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Risk Assessment
for Breast Cancer

Name:

Family Doctor/Nurse Practitioner:

Height: Weight: lbsfeet/inches cm

Have you ever been diagnosed with cancer? No Yes
If yes, what type(s)? and at what age(s)?

How old were you when you had your first period?

Are you (choose one):

Do you have any children?

Have you had surgery to remove your ovaries?

Have you had your tubes tied?

Have you been diagnosed with endometriosis?

Have you ever had a mammogram?

Date:

kg

Premenopausal (having regular periods)
Perimenopausal (going through menopause)
Postmenopausal (completed menopause at age )

No Yes
If yes, what age were you when your first child was born?

No Yes
If yes, at what age? Were both ovaries removed? No Yes

No Yes

No Yes

No Yes
If yes, where (hospital/clinic) and when (month/year)

Have you ever had a breast MRI? No Yes
If yes, where (hospital/clinic) and when (month/year)

Have you had a breast biopsy? No Yes
If yes, where (hospital/clinic) and when (month/year)

Have you ever taken the birth control pill? No Yes
If yes, at what age?

Have you ever taken hormone replacement therapy (HRT)? No Yes
If yes, are you currently taking HRT? No Yes, name of HRT medication
How long do you plan to take HRT?

What age were you when you started HRT? and when you stopped HRT?

Do you have breast implants? No Yes

Do you drink alcohol? No Yes
If yes: I have alcohol drink(s) in a day week month (choose one)

Archive Information


	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Check Box8: Off
	Check Box9: Off
	Text10: 
	Text11: 
	Text12: 
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Text16: 
	Check Box17: Off
	Check Box18: Off
	Text19: 
	Check Box20: Off
	Check Box21: Off
	Text22: 
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Text31: 
	Text32: 
	Check Box33: Off
	Check Box34: Off
	Text35: 
	Text36: 
	Check Box37: Off
	Check Box38: Off
	Text39: 
	Text40: 
	Check Box41: Off
	Check Box42: Off
	Text43: 
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Text56: 
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off


