
PATIENT INFORMATION 
FORM (FEMALE)

Central Florida 
Breast Center, P.A.
Dr. Shenin SacheDina,
D.O., FacOS

Last Name: __________________________   First Name: __________________________   mi: ________  
address: ________________________________________________   City: __________________________ 
state: ____________  Zip Code: ________ – __ __ __ __ (plus 4) 

emaiL: __________________________________________________________ 
                     (IF YOU WOULD LIKE TO RECEIVE REMINDERS AND BILL VIA E-MAIL IN THE FUTURE)

phoNe#: (___) ________ - ________  Work#: (___) ________ - ________ ext:______
CeLL#: (___) ________ - ________

date oF Birth:___/___/___     age:______  soCiaL seCurity#:______-_______-__________  

empLoyer: ___________________________________ oCCupatioN: _________________________________

emergeNCy CoNtaCt: _________________________      phoNe #:  (___) ________ - ________
reLatioNship: _______________

maritaL status:      siNgLe       married       divorCed       WidoWed       separated

Name oF spouse: __________________________________________________________________________
date oF Birth: ____/____/____    age: ______      soCiaL seCurity #: ________-_____-___________
spouse’s empLoyer: ____________________________________________    

phoNe #:  (___) ________ - ________

reasoN For reFerraL: ______________________________________________________________________
_________________________________________________________________________________________

reFerriNg physiCiaN: _______________________________________  phoNe #:  (___) ________ - ________ 

primary Care physiCiaN: ____________________________________  phoNe #:  (___) ________ - ________

oBgyN: ________________________________________________  phoNe #:  (___) ________ - ________

primary iNsuraNCe: ________________________________________________________
poLiCy #: ___________________________  group #: _________________   
poLiCy type:    hmo  or   ppo  

primary iNsured: ____________________________________    ssN #:________-_____-___________ 
date oF Birth:___/___/___
reLatioNship to patieNt:____________________________________________________



seCoNdary iNsuraNCe: ______________________________________________________________________
poLiCy#: _________________________________ group#: ______________________
primary iNsured: _____________________________________  ssN #:________-_____-___________  
date oF Birth:___/___/___    reLatioNship to patieNt: ___________________________________________

I authorize the release of any medical information necessary to process an insurance claim for services rendered to me. Also, I authorize payment of medical benefits 
directly to CFBC for service to me. I accept full responsibility for my bill. I permit a copy of this authorization to be used in place of original. I certify that the information 
I have reported above is correct

sigNature: ___________________________________________________    date: ____/____/_____
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CENTRAL FLORIDA BREAST CENTER BREAST HISTORY

Name: _____________________________      date: ___/___/___

WheN did your primary Care or gyN Last examiNe your Breasts? ___/___/___
age at First meNstruatioN? _____
have you BeguN meNopause?    yes   No     iF yes, at What age? _____ 
have you ever BeeN pregNaNt?   yes   No    hoW maNy times have you BeeN pregNaNt? _____  

PLEASE LIST:

# oF Live Births_____   # oF misCarriages ______   # oF aBortioNs ______  # oF stiLL Births _____   
# oF other _____

at What age did you have your First pregNaNCy?  __________     age at First deLivery? __________
did you Breast Feed:   yes   No      aNd / or       BottLe Feed:   yes   No 
What Was the First day oF your Last meNstruaL period? ___/___/___
do you CoNsume CaFFeiNated Beverages?   yes   No   approximateLy hoW maNy Cups per Week? ______
do you CoNsume ChoCoLate CoNtaiNiNg Food / Beverages?   yes   No  QuaNtity per Week? ______
have you ever had aNy surgery or Biopsy oN your Breasts?   yes   No

iF yes, pLease expLaiN What Was doNe, oN WhiCh Breast, aNd WheN it Was doNe? _______________________
_________________________________________________________________________________________

are you CurreNtLy takiNg or have you ever takeN CoNtraCeptives?   yes   No 
iF yes, Name: _________________________________________   LeNgth oF usage?  ______________

are you CurreNtLy takiNg or have you takeN hormoNe repLaCemeNt therapy, 
(suCh as, estrogeN, progesteroNe, or testosteroNe)?   yes   No        
iF yes, Name: _________________________________________ LeNgth oF usage?  ______________

Brhx 01/05

proCedure

Breast Reduction

Chemotherapy

Cyst Aspiration

Implants

Lumpectomy/Radiation

Mastectomy

Surgical Biopsy

Needle Core Biopsy

Other

LeFt Breast right Breast diagNosisdate

___/___/___

___/___/___

___/___/___

___/___/___

___/___/___

___/___/___

___/___/___

___/___/___

___/___/___



CENTRAL FLORIDA BREAST CENTER 

Name: _____________________________      date: ___/___/___

PLEASE READ CAREFuLLY AND CHECk ALL BOxES THAT APPLY:
HAvE YOu EvER HAD:

 Cataracts
 Glaucoma
 Seizures
 Abnormal Heart Beat
 Heart Attack Abnormality
 High Blood Pressure
 Murmur/Mitral Valve Prolapse
 Asthma
 Productive Cough
 Diabetes Mellitus
 Skin Disorder
 Blood in Stool
 Crohn’s Disease
 Heartburn (Reflux)
 Hiatal Hernia
 Pancreatic Disease Duodenal
 Abnormal Pap Smears
 Kidney Stones
 AIDS/ARC/HIV Positive
 Blood Disorder
 Steroids or Prednisone Use
 Change in Vision
 Nausea/Vomiting
 Head Ache
 Vaginal Bleeding not associated       
     with Menstrual Cycle

 Ear Problems
 Hay Fever
 Sinusitis
 Blood Clots in Legs
 Heart Failure
 Peripheral Artery Disease
Do you require antibiotics prior 
to dental procedures?
  Yes  No
Do you require antibiotics prior 
to ALL procedures?
  Yes  No

 Emphysema
 Shortness of Breath
 Hernia
 Thyroid Disease
 Chronic Ulcerative Colitis
 Diverticulosis/Diverticulitis
 Hemorrhoids
 Irritable Bowel
 Recent Change in Bowel Habits
 Bladder Problems
 Prostate Enlargement
 Anemia
 Cancer
 Bone Pain
 Back Pain

 Significant Weight Loss
 Memory Loss
 Eye Problems
 Meningitis/Encephalitis
 Chest Pain
 Childhood Heart
 Rheumatic Fever
 Pneumonia
 Tuberculosis
 High Cholesterol/Triglycerides
 Anal Fistula or Fissure
 Colon Polyps
 Gallbladder Disease
 Hepatitis
 Jaundice
 Ulcers: Stomach
 Female Organ Disorder
 Venereal Disease
 Bleeding Problems
 Problems with Anesthesia, 
specify: ______________________
_____________________________

 Sciatic Nerve Pain
 Abdominal Pain
 Unexplained Fevers
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CENTRAL FLORIDA BREAST CENTER PATIENT MEDICAL INFORMATION    

patieNt Name: _____________________________      date: ___/___/___

past surgiCaL history:  
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________

do you have aNy drug aLLergies?   yes   No

iF yes pLease List: __________________________________________________________________________
_______________________________________________________________________________________

pLease List aNy mediCatioNs you are CurreNtLy takiNg:
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________

have you ever had CaNCer?   yes   No   iF yes, What type?____________________________________

Chemotherapy?   yes   No          radiatioN?   yes   No

SOCIAL HISTORY:

maritaL status:      siNgLe       married       divorCed       WidoWed       separated

OCCuPATION:   ____________________________________________________________
HAvE YOu EvER SmOkED?   yes   No    QuANTITY PER DAY?  _______    LENgTH OF uSAgE? ____________
IF YOu HAvE QuIT SmOkINg, HOw mANY YEARS AgO?  ______________________
DO YOu DRINk ALCOHOLIC BEvERAgES?   yes   No    APPROxImATELY HOw muCH PER wEEk? ____________
LENgTH OF uSAgE?  _____________________________
HAvE YOu EvER uSED ILLICIT DRugS?   yes   No    IF YES, DRug uSED:  __________________________  
DO YOu ExERCISE REguLARLY?   yes   No   HOw OFTEN?   ________________  
LENgTH OF ExERCISE? ______________________

IF YOuR FAmILY HAS A HISTORY OF CANCER PLEASE INDICATE BELOw: 
PLEASE ENTER THE RELATIONSHIP OF THE RELATIvE (I.E. gRANDmOTHER, mOTHER, SISTER, AuNT)

type oF CaNCer

Breast:

Ovarian:

Uterine:

Cervical:

Colon:

Prostate:

Other:

Pancreatic:

reLatioNship to you age oF oNset:
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FINANCIAL POLICY STATEMENT

It is our policy to bill your insurance carrier as a courtesy to you, although you are ultimately responsible for 

the entire bill of our service, unless other arrangements have been made with Central Florida Breast Cen-

ter prior to your visit.

If any payment is made directly to you for services billed by us, you recognize an obligation to promptly 

remit the same to Central Florida Breast Center, if a balance is due.

I understand and agree that if I fail to make any of the payments for which I am responsible in a timely 

manner, after such default and upon referral to a collection agency or attorney by Central Florida Breast 

Center, I will be responsible for all costs of collecting monies owed, including interest, court costs, collec-

tion agency fees, and attorney fees.

Your insurance company has developed maximum fee schedule for rehabilitation and other services.  These 

schedules are internal to your insurance company and they may or may not cover all charges incurred 

during your treatment.  The fee schedules often do not reflect standard charges in our area.  Please be 

advised that you are responsible for the total charges or any difference remaining following payment by 

your insurance company.  If you do not feel your insurance company has made adequate payment on your 

account, please contact them to discuss this matter.

By signing below, you are agreeing to our Financial Policy and accept the responsibility of paying for your 

professional services rendered at Central Florida Breast Center.

I (print your name) ____________________________________, have read the above and fully understand the 

Financial Policy at Central Florida Breast Center, and am in agreement with the Financial Policy.

 

SIgNATuRE OF PATIENT, guARDIAN, OR CO-SIgNER: __________________________________

wITNESS:  __________________________________________

DATE:  ___________________________



DIRECTIONS TO DR. SACHEDINA’S OFFICE
(407) 740-5127

FROM I-4:
Take exit 87 (Fairbanks Ave):  At the bottom of the ramp follow the signs for Winter Park.  You will then 

be on Fairbanks Ave.  Stay on Fairbanks Ave.  It will change names and become Osceola, then Aloma.  Go 

until you see a cross street called N. Lakemont; once at N. Lakemont you will drive another half of a block.  

On your right-hand side you will see a Tires Plus and a Regions Bank; in between these two buildings is a 

side-street, Strathy Lane – turn right.  Once on Strathy Lane you will see our building, Glenwood Profes-

sional Center (pink, two story building).  Turn left onto Glenwood and then right into our parking lat.  We 

are located on the second floor.

FROM MAITLAND:
Take 436 (Semoran Blvd) south to Aloma Ave.  Take a right.  Once on Aloma you will go up three stop-

lights:  Ranger, Balfour, and St. Andrews.  Turn left onto St. Andrews.  Glenwood will be the first street on 

your right.  Turn right onto Glenwood and go up about a block.  Our building will be the pink two story 

building on your left-hand side.  We are located on the second floor.

FROM THE AIRPORT:
Take 436 (Semoran Blvd) north to Aloma Ave.  Take a left.  Once on Aloma you will go up three stoplights:  

Ranger, Balfour, and St. Andrews.  Turn left onto St. Andrews.  Glenwood will be the first street on your 

right.  Turn right onto Glenwood and go up about a block.  Our building will be the pink two story building 

on your left-hand side.  We are located on the second floor.
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