BREAST CONSULTATION HISTORY FORM
FOR
MICHAEL M. PAPALIAN, MD

REASON FOR YOUR CONSULTATION

REFERRING PHYSICIAN OR OTHER

PRIMARY CARE PHYSICIAN

WOULD YOU LIKE DR PAPALIAN TO INFORM YOUR PHYSICIAN OF YOUR CONSULTATION? YES orR NO
AGE HEIGHT CURRENT WEIGHT

BRA SizE CURRENT SIZE LARGEST PREVIOUS SIZE

LAST MAMMOGRAM DATE (IF ANY )

WHERE WAS YOUR MAMMOGRAM PERFORMED

DO YOU SMOKE ? DO YOU TAKE BLOOD THINNERS ? Do You HAVE DIABETES ?

Do You HAVE A FAMILY HISTORY OF BREAST CANCER ?

IF YOU HAVE A FAMILY HISTORY LIST RELATIONSHIP AND AGE AT DIAGNOSIS

LisT
DO You HAVE CHILDREN AGES (IF APPLICABLE )
IF You HAVE CHILDREN, DID YOU BREAST FEED ? FOR HoOw LONG ?

DATE OF LAST BREAST FEEDING

FOR BREAST RECONSTRUCTION CONSULTATIONS

HAVE YOU HAD A BREAST BIOPSY IN THE PAST  YES NoO

BIOPSY RESULT

PERFORMED WHERE By WHOM

HAVE YOU HAD ANY PRIOR BREAST SURGERY (LIST)

FOR BREAST REDUCTION CONSULTATIONS

DO YOU HAVE NECK/ BACK OR SHOULDER PAIN? YES OR NO
DO YOU EXPERIENCE RASHES UNDER YOUR BREASTS? YES OR NO
DOES YOUR BREAST SIZE LIMIT YOUR ACTIVITIES? YES OR NO
HAVE YOU TRIED ANTIHNFLAMMATORY MEDICATION? YES OR NO
HAVE YOU TRIED PROPER BRAS FOR RELIEF? YES OR NO

PRINT NAME SIGNED DATE
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