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Patient Demographics and Health History  
 

 
Name: Mrs./Miss/Ms/Dr. (circle one)   _______________________________________________________  

     First   Middle   Last 

Address: ___________________________________________________________________________ 

  Street   Apt.   City  State  Zip 

 

Home Phone: _________________Cell Phone: _________________ Work Phone:________________ 

 

Date of Birth: _______________  Age: ____ 

 

Email address: ___________________________ County of Residence:____________________ 

 

 

 

Employment: (Circle One)   Homemaker  · Employed Full time ·  Employed  Part Time  ·  Student  

Type of Employment: ______________________ Employer: _________________________ 

Currently at Usual Job? (check one)  Yes ____   No _____    

Marital Status:  _______________ 

Emergency Contact Name: ______________________________Relationship: ___________ 

Emergency Contact Phone: ______________________________ 

Race/Ethnicity: (check) Asian_____   Black   ____ Caucasian/White ____ Hispanic or Latino ____   

Other, state: ____________ 

EDUCATION:   ______  High School  

               ______  College  

              ______  Graduate School/ Advanced Degree 

 

 

 

Lifestyle: 

 

Please state hobbies (e.g. gardening, sewing) __________________________________________________ 

 

Do you exercise regularly?  Y___N___ If yes, how many times per week on average? ____________ times 

How many minutes/day do you exercise on average? _____ minutes  

List your usual type of exercise (e.g. walking, running, swimming) ________________________________________ 

 

 

I sleep ____ hours of sleep most nights 

My sleep is restful      Yes   No  

I have difficulty falling asleep   Yes   No  

I have difficulty staying asleep    Yes   No  

I take sleep aides (medications)    Yes   No  

 

I am pleased with my current weight      Yes   No  

 

I am able to find some time every day for me   Yes   No  
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Breast Cancer History 

 

Date of Breast Cancer Diagnosis: ____     ____   ____  Stage (if known):  ____ Type (if known): ______(e.g. DCIS, IDC) 

                 Month   Day    Year 

Surgery: 

Date(s), Type, Side of Surgery   ______________________________________________________________ 

Number of Lymph Nodes Removed: ______       Number of Positive Lymph Nodes: ______ 

    

Chemotherapy:     Y___N___ Dates:  From _______     ______    To  _______   ______ 

                         Month       Year             Month         Year 

         Chemotherapy Medication(s) (if known):______________________________________ 

           

 Radiation:            Y___N___ Dates:  From _______     ______    To  _______   ______ 

             Month       Year             Month      Year 

  

                                                       Radiated Areas (f known):__________________________________________ 

                

Other Treatment:  Please Describe: (e.g. tamoxifen, other treatments) _________________________________ 

 

 

General Health History  

 

Height: ___FT  _____ IN.           Weight:  ___ Lbs.     Dominant Hand:  Right_____  Left_____   

Family Physician:____________________ Oncologist:________________ Surgeon:_________________ 

Plastic Surgeon (if applicable):  _______________________________ 

 

Current medications (including supplements and herbal medication) 

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

Present Medical history:  

Please check () all that apply 

___ Heart abnormality (racing, skipping beats) 

___ High Blood Pressure 

___ Heart Problems 

___ Stomach or intestinal problems 

___ Anemia 

___ Sleep disturbance 

___ Migraine or frequent headaches 

___ Dizziness 

___ Back/Neck pain/injuries 

___ Foot/ankle pain/injuries 

___ OTHER __________________________________ 

 

___ Knee/hip pain /injuries 

___ Shoulder/arm pain/injuries 

___ Lymphedema 

___ High cholesterol 

___ Diabetes 

___Thyroid problems 

___ Increased anxiety/depression 

___ Fatigue 

___ Arthritis 

___ Vision/hearing problems 

___ Numbness/tingling 

 

Please state health problems other than breast cancer (e.g. Heart, diabetes, etc.):  

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

 

State type and dates of previous surgery other than for breast cancer:  

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

 


