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<Medical Questionnaire >

228 : &+ B =| ID :

Name: Birthday: / / Age:
Address: posital code ( - )

Phone: - - Cell Phone: - -

MPLEASE fill in ALL PAGES. Your answer will help the staff plan and provide your care, as well as help us with our research to better
understand the risk factors for cancer. Leave blank any parts you are unsure of, or do not wish to answer. We will review the form with
you. Any information we gather will be kept confidential.

Reason for visit [IBreast cancer checkup
CISubjective symptoms:  [JLump OPain ONipple Discharge

[1Other ( )
Please describe the course of your symptoms
Do you have regular breast cancer checkups? O YES O NO
If you answered YES: From (year), every years Other information ( )

Examinations received at |[JMammography [JUltra Sonogaphy [OMRI [JCytodiagnosis
other medical institution : |Needle Biopsy [ISurgery COther ( )
PIease fill in information on your past medical history, etc.
High blood pressure CINONE CIYES : [OUnder treatment [OTreatment terminated
Diabetes CINONE CIYES : [OUnder treatment [OTreatment terminated
Asthma CINONE OYES : OUnder treatment
Glaucoma CINONE CIYES : [OUnder treatment [OTreatment terminated
Allergies CONONE CIYES ( ) : OUnder treatment

CINONE CIYES ( Age: )
Surgery

CIYES ( Age: )

Smoking CINONE COYES () cigarettes/day ( ) years / ( ) years since quitting
Alcohol CINONE COYES Amount ( ) ( )years/( ) years since quitting




Gynecological History

[1Married CUnmarried ( Partner [JYES [JNONE ) [ODivorced ( Partner [JYES [IJNONE ) JWidowed

Menstruation Period : [ Regular O Irregular 0 Menopause (age )
I Artificial menopause ( age )
Pregnancy/Delivery Pregnancy : times Delivery: times
[ Pregnant : months [ Possibly pregnant
Myoma of the uterus ( Surgery CINONE
Gynecological Diseases CINONE LIYES EES))/ (Surgery LJ =

[JEndometriosis

(OOvarian Cyst  ( Surgery CONONE [IYES )

OOther ( ) ( Surgery CJNONE [0
YES )
Breast Feeding History CINONE OYES OJCurrently breastfeeding
Infertility Treatment CINONE CJYES ( Period/Frequency )
Hormone Beplacement CINONE CIVES ( Period/Span )
Therapy History
edicatio ppleme Please indicate all the medication you currently take, and when you started taking them .

CONONE [YES

Family History Please fill in the information of your blood relatives ( Paternal and maternal, up to cousins )

B Breast Cancer/Ovarian Cancer Ex. Mother Breast cancer Age:60

Siblings /Children : Age: Age:
Maternal relatives : Age: Age:
Paternal relatives : Age: Age:

Bl Other Cancers

Siblings /Children : Age: Age:
Maternal relatives : Age: Age:
Paternal relatives : Age: Age:
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