 

19. How many children have you given birth to?_________   Your age at birth of first child:_______ 

20. Do you smoke? Currently_____ Never_____ Not smoked in Last Year_____Not smoked in Last 5 Years_____  

 
Have you recently had any of these breast symptoms: 
    

Pain      ___ right ___left 

Tenderness     ___ right ___left 

Lumps      ___ right ___left 

Change in breast size    ___ right ___left 

Areas of skin thickening or dimpling  ___ right ___left 

Secretions of the nipple   ___ right ___left 

 










