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NEW BREAST PATIENT 

 
Name_______________________________________Today’s Date____________Age______ 
 
Occupation______________________ 
 
Reason for visit____________________________________Date of last period ____________ 
 
Age at time of first period_____________      Age at delivery of 1st child_____________ 
 
Height ______________                 Weight ____________ 
 
If you have or have had any of the following please check and describe: 
 Yes No  Comments 
     
Nipple discharge (  ) (  )   
     
Pain in breasts (  ) (  )   
     
Estrogen/Birth Control Pills (  ) (  )   
     
Fertility Medications (  ) (  )   
     
Pregnancies (  ) (  )   
     
Did you breast feed? (  ) (  )   
     
Family History of Breast Cancer (  ) (  )   
     
Family History of Other Cancers (  ) (  )   
     
    WHEN     WHERE      RESULTS 
     
Recent Mammogram (  ) (  )   
     
Breast ultrasound (  ) (  )   
     
Breast Biopsy or Surgery (  ) (  )   
 
Caffeine drinks daily_____ Alcohol: Daily_____ Weekly_____ Rarely_____ None_____ 
 

 


