i) SWEDISH

Mobile Mammography Registration

PATIENT INFORMATION

Full name

Previous names
Date of birth

Mailing address
City/State/ZIP
Cell phone Alternative phone

STATUS

Employer

Circle: Full time Part time Retired Student
Emergency contact

Cell phone Relationship to patient

PROVIDER INFORMATION IS REQUIRED TO BE SEEN

Name of doctor
Address
Office phone Facility

PERSON RESPONSIBLE FOR MEDICAL BILL

PLEASE COMPLETE ONLY IF INFORMATION IS DIFFERENT FROM ABOVE
Full name

Relationship to patient

Employer

Employment status
Date of birth

DATE:

We do not discriminate on the basis of race, color, national onigin, sex, sexual orientation,
gender identity or expression, age, or disability in our health programs and activities

ATENCION: St habla espafiol, tiene a su disposicion servicios gratuitos de asistencia
linguistica. Llame al 888-311-9127 (TTY.711)
R ISR, BTSSRI EITER , R 888-311-9127 (TTY.711)
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SWEDISH MOBILE MAMMOGRAPHY

Patient Label Mammography History Worksheet
DATE:

Is this a routine sCreening MammMOZram? .......c.ciitieieerintineaiteieeraeietraaratrennsrrrrennerreeanes [] Yes ] No
If N0, What iS YOUr CONCEINT cvuvriririreerireererereereneeaneenenenrnrnianannens [] Discharge [] Pain [J Lump [] Other
AT YOU PIrOBNANTT . nentnenie et ettt e e eete e e e et et ettt et e et e s e e bt aa s essnan e e s aneaneaenens [] Yes [] No
Have you breast-fed in the last 6 MONEhS?  ...eoeiiiiiiiiiii s ] Yes ] No
Do you have a personal history of breast CANCEI? .....vviveririiiiiriiiieiiieeeeraeneaneeneneneeaseaes ] Yes ] No

If yes: Year Side

Type of surgery:

Chemo? [] Yes [] No

Radiation? [] Yes [] No

Hormonal therapy? [] Yes [] No

) . -t

(et e TeATctin, A, HOE aNCarous A smssscossmsespspmsammssmmsin CiYes [N

If yes: Year Side Procedure

If yes: Year Side Procedure
Do you have a history of ovarian cancer or lymphoma?.......c.o.iviiiiiiiiiriiiieieiacea, [ Yes ] No

If yes: Year Type
Do you have any family history of breast or ovarian CanCer? ........civiiiiiiiiiiiiiiiiieniiaaraeen, ] Yes ] No

If yes: Relationship Type Age at diagnosis __

Relationship Type Age at diagnosis __

Have you had a weight [] gain or [] loss of more than 10 pounds since your last mammogram? [ Yes ] No

Prioir IATTITOGTAINGS i mes s s sy sy e i S SO e e S s m s e [] Yes ] No

Location: Year:

| certify that the information above is complete, correct, and contains all pertinent information for my breast study today.

NAME: Printed Signature

SECTION BELOW TO BE FILLED OUT BY TECH

[ Screening [J Coach 1 [J Coach 2 Mobile Stop

DESCRIBE: RIGHT BREAST LEFT BREAST
1

]
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Tech Initials:
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