IMAGING CENTER OF COLUMBUS

Patient Information Sheet
Name:  ________________________________________________________________  
Date of Birth:  _________________________  Social Sec #:  _____________________
Mailing Address:  ________________________________________________________
                              Street Address


            _______________________________________________________________________




City




State



Zip

Phone #: ___________________________  Work #: ____________________________  
Employer:  _____________________________________________________________  
Occupation:  ____________________________________________________________
INSURED (PERSON RESPONSIBLE) INFORMATION (IF OTHER THAN PATIENT)
Name:  ________________________________________________________________
Relationship to Patient:  __________________________________________________
Address (if different):  ____________________________________________________



      ____________________________________________________

Social Sec #:  _____________________     Date of Birth:  _______________________
Home #:_____________________________  Work #:___________________________  
Employer:______________________________________________________________
(OVER)
MAMMOGRAPHY PATIENT QUESTIONNAIRE
Name:  ____________________________________  Date of Birth:  _____________

Referring Physician:  __________________________________  Today’s Date:  _______________
Number of pregnancies: _____  Number of live births: _____ Age at 1st pregnancy:  _____
Are you taking hormones now?  ______  Date of last menstrual period? _______________
HAVE YOU EVER HAD A MAMMOGRAM?  ___YES  ___NO

WHEN?  ______________  WHERE?  _____________________________

REASON FOR TODAY’S MAMMOGRAM:  _______________________

DO YOU HAVE ANY OF THE PROBLEMS?  (AT THIS TIME)
YES

NO






RIGHT
LEFT

_____

_____

Breast soreness or pain

_____

_____

_____

_____

Nipple discharge


_____

_____

_____

_____

Lump(s) in breast


_____

_____

_____

_____

Prior breast surgery


_____

_____





Reason for breast surgery:  _________________________
Relative with breast cancer:  NO ___ YES ___ -RELATIONSHIP __________________
If you are pregnant or think that you may be pregnant, please inform the center personnel at once.

Please release and mail all mammograms and any other breast procedures or pathology reports to:

Imaging Center of Columbus

2526 5th Street North

Columbus, MS 39705

I give my consent to the performance of:  

mammogram, ultrasound, dexa bone mineral density, x-ray, fluoro
SIGNED:  ___________________________________________________
