Bellingham Breast Center
Cary S. Kaufman M.D., F.A.C.S.

2940 Squalicum Parkway, Suite 101

Bellingham, Washington 98225
1. NAME:_____________________________________________DATE: ________________________
2. YOUR AGE:______________DATE OF BIRTH:__________________________________________
3. WHY ARE  YOU HERE?_____________________________________________________________

(PLEASE CIRCLE:  routine exam,  breast lump,   breast pain,   abnormal mammogram,   second opinion?)

4. DO YOU PRACTICE SELF EXAM?____________________________________________________
5. HAVE YOU EVER HAD BREAST LUMPS IN THE PAST? _________  BREAST BIOPSY? _______
6. HOW OLD WERE YOU WHEN YOU FIRST STARTED HAVING MENSTRUAL CYCLES?_________
7. HAVE YOU HAD CHILDREN?____NUMBER?____YOUR AGE AT FIRST LIVE BIRTH?__________
8.  DID YOU BREAST FEED?______________HOW LONG?__________________________________
9.   HAVE YOU HAD ANY BREAST INFECTIONS, INJURY OR TRAUMA?_______________________
10. DO YOU HAVE ANY NIPPLE DISCHARGE? ___________WHAT COLOR?___________________
11. APPROXIMATE DATE OF LAST KNOWN MENSTRUAL PERIOD:__________________________
12. HAVE YOU EVER TAKEN BIRTH CONTROL PILLS? ________ WHEN & HOW LONG?_________
13. HAVE YOU TAKEN HORMONES?_________ WHICH ONES & HOW LONG?__________________
14. DO YOU TAKE ANY OTHER MEDICATIONS?_____ PLEASE LIST WITH DOSES:_____________
____________________________________________________________________________________

15. IS THERE ANY FAMILY HISTORY OF BREAST CANCER? ________________________________
       WHICH RELATIVES AND AT WHAT AGE WERE THEY? _________________________________
       ANY OTHER CANCERS OR TUMORS? _______________________________________________
16. HAVE YOU HAD ANY MAMMOGRAMS IN THE PAST? ______ APPROXIMATE DATES:________
17. ON AN AVERAGE, WHAT IS YOUR DAILY INTAKE OF:   COFFEE ________CHOCOLATE _____
      TEA__________CAFFEINATED SODAS _________ ALCOHOL ____________ SMOKING ______
18. LIST ALL PREVIOUS OPERATIONS YOU HAVE HAD:________________________________
___________________________________________________________________________________
19.  LIST ANY HOSPITALIZATIONS YOU HAVE HAD:_______________________________________
____________________________________________________________________________________
20.  DO YOU HAVE ANY ALLERGIES? _____________ TO WHICH MEDICATIONS?______________
       (CALCULATIONS:_______________________      _______________________________ )
