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MEDICAL HISTORY


Date:  									
Patient Name: 						

Please complete:
Age at 1st Menstruation:                                                                Children Birthed:                                    	           
Age at 1st Full Term Pregnancy:                                                  # Breast Fed:        			                                                                                   
Age at Menopause: 	     Age at Hysterectomy: 			                                         
Age when Ovaries Removed: 	     Years Smoked:  					
Patient Height:  		Patient Weight:  				

Family History of Breast Cancer:   Please complete: 	  
Relation:  			     Age at Diagnosis:		 Tested for BRCA:  Yes 	No 
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Relation:  			     Age at Diagnosis:		 Tested for BRCA:  Yes 	No 
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Relation:  			     Age at Diagnosis:		 Tested for BRCA:  Yes 	No 
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Family History of Ovarian Cancer:  Please complete:
Relation:  			     Age at Diagnosis:		 Tested for BRCA:  Yes 	No 
[image: ]

Relation:  			     Age at Diagnosis:		 Tested for BRCA:  Yes 	No 
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Relation:  			     Age at Diagnosis:		 Tested for BRCA:  Yes 	No 
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Patient Signature:  ______________________________________________________________________
			

Belinda Barclay White MD  	            602-777-0545	                                drbw@breastcancercryo.com
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