Screening Mammography

Mammography Outreach

Pre-appointment Requirements:

1. Patient must be for screening only.

Must have:

· Age 40 + (American Cancer Society Guidelines) Age 35+ for baseline when requested by a physician due to personal risk factors.

· No symptoms (no nipple discharge, new lump, new dimpling, new change in skin, new breast pain)

· No previous breast cancer

· Not breast feeding or currently pregnant

· Not following-up from biopsy or previous abnormal mammogram.

· At least 365 days from last mammogram

**Need from each patient for pre-registration before appt. will be arranged**
· Mammography history sheet

· Outpatient Pre-registration form

· Copy of Insurance Card

· Copy of Picture ID


· MD order from your physician (please let us know if you do not have a doctor)

During appointment:

1. Patient to wear 2 piece outfit

2. Do not wear powder, deodorant, creams, etc. on chest area or under breast or armpits.

(Gives false positive reading on films)

3. Bring any previous mammogram films not performed with CFVHS to be used for comparison.

4. Arrive 10 mins. prior to appointment at the Diagnostic Center  of CFVHS at 524 Beaumont Rd..

5. Bring picture ID (Ex: drivers licenses)
Post Mammogram:

1.   Report will be sent to the patient’s physician as well as the order health care provider.

2. Letter explaining the results will be mailed to the patient.

3. Any comparison films brought by the patient will be sent back to that facility unless patient request to pick back up after used for comparison by the radiologist.

Patients will be notified by phone from the Breast Care Center once the completed registration packet is received to arrange an appointment. If you are unable to keep your appointment, please be sure to contact the Breast Care Center at (910)615-4599 immediately so we may offer the appointment to others on our waiting list. 
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524 Beaumont Road

Fayetteville, NC 28304

(910) 615-4599

Fax (910) 615-5389

Mammography History Sheet

Mammography Outreach












Date: ___________________

Full Name:______________________________________________________   Date of Birth:__________________  Age: ________

Home Phone #:__________________________   Alternate Phone #:______________________     Last 4 SS#:__________________

Your doctor:___________________________________   Dr. Phone #:__________________  Dr. Fax #:_______________________

Your doctors mailing address:___________________________________________________________________________________

Previous Mammograms: (1 per 12 months)

Facility and when:_______________________________________________________________________________________________

Family History of Breast Cancer: (circle Y  for yes, N  for no)


Mother:


Y       N




Total number of pregnancies:               _______

Sister:


Y       N





Number of live births:              ​  _______


Daughter:

Y       N





Age at first pregnancy:              _______

Grandmother:

Y       N 





Number of months breast feed: _______
Aunt:  


Y       N 





Are you currently breast feeding:  Y      N

Menstrual History:





Have you or are you taking:                       

Date of last menstrual period:          ________________


Birth control pills:       Y       N

Is there any chance of you being pregnant:    Y        N



Estrogen: 
        Y       N   (Ex: Premarin)

Age at first menstrual period:           __________



Progesterone:              Y       N   (Ex: Provera)

Age at last menstrual period:           __________



Natural Hormones:     Y       N

Hysterectomy:
         Y          N

Ovaries removed:         Left     Right   

Have you ever been informed by a doctor of having any type of cancer?    Y       N







     If yes, when and where on your body:______________________________________


When did your doctor last feel your breast for lumps? ________________________







Do you examine your breast monthly?      Y          N







Current Breast Problems:       Yes      No



Previous Breast Surgeries:      Yes     No

_____________________________________


____________________________________________

_____________________________________


____________________________________________

Please fax to (910) 615-5389, mail or deliver to Breast Care Center
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Cape Fear Valley Health System

Outpatient Pre-Registration Form

Breast Care Center/Mammography Outreach

ORDERING PHYSICIAN: _____________________________________________________


REASON FOR EXAM: Routine Annual Screening
Patient Information                                      
Insurance Subscriber Information
(Please print)                                                                        (Copy of Insurance card front & back needed)

NAME: ____________________________________
PRIMARY INS: ______________________________

ADDRESS: _________________________________
POLICY #: ___________________________________


                    _________________________________
GROUP #: ___________________________________

PHONE: ___________________________________  
NAME OF POLICY HOLDER:

ALT #:_____________________________________

_____________________________________________                                                                               

DOB: ______________________________________
PHONE: _____________________________________

SSN#: _____________________________________
CO-PAY AMT:________________________________


DEDUCTIBLE AMT: __________________________

SEX: ______________________________________



RACE: ____________________________________
SECOND INS: _______________________________


RELIGION: ________________________________
POLICY #: ___________________________________

MARITAL STATUS: ________________________           
GROUP #: ___________________________________

MAIDEN NAME: __________________________
NAME OF POLICY HOLDER:


_____________________________________________
Employment Information




PHONE: _________________________________________


EMPLOYER: _______________________________

CO-PAY AMT: _______________________________

EMP PHONE: ______________________________

DEDUCTIBLE AMT: __________________________

EMP ADDRESS: _____________________________

Guarantor Information
RELATION TO PT: ________________________



DOB: ____________________________________

MUST COMPLETE THIS SECTION
SSN: _____________________________________

to apply for FOCC Funding (No Insurance):
EMPLOYER: _____________________________

Number of people in household: __________

Total Monthly Household Income:  $_________________________
Emergency Contact







NAME: ___________________________________

ADDRESS: ________________________________

                    ________________________________

PHONE: ___________________________________

RELATIONSHIP: ___________________________

How did you learn of this program:________________
Patient Signature:    ___________________________________________________ Date: ________________

Confirming all provided information is correct.
Fax to (910)615-5389, mail or deliver to Breast Care Center

FOCC Funds are made possible through donations made to the Cape Fear Valley Health Foundation’s Friends of the Cancer Center.
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