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Date of last Mammogram / Where: _______________________________________________ 
Was it: � Normal � Abnormal � Suspicious � Something is being watched 
 
Date of last breast ultrasound:___________________________________________________ 
Was it: � Normal � Abnormal � Suspicious � Something is being watched 
 
Date of last breast MRI: _________________________________________________________ 
Was it: � Normal � Abnormal � Suspicious � Something is being watched 
 
NEW CHANGES OR CONCERNS 

� None 
� R � L Breast Lump: (date found) _____________________ 
� R � L Breast Pain: � Dull � Sharp � Burning � Stinging � Tenderness � Changes with my cycle 
� R � L Thickening: � Skin changes (� Color � Texture � Over the lump) 
� R � L Nipple Discharge: � Bloody � Milky � Clear � Other _______________________ 
� R � L Nipple Changes: � Color � Texture Other: _______________________________  
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