Central Florida

Breast Center, PA. UPDATE
DR. SHENIN SACHEDINA, BREAST HISTORY

D.O., FACOS

PaTiIENT NAME: DOB:
Tobay's DATE:

ReasON FOR TODAY's visiT: [ REGULAR Exam O New PROBLEM
IF YOU ARE HERE FOR A NEW PROBLEM PLEASE EXPLAIN:

HavVE You HAD A RECENT: [0 BReasT SURGERY or [ Biopsy

PLEASE EXPLAIN:

DATE OF YOUR LAST MAMMOGRAM:

DATE OF YOUR LAST BREAST ULTRASOUND:

HAS ANYONE IN YOUR FAMILY BEEN DIAGNOSED WITH BREAST CANCER OR OVARIAN?
O Yes O No IF YEs, wHO?
Do YOU CONSUME:
CAFreINATED BEVERAGES [ Yes 1 No How MucH PER WEEK?
CHocorate O Yes OO No How mucH PER WEEK?

ARE YOU TAKING:

[0 BirTH ConTrOL PiLs O TamoxiFen O FEMERA
[0 NorpLaNT [ ArRiMEDEX [ Evista

[0 HorMONE REPLACEMENT THERAPY [1 AROMASIN

PLEASE LIST ALL OTHER MEDICATIONS YOU ARE TAKING CURRENTLY:

IS THERE ANY ADDITIONAL INFORMATION YOU THINK WE SHOULD KNOW?
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