
PATIENT HEALTH UPDATE

Name_____________________________________________________    Date______________________

Date of last menstrual period: ______________________________________________________________________

How long is it from the start of one period to the start of the next? ______________________________________

How many days do your periods last? ________________________________________________________________

Do you use tampons (super or regular) and/or pads (light day or heavy)? _________________________________

How often do you change on your heaviest day? ______________________________________________________

Illnesses/surgeries since your last visit: _______________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

Current medications and dosages (include over the counter, vitamins, herbs, supplements): ________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

Do you have any problems with        Yes       No          Please explain any ‘yes’ answers

Have you ever had breast cancer? 9 Yes  9 No
If you have checked “yes,” you have completed this survey. If “no,” and you are 35 years and older please 
answer the following questions:

1) Race:    A) Caucasian/NonBlack    B) Hispanic    C) Black    D) Asian
2) Age:   _____________
3) Age of first menses:    ________
4) Age at first live birth:   __________ () = none
5) Number of mother/sister(s)/daughter(s) with breast cancer:   _____________
6) Number of previous breast biopsies:   _______________________
7) Biopsy with atypical hyperplasia? 9 Yes  9 No   9 Unknown

Result:    5 year risk___________    Lifetime risk_______________
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Bleeding in between periods

Pain with your periods

Spotting after intercourse

Pain with intercourse

Vaginal discharge or odor

Urinary incontinence

Bowel problems
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