
MRI 
PATIENT HISTORY 

 
 
PREVIOUS MAMMOGRAM 
 

 Yes     No     Date: _______________________  Facility: ___________________________________________ 
 
Could you be Pregnant:   Yes    No   Last Period: ___________  Hysterectomy:   Yes    No   Date: _______ 
 
Time of Cycle: ___________________ 
 
Number of Pregnancies: ___________  Number of Children: ______________ 
 
Hormone Therapy: Birth Control Pills:   Yes    No   Dates: ___________________________________________ 
 
Hormones:   Yes    No   Type: ____________________________  Dates: ______________________________ 
 
Family History of Breast Cancer:   Yes    No  (Please indicate age, if known) 
 
Grandmother: _________    Mother: _________    Sisters: _________    Daughters: _________    Aunts: _________ 
 
 

REASON FOR MRI (Indicate on diagram below) 
 
Check-up: ______________ 
 
Lumps:  Yes  No Dates: _______________  
 
Tenderness:  Yes  No Dates: _______________ 
 
Injury:  Yes  No Dates: _______________ 
 
Discharge:  Yes  No  Right     Left 
 
Color: _____________________ Dates: _______________ 
 
  RIGHT LEFT 
BREAST SURGERY HISTORY: 
 
Implants:  Yes  No Dates: _____________________   Type:  __________________________ 
 
Reduction:  Yes  No Dates: _____________________ 
 
Biopsy:  Yes  No  Right  Left Dates: ____________________  
 
Lumpectomy:  Yes  No  Right  Left Dates: ____________________   
 
Mastectomy:  Yes  No  Right  Left Dates: ____________________ 
 
Radiation:  Yes  No 
 
Chemotherapy:  Yes  No 
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