
Local Health Dept._____________________

To be Completed by Local Health Department

1. Breast symptoms (self-identified)


 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
 FORMCHECKBOX 
Unknown

2.
Previous mammogram
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
 FORMCHECKBOX 
Unknown


(If yes,
Approximate Month/Year
_____/_____



Where  ________________________________

3.
Previous breast biopsy
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
 FORMCHECKBOX 
Unknown


(If yes,
Approximate Month/Year
_____/_____


SITE:
RIGHT
   LEFT
4. Patient had breast cancer
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
 FORMCHECKBOX 
Unknown

(If yes,
Approximate Month/Year
_____/_____

5. Sister/mother/daughter breast cancer age ≤50 
        FORMCHECKBOX 
Yes  FORMCHECKBOX 
No  FORMCHECKBOX 
Unknown

6.  Clinical Breast Examination (CBE) Results



 FORMCHECKBOX 
Normal Exam/ Nodularity


 FORMCHECKBOX 
Fibrocystic Changes or Other Benign Findings


Explain: ____________________________


 FORMCHECKBOX 
Discrete Lump or Mass                               SITE:


 FORMCHECKBOX 
Discharge (e.g. clear, serous, bloody)


 FORMCHECKBOX 
Nipple or Areolar Scaling


 FORMCHECKBOX 
Skin Dimpling, Retraction  


 FORMCHECKBOX 
Focal, Immobile Thickening                     

                                                               RIGHT            LEFT



    (Findings in BOLD require diagnostic referral)

7. Type of Mammogram Ordered
 FORMCHECKBOX 
Screening
 FORMCHECKBOX 
 Initial Diagnostic
 FORMCHECKBOX 
 Diagnostic

	/        /
	X
	

	Visit Date
	CBE Provider Signature
	Provider ID


information  on surgeon  for any needed follow-up (under lhd contractural agreement) or pmd
Name___________________________________________________________________
Phone____________________

Address_________________________________________________________________
Zip_______________________
To be signed by Patient

I have been informed and understand that: I am being referred to ____________________________________________

Radiology Service Provider

for a mammogram; the results of the x-ray will be reported to this health department; and depending on my income, I may be responsible for paying a portion of the charge for the mammogram. ____________________________________

Patient Signature and Date

To be Completed by Mammography Provider

8. Type of Mammogram Performed

 FORMCHECKBOX 
Screening

 FORMCHECKBOX 
Initial Diagnostic

 FORMCHECKBOX 
Follow-up Diagnostic



           Describe abnormal findings and recommendations for follow-up care:

	/        /
	X

	Date of Mammogram
	 Radiologist Signature

	
	


Name and address of agency storing mammography films:
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Mammography Results (American College of Radiology 


BI-RADS Final Reporting Categories)


� FORMCHECKBOX ��0. Assessment is incomplete – need additional imaging evaluation


� FORMCHECKBOX ��1. Negative


� FORMCHECKBOX ��2. Benign finding


� FORMCHECKBOX ��3. Probably benign – short interval follow-up indicated


� FORMCHECKBOX ��4. Suspicious abnormality – biopsy should be considered


� FORMCHECKBOX ��5. Highly suggestive of malignancy – appropriate action to be taken


� FORMCHECKBOX ��6. Known Biopsy-Proven Malignancy-Appropriate Action Should Be Taken




































