
PATIENT DEMOGRAPHICS 

 

Name: ________________________________________________________ Date of Birth: ___/___/_____      

Today's Date: : ___/___/_____   Reason for Visit:______________________________________________ 

 

ALLERGIES (Please list your allergies) 

 

________________________________________  ______________________________________ 

________________________________________  ______________________________________ 

________________________________________        ______________________________________ 

MEDICATIONS (Please list any medications you are taking) 

 

________________________________________  ______________________________________ 

________________________________________        ______________________________________ 

_______________________________________  ______________________________________ 

________________________________________  ______________________________________ 

________________________________________        ______________________________________ 

Do you currently take any of the following?  ☐ Yes  ☐ No  (Mark all that apply) 

☐ Aspirin     ☐ Warfarin   ☐ Eliquis    ☐ Xarelto   ☐ Plavix     ☐ Other Blood Thinner: _________________ 

PHARMACY 

 
Pharmacy Name: _____________________________Address:___________________________________ 

 

MEDICAL HISTORY (Please check all that apply or have applied in the past) 

☐ Headaches                    ☐ Asthma                                ☐ Arthritis/Gout 

☐ Stroke                                   ☐ COPD/Emphysema                   ☐ Epilepsy/Seizures 

☐ Thyroid Problem                  ☐ Sleep Apnea                           ☐ Scleroderma 

☐ Diabetes (Type I or II)          ☐ Bleeding Disorders/Anemia       ☐ Lupus/SLE 

☐ Atrial Fibrillation                  ☐ Kidney Problems                     ☐ Collagen Vascular Disease 

☐ Congestive Heart Failure        ☐ Liver Problems                          ☐ Cancer (type): __________ 

☐ Heart Disease/Heart Attack      ☐ Hepatitis                               ☐ OTHER: _______________ 

☐ High Blood Pressure               ☐ HIV/AIDS 

☐ High Cholesterol                   ☐ Alcoholism 



Patient Name: ___________________________________________ Date of Birth: ___/___/_____      

SURGICAL HISTORY (Please list any surgeries you had, including hysterectomy, ovary removal and any 

breast surgery) 

________________________________________  ______________________________________ 

________________________________________        ______________________________________ 

_______________________________________  ______________________________________ 

________________________________________  ______________________________________  

 

SOCIAL HISTORY 

Tobacco use:  ☐ No  ☐ Yes ( Cigarettes ____ Vaping _____)  ☐ Former   

If yes are you interested in smoking cessation? ☐ Yes  ☐ No   

Alcohol use:  ☐ Never  ☐ Socially  ☐ Daily     # Drinks per day: _______     Quit date: __________ 

Drug use: ☐ No  ☐ Yes  ☐ Former (specify type of drugs:____________________) 

 DOMESTIC ABUSE 

Is abuse, violence, or sexual assault a problem for you in any way?  ☐ No  ☐ Yes 

Does your partner/caregiver threaten you in any way?  ☐ No  ☐ Yes 

BREAST HEALTH HISTORY 

Have you ever had a breast biopsy?  ☐ Yes  ☐ No 

If yes, Year(s): _________________     Location: ______________________________________________ 

Results:  ☐ Normal/Benign  ☐ Atypical hyperplasia ☐ Lobular Carcinoma in Situ ☐ Other:______________ 

Age at first menstrual cycle: ________ 

Number of pregnancies:  _______     Number of births: _______     Age at first live birth: _______ 

Have you gone through menopause?  ☐ Yes  ☐ No    Age: _______ 

Have you ever taken birth control pills/depo-provera ?   ☐ Yes  ☐ No     Still using? ☐ Yes  ☐ No 

Have you used a hormonal IUD?    ☐ Yes  ☐ No     Still In Place? ☐ Yes  ☐ No 

Have you ever taken hormone therapy?     ☐ Yes  ☐ No     Still using? ☐ Yes  ☐ No 

# of years taken: __________  Year stopped: ___________  

Have you ever had radiation treatment to your chest area and/or to a breast?  ☐ Yes  ☐ No     

Bra Size: __________     Height: __________      Weight: __________ 



Patient Name: ___________________________________________ Date of Birth: ___/___/_____ 

FAMILY HISTORY 

Have any of your family members been diagnosed with breast or ovarian cancer?  ☐ Yes  ☐ No   

If you answered yes please list who had breast or ovarian cancer: 

☐ Mother    (☐ Breast – Age at Diagnosis___  ☐ Ovarian – Age at Diagnosis ___) 

☐ Sister #1       (☐ Breast – Age at Diagnosis___  ☐ Ovarian – Age at Diagnosis ___) 

☐ Sister #2      (☐ Breast – Age at Diagnosis___  ☐ Ovarian – Age at Diagnosis ___) 

☐ Maternal Grandmother    (☐ Breast – Age at Diagnosis___  ☐ Ovarian – Age at Diagnosis ___)                                       

☐ Maternal Aunt #1   (☐ Breast – Age at Diagnosis___  ☐ Ovarian – Age at Diagnosis ___) 

☐ Maternal Aunt #2   (☐ Breast – Age at Diagnosis___  ☐ Ovarian – Age at Diagnosis ___)                                                                                       

☐ Maternal First Cousin(s)     (☐ Breast – Age at Diagnosis___  ☐ Ovarian – Age at Diagnosis ___)   

☐ Paternal Grandmother (☐ Breast – Age at Diagnosis___  ☐ Ovarian – Age at Diagnosis ___)             

☐ Paternal Aunt #1   (☐ Breast – Age at Diagnosis___  ☐ Ovarian – Age at Diagnosis ___) 

☐ Paternal Aunt #2   (☐ Breast – Age at Diagnosis___  ☐ Ovarian – Age at Diagnosis ___)                                                                                       

☐ Paternal First Cousin(s)     (☐ Breast – Age at Diagnosis___  ☐ Ovarian – Age at Diagnosis ___) 

☐ Daughter(s)   (☐ Breast – Age at Diagnosis___  ☐ Ovarian – Age at Diagnosis ___)             

☐ Niece(s)   (☐ Breast – Age at Diagnosis___  ☐ Ovarian – Age at Diagnosis ___)   

☐ Male Relatives(s)         (☐ Breast – Age at Diagnosis___)                                                                                                                   

Any other cancers in the family: ___________________________________________________________ 

_____________________________________________________________________________________ 

Have you had genetic testing?  ☐ Yes  ☐ No    Year: _________     Results: _________________ 

Have any family members had genetic testing?  ☐ Yes  ☐ No          Results: _________________ 

Are you of Ashkenazi Jewish descent?  ☐ Yes  ☐ No     Mother or father's side: ______________ 

How many of the following relatives do you have (even if deceased)? 

Maternal Aunts: ______ Paternal Aunts: ______ Full Sisters:______ Maternal ½ sisters:______ 

Maternal Uncles:______ Paternal Uncles:______ Daughters:______ Paternal ½ sisters:_______     

PATIENT CONSENT & SIGNATURE 

I certify that the information provided is accurate and complete to the best of my knowledge. 

Patient Signature: ______________________________________     Date: ___/___/______ 


