
 
 

St. John Health System High Risk Breast Clinic 
 

Patient Name: __________________________________________________________________ 
   First  Last  Middle     Maiden  
 
Birth Date: ___________ Social Security #: __________ Marital Status: ________________   
 
Address: ______________________________________________________________________ 
    Street     City   State   Zip 
 
Home Phone: __________ Work Phone: ____________    Cell Phone:    ________________  
 
Primary Phone to call:  Home  Work  Cell 

  
May we leave a message:    At Home? Y/N   Work? Y/N    Cell? Y/N  
 
Occupation/ Employer:    ________________________________________________________ 
 
Employer Address:  ____________________________________________________________ 
 
Referred By:  Primary Care  OB/GYN    Surgeon     Self  Other ________________________ 
    

 Referral Doctor: _______________ Address: __________________________________ 
 

 Primary Care Doctor: ___________ Address: __________________________________ 
 

 Other Doctor: _________________ Address: __________________________________ 
Please Check Box for Doctors you want us to send information to. 
 
 
Primary Insurance: ____________   Group # : __________Policy Holder:  _________________ 
If Policy Holder is not you please complete below:  
 
Policy Holder Birth Date: ___________     Relationship to Patient: ______________________ 
      
Policy Holder Address: __________________________________________________________ 
 
Policy Holder Employer: _________________________________________________________ 
 
Policy Holder Employer Address: __________________________________________________ 
 
 
 
Secondary Insurance: ______________  Group #: ____________________________ 
 
Policy Holder: ____________________ 
 
Policy Holder Birth Date: ___________     Relationship to Patient: ______________________ 
      
Policy Holder Address: __________________________________________________________ 
 
Policy Holder Employer: _________________________________________________________ 
 
Policy Holder Employer Address: __________________________________________________ 
 
 



 
 

 
St. John Health System High Risk Breast Clinic 

 
Name: ________________________________________________________________________ 
 
Reason for visit: ________________________________________________________________ 
 
Past Medical History: Please Check All That Apply 
_____  Anemia    _____  Stroke 
_____ Asthma    _____  Glaucoma 
_____  Arthritis     _____  Blood Clots  
_____  Chest Pain    _____  Emphysema 
_____  Heart Attack    _____  Ulcers 
_____  Diabetes    _____  Constipation  
_____  Thyroid Problems   _____  Hepatitis 
_____  High Blood Pressure   _____  Seizures 
_____  Kidney Disease   _____  Drug Abuse  
_____  Mental Health Issues    _____  Alcohol Abuse  
 
Allergies: _____________________________________________________________________ 
 
Current Smoker? Y/N  How Long? _____ Packs Per Day ______________ 
 
Previous Smoker? Y/N  How Long? _____ Packs Per Day ______________ 
 
Alcohol? Y/N    How Long? _____ Drinks Per Week ____________ 
 
Past Surgical History: Please list all surgeries and dates 

______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
Medications: Please list all prescription and over the counter medication, including vitamins and herbs 
 
Medication     Dose    Frequency 
____________________  __________   ______________________________ 
____________________  __________   ______________________________ 
____________________  __________  ______________________________ 
____________________  _________  ______________________________ 
____________________  __________  ______________________________ 
____________________  __________  ______________________________ 
____________________  __________  ______________________________ 
____________________  __________  ______________________________ 
____________________  __________  ______________________________ 
____________________  __________  ______________________________ 
____________________  __________  ______________________________ 
____________________  __________  ______________________________ 
____________________  __________  ______________________________  
 
 



 
  

St. John Health System High Risk Breast Clinic 
 
Name: __________________________    Age: _______________________________ 

 
GYN History 
 
Age of First Period: _______________   Last Menstrual Cycle: _________________ 
 
Age of First Birth:  ________   # of Pregnancies: ______ # of Children: ____________________ 
 
Did you Breast Feed : Y/N     How Long Did you Breast Feed: _________  
 
Infertility Medications: Y/N     How many treatments: _________________ 
 
Oral Contraceptives: Y/N     How long: ___________________________ 
 
Hormone Replacement Therapy: Y/N    How long: ___________________________ 
 
Previous Breast Surgery: Y/N  Year: _______ Type of Surgery: _____________________ 
 
Previous Breast Biopsy: Y/N   Year: _______   Atypical Cells: Y/N __________________ 
 
Breast Reduction: Y/N    Year: _______    
 
Breast Implants: Y/N    Year: _______  
 
Nipple Discharge: Y/N   Bloody: Y/N    
 
Breast Skin Changes: Y/N    
 
Family History  
 
Ethnicity: ________________ Are you of Ashkenazi Jewish Descent: Y/N 
 
Family History:      Y/N    Relation To You   Ages of Diagnosis  
 
Breast Cancer    _________     _____________________ ______________________________ 
   
Ovarian Cancer _________   ______________________ ______________________________ 
 
Prostate Cancer  _________   ______________________ ______________________________ 
 
Melanoma    __________   ______________________ ______________________________ 
 
Uterine Cancer   _________   _____________________ ______________________________ 
 
Pancreatic Cancer ________   ______________________ ______________________________ 
 
Other Cancer       _________ _______________________  _____________________________ 
 
Does anyone in the family have a known genetic mutation? Y/N  If yes, who? _____________ 


