
Colorado Surgical Service – Breast History & Physical 

Signed: _____________________________________________________________ 

Name:___________________________________  DOB:_______Date:______________                                                       

Referring Physician: _______________________________________________________ 

Primary Care: ____________________________________________________________ 

 

HPI: ___________________________________________________________________ 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

PMH: __________________________________________________________________ 

________________________________________________________________________

________________________________________________________________________ 

PSHx: __________________________________________________________________ 

________________________________________________________________________

________________________________________________________________________ 

Meds: __________________________________________________________________ 

________________________________________________________________________

________________________________________________________________________ 

Allergies: _______________________________________________________________ 

________________________________________________________________________ 

Family Hx of Breast/Ovarian CA: ____________________________________________ 

________________________________________________________________________

________________________________________________________________________ 

Family Hx: ______________________________________________________________ 

________________________________________________________________________

________________________________________________________________________ 



Colorado Surgical Service – Breast History & Physical 

Signed: _____________________________________________________________ 

History of Hormones:______________________________________________________ 

Age of 1st Menses:_________ LMP/Menopause:_________Bra Size:________________ 

Age of 1st pregnancy: _______G: ____ P:______                 Breast feeding: ___________ 

Occupation: ______________ Tobacoo: _______________ETOH: _________________ 

Caffeine Intake: ___________Religious Background: ____________________________ 

ROS: ___________________________________________________________________ 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

Physical Exam:  VSS:  _____________________________________________________ 

Imaging:________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

Plan:___________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 


