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DOCTORS RADIOLOGY CENTER

PEACH PLAZA
1500 §1. Georges Ave.,
Avenel, N.J. 07001

MAMMOGRAPHY PATIENT QUESTIONNAIRLE

o ' . SsH_ - - Date

Name

Ape A’g_(.:_d.l]liil_l-g_['il-'-sl pl'(‘:gllu;‘l';'_yw o Nuinbé:-"{)ﬁn egnancies

Age al onset of menstiuation “Dale ol'last menstival period___
il you have had any of the lollowing procedures on your breasts, please indicale the year:

LEFT (dates) RIGHT (dates)
Cyst Aspiration

Biopsy

__bLumpectotny

Radiation Therapy

Mastectoy

No  Yes _ (when?)

Ilave you ever taken liormones?

I fave you had a hysterectoiny? No_ Yes (when?)

Were your ovaries removed? No Yes (wihen?)

No_  Yes__ (when?)

lHave you had breast implanis?

Do you perform a sell examination of your breasts? No  Yes _ (liwwollen?)

When was your last visit to the doctor fur exaiminalion of your bieasts?

ilave any of your close relatives had cancer of the bieast?

Grandmother __ Mothier™"_"Aunt__ Sister___ Daughter___ Other

No_  _ Yes

Do you currently have any problems or complaints?

(whal?)

Have you had a previous mammogram? No__ Yes___ (when?)

iI'yes, where was the most recent prior exam?

Here  Rahway Hospital___ Other* o
*Note: Il is imporiant to submit is exam for compasisun purposes.

Thank you for completing this form. The tecluiologist will be with you as svon as possible.

«43Ju not wrile beluw this line--- fur olfice uae onfy***
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