
Project WISH - Women into Staying Healthy
Breast and Cervical Cancer Early Detection Program
D.C. Department of Health
825 North Capital Street, N.E. ID No.
Washington, DC  20002

PATIENT NAME:

DATE OF BIRTH: HOME PHONE:  

ADDRESS:

CITY: STATE: ZIP CODE:

DATE OF VISIT: DATE OF CBE VISIT:

REFERRING PHYSICIAN / SITE: SITE CODE:

MAMMOGRAPHY SITE: SITE CODE:

REASON FOR EXAM: ROUTINE SCREENING / ASYMPTOMATIC REPEAT SCREENING

Negative Routine rescreen in ___________________________________
Benign finding Follow-up mammogram in ____________ months
Probably benign; short term follow-up recommended Diagnostic mammogram or additional views
Suspicious abnormality; biopsy should be considered Repeat clinical breast exam
Highly suggestive of malignancy Ultrasound
Assessment incomplete; additional studies are needed Cystic aspiration
immediately to finalize the mammography interpretation Fine needle aspiration
Unsatisfactory; film could not be interpreted by radiologist Surgical consult
Not needed Biopsy
Needed but not performed (includes those who refuse) Other:______________________________________________

 2.  Prior Mammogram:
Yes Patient Referred to:
date: Date of Referral:

 Diagnostic Work-up Planned for Breast Cancer:
Diagnostic work-up planned on basis of abnormal CBE, mammogram, or woman's concerns
Diagnostic work-up not needed
Diagnostic work-up plan not yet determined

 Patient Notified: Yes:   (indicate date) No

ADDITIONAL COMMENTS:

RADIOLOGIST'S SIGNATURE: DATE:

RADIOLOGIST'S NAME (PRINTED):

REVIEWER'S SIGNATURE: DATE:

MEDICAL CHART # OR PVR #:
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/

___________________________________________________

      /    /

RADIOLOGIST'S RECOMMENDATIONS

/

M A M M O G R A P H Y    S C R E E N I N G    F O R M

Last First MI

/ /

/ /

   /

      /    /

RADIOLOGIST'S ASSESSMENT

      /   /

      /

      /    /


