
 
Advanced Breast Treatment 

Medical History 
 

Name____________________________________Age___________Date________ 
 
Why are you here today?_____________________________________ 
Please describe more fully which breast is affected, how long you’ve known about this, 
and list any tests you’ve had for this. 
 
 
 
 
 
 
 
Past Medical History: 
 
Do you have presently or have you ever been treated for: 
 

 Yes No
Glaucoma   
Hepatitis   
High Cholesterol   
HIV   
High Blood Pressure   
Thyroid Disease   
Kidney disease   
Osteoporosis   
Seizure   
Tuberculosis   
 

 Yes  No 
Asthma   
Blood Clots   
Cataracts   
Stroke   
Bleeding Problems   
Chronic Bronchitis   
Heart Disease   
Diabetes   
Emphysema   
Acid Reflux   

Any other serious health issues: 
 
 
Past Surgical History: 
Please list all surgeries you have had and their approximate dates: 
 (Please include all breast biopsies even if they were needle biopsies) 
 
 
 
 
 
 
 
 
Medications:  Please list ALL medications you take with their doses and frequency.  
Please include over the counter medications you take regularly. 
 
 



 
 
Allergies:   include medications, latex, adhesives, etc. and how they affect you: 
 
 
 
 
 
 
Family History: 
Please list any diseases that run in your family including breast and ovarian cancer: 
   (Please include approximate age at diagnosis for any cancers) 
 
 
 
 
 
 
 
Menstrual History: 
Age at first period__________Date of LMP:_________________ 
Age at birth of first child_________Age at menopause__________ 
Number of pregnancies_________Number of live births___________ 
Are you pregnant or could you be pregnant now?  Y    N 
Do you take hormones?  Y   N 
 If yes, what do you take?_________________For how long?________ 
 If no, did you ever?  Y    N  
  If yes, for how long and when did you quit?_______________ 
 
 
 
 
 
Social History: 
Do you smoke?    Y     N   
 If yes, what do you smoke?_____________How many per day?_____ 
  For how long?_____________ 
 If no, did you ever smoke?   Y    N      When did you quit?__________ 
Do you drink alcohol?  Y    N 
 If yes, what do you drink?______________How many per day?_____ 
Do you use any street drugs?  Y    N 
 If yes, what do you use?_________________How often?_____________ 
 



Review of Systems: 
 
Do you have or have you had recently: 
 

 

 

 Yes No
Fever or chills   
Blurred vision   
Sore throat   
Sinus pain   
Shortness of breath   
Wheezing    
Constipation    
Diarrhea    
Jaundice   
Blood in stool   
Difficulty with urination   
Rash/itching   
Numbness/tingling   
Shortness of Breath   
Joint pain   
Heat/cold intolerance   
Excessive thirst   
Unexplained weight change   
Anxiety/depression   
Easy bleeding/bruising   
Enlarged lymph nodes   
Chest pain   
Any other important change 
   please list: 

  

   
 
 
 
 
Who is your family doctor?____________________________________________ 
 
Who is your Ob/Gyn doctor?___________________________________________ 
 
Who referred you to us?_______________________________________________ 
 
 
Thank you for taking the time to provide this important information! 



ADVANCED BREAST TREATMENT 
Patient Consent Form 

 
1- Consent to Medical Services 

I consent to laboratory procedures or other services rendered to me as ordered by my physician.  This consent includes the testing 
for blood-borne infectious diseases, including but not limited to Hepatitis and HIV (Human Immune Deficiency), a physician 
orders such tests diagnostic purposes. 
  

2- Assignment of Benefits                                                                                                                                            This 
assignment of benefits allows the healthcare facility and/or facility-based physicians to be paid directly by my health insurance 
carrier or other health benefit plan for the laboratory services the healthcare facility and/or facility-based physicians provide to 
me.  In return for the services rendered and to be rendered by the facility and/or facility based physicians provided to me.  In 
return for the services rendered and to be rendered by the facility and /or facility-based physicians all right, title, and interest in 
all benefits payable for the laboratory services rendered, which are provided in any and all insurance policies and health benefit 
plans form which my dependents or I are entitled to recover.  This assignment and transfer shall be for the purpose of granting the 
healthcare facility and/or facility-based physicians an independent right of recovery against my insurer or physicians to pursue 
any such right or recovery.  In no event will the healthcare facility and/or facility based physicians retain benefits in excess of the 
amount owed to the healthcare facility and/or facility-based physicians for the care and treatment rendered during my visit(s).   

3- Payment Agreement                                                                                                                                                     
The patient/responsible party or legal guardian obligates himself to the payment of practices account incurred in accordance with 
the regular rates and terms of the practice at time of discharge.  If the patient/responsible party fails to make payment when due 
and the account becomes delinquent or is turned over to a collection agency or an attorney for collection, the patient/responsible 
party shall pay a 29% collection fee and all court costs and attorney’s fees.  

4-  Medicare Patient Certification                                                                                                                                       
I certify that the information given by me in applying the payment under Title XVII of Social Security Act is correct.  I authorize 
any holder of medical or other information about me to release to the Social Security Administration or its intermediaries or 
carriers any information needed for this or a related Medicare claim.  I permit a copy of this authorization to be used in place of 
the original and request payment of authorized benefits be made on my behalf.   

                                                                                                                                                                                                                                                 
5- Release of Information 

I authorize the facility and any physician or caregiver involved in my care to release information and supporting documentation 
obtained during my visit to any organization, which is or may be liable or responsible for payment of charge associated with my 
visit.  This authorization specifically includes the release off medical information concerning blood-borne infectious diseases. 
 

6- Notice of Privacy Practices.                                                                                                                                                
        I acknowledge that I have been given the practices Notice of Privacy Practices.  The Undersigned certifies that I have read all of                
        this document and I the patient, or is duly authorized by the patient or by the law to execute the above agreement and accept and  
        understand its terms. 

I hereby certify and state that I have read and been given the opportunity to ask questions about this Patient Authorization, I fully 
understand this Patient Authorization and that I have signed this Patient Authorization knowingly, freely, and voluntarily.  
Moreover, I certify and state that I have received no promises, assurances or guarantees from anyone as to the results that my be 
obtained by any Laboratory procedure or other services and I have signed this document without inducement, other than the 
rendition of services by the healthcare facility and/or facility-based physicians.   

 

X___________________________________________________________________________________________ 

    Patient/Parent/Guardian/Conservator           Relationship to Patient                                        

 

 

 

             X____________________________________________________________________________________________ 

                    Witness (to Signature only)                                                          Date                                          



PATIENT INFORMATION 
(PLEASE PRINT) 

 
Name:____________________________________________ DOB:_____________ 
    (LAST)                    (FIRST)                         (MI) 
 
Address:________________________________________________________________ 
  (STREET)                          (CITY)             (STATE)          (ZIP) 
Sex:  M   F Marital Status: S  M  D  W   SSN:_______________________________ 
Home Phone:________________  Cell Phone:__________________________ 
Employer: _______________________________________Work Phone:_____________ 
Employer Address:________________________________________________________ 
Occupation:______________ 
Spouse:____________________Occupation:______________Cell Phone:____________ 
Spouse Employer:__________________________________Work Phone:____________ 
Emergency Contact:_________________Relationship:__________Phone:____________ 
WHO REFERRED YOU TO US?____________________________________________ 
PRIMARY PHYSICIAN:___________________________________________________ 
 
BILLING INFORMATION—PERSON RESPONSIBLE FOR PAYING THIS BILL 
Name:___________________________________Relationship:_____________________ 
Street:______________________________City, State, Zip:________________________  
 
Primary Insurance:________________________________________________________ 
Policy #_______________________________Group#:___________________________ 
Street:______________________________City, State, Zip________________________ 
Policy Holder:__________________ DOB:_________  SSN:______________________ 
 
Secondary Insurance:______________________________________________________ 
Policy #_______________________________Group#:___________________________ 
Street:______________________________City, State, Zip________________________ 
Policy Holder:__________________ DOB:_________  SSN:______________________ 
 
PREFERRED METHOD OF PHONE CONTACT (circle all that apply) 
    HOME  WORK CELL   ANY 
May we leave messages for return calls on machines or with other people?  Yes  No 
Others authorized to be given protected health information: 
Name:_______________________________Relationship:___________________ 
Name:_______________________________Relationship____________________ 
(If you wish your information to be released only to you, please write “no one” in the 
space above.) 
 
I hereby attest the above information is true to the best of my knowledge: 
 
__________________________________________________________  
 PATIENT, GUARDIAN, OR PERSONAL REPRESENTATIVE 
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