[ Breast Surgery Questionnaire )

Date of examination : year / month / day /
Birthday
Name
year /month /day
T — [Adress)
Phone number ( )
Subjective symptoms OOno  yes (Olump  Opain  Onipple discharge Oother ( )
Have you been told the breast cancer (suspicion) in another hospital? Oyes Ono
Have you already treated breast cancer in another hospital? Oyes [Ono

Please give details of the past circumstances.

Onone i[0 yes (hypertension « asthma + diabetes * osteoporosis)
Oallergy ( )
Suregical history Onone iOyes  age /type of surgery (
Smoking Ono Oyes  Duration  years
Drinking Ono iOyes ( )mL/day
Other (age lage
(age (age
ecologica O Omarried Onot married Obereavement
Menstruation Owell Oirregularities Omenopause (age ) Opopulation menopause (age

Pregnancy ¢« Childbirth

pregnancy -

birth :

| Opregnant : months| Opossibility

Gynecological illness

COnone

Oyes

OUterine fibroids (surgery [Ono Oyes surgical type :

0 Endometriosis

O Ovarian cyst
O other (

(surgery Ono [Oyes surgical type :
) Csurgery Ono Oyes surgical type :

Breastfeeding history

COnone

Obreastfeeding

Oyes

Fertility treatment history

Onone

Oyes

Hormone replacement therapy

COnone

Oyes

Breast Augmentation

Ono

Oyes *Fill in the injection type.

Pacemaker

Onone Oyes (

Breast cancer Ovarian cancer

Internal medicine * Supplement

Onone

Oyes

)

Family history Relatives( paternal maternal cousin)

brothers and sisters/children :

mother, maternal blood relationship :

father, paternal blood relationship :

Other cancer

How did you know about this clinic?

OWebsite Olntroduction of acaaintance(

) Olntroduction from other hospitals COISNS OOther (

Thank you for filling out a questionnaire form.We use this information for accurate diagnosis.




