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MAMMOGRAPHY QUESTIONNAIRE 
 

Name: ________________________________  Date: ________________ 
 
Date of Birth: ___________________________  Age: _________________ 
 
Phone: ________________________________ 

(Results and reminder letters will be mailed to the address below) 
Address: _________________________________________________________ 
 
              _________________________________________________________ 
 
Have you ever had a mammogram: Yes____ No_____ When? ______________ 
      
                   Where? _____________________________ 
 
Please circle Yes or No: 
 
1. Are you pregnant?      Yes  No  Date of last period: ________________ 
2. Are you on hormonal therapy?   Yes No Name of hormone: ________________ 
3. Family history of breast cancer? Yes No      Relation to you: ___________________ 
4. Have you had a breast biopsy?   Yes No Right Left Date: ________________ 
5. Have you had breast cancer?   Yes No Right Left Date: ________________ 
           Lumpectomy?   Yes No Right Left Date: ________________ 
            Mastectomy?   Yes No Right Left Date: ________________ 
                         Chemotherapy?   Yes No Right Left Date: ________________ 
                Radiation?   Yes No Right Left Date: ________________  
6.  Implants?      Yes No Right Left Date: ________________  
7.  Reduction?               Yes   No Right  Left Date:_________________ 
 
Reason for study: 
     I feel a lump   Right_____ Left______ 
Screening __________  My doctor feels a lump       Right           Left______  

I have breast pain   Right_____ Left______ 
     Nipple discharge  Right_____ Left______ 
     Short-term Follow-up Right_____ Left______ 
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Technologist: _________________________________________________ 
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