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  MRI Breast Screening Form    
Name:_______________________________________________________Date:____________________

Referring physician:____________________________________________________________________
Indication for exam:____________________________________________________________________
First day of last menstrual period:_____________________
 
Cup size:______________
Are you currently pregnant?


Yes (   No (
Are you currently breast-feeding?

Yes (   No (
Any history of recent lactation?

Yes (   No (

If yes, date stopped:________________
HISTORY OF PRIOR IMAGING:

Mammogram


Yes (   No (        Date:__________Location:_________________________
Breast Ultrasound

Yes (   No (        Date:__________Location:_________________________
MRI of the breast

Yes (   No (        Date:__________Location:_________________________
PATIENT SYMPTOMS:
Lump:


Yes (   No (
Right (   Left (
Date:__________________________________     
Pain:


Yes (   No (
Right (   Left (
Date:__________________________________
Discharge:

Yes (   No (
Right (   Left (
Date:__________________________________
PREVIOUS SURGERY/BIOPSY:

Lumpectomy



Yes (   No (
Right (   Left (
Date:______________________
Augmentation mammoplasty

Yes (   No (
Right (   Left (
Date:______________________
Reduction mammoplasty

Yes (   No (
Right (   Left (
Date:______________________
History of breast cancer (you)

Yes (   No (
Right (   Left (
Date:______________________
Family history of breast cancer
Yes (   No (
Explain:_____________________________________
Prior imaged guided biopsy

Yes (   No (
Right (   Left (
Date:______________________
If yes, to above, type of biopsy?

Needle  Yes (   No (
Vacuum  Yes (   No (
What were the results of the biopsy?_________________________________________________________
Tissue expander


Yes (   No (
Silicone (
Metal (
Hx of prior clip placement

Yes (   No (
Right (   Left (
Date:______________________
Hx of breast trauma


Yes (   No (
Right (   Left (
Date:______________________
Hx of breast infection


Yes (   No (
Right (   Left (
Date:______________________
PREVIOUS TREATMENT:

Radiation therapy: 
Yes (   No (  Date:_______________ Comments:___________________________

______________________________________________________________________________________

Hormone replacement therapy:
Yes (   No (  Date:______________ Comments:________________
______________________________________________________________________________________

Tomoxifen therapy:
Yes (   No (  Date:________________ Comments:__________________________
______________________________________________________________________________________

For Technologist Use:___________________________________________________________________
History of prior exposure to Gadolinium:
Yes (   No (

Allergy?   Yes (   No (
Injection site: 
Wrist (   Antecubital (
Comments:_______________________________________









