




975 JOHNSON FERRY ROAD NE, SUITE 500 ATLANTA GA 30342 'IELEPHONE: 404-255-8086 FAX: 404-255-5592 

BREAST CARE SPECIALISTS, L.L.C.
A multidisciplinary approach to Breast Health 

Privacy Notice Acknowledgement 

I acknowledge that I have received a copy of the Summary Privacy Notice revision date September 23, 2013. 

____________________________ ___________________________________ __________________ 
Patient or Personal Representative's Signature    Patient or Personal Representative's Name Printed  Patient's Date of Birth 

____________________________ _________________ 
Personal Representative's Relation to Patient    Date 

Documentation of Good Faith Effort 

The patient identified above was provided with a copy of the Provider's Summary Privacy notice on this 
date. A good faith effort has been made to obtain a written acknowledgement of the patient's receipt of 
Summary Privacy Notice, However, acknowledgement has not been obtained because 

______Patient refused to sign the Summary Privacy notice Acknowledgement 

______Patient was unable to sign because____________________________________________ 

______There was a Medical Emergency. Provider will attempt to obtain acknowledgement as 

soon as is practical. 

______Other reason: ____________________________________________________________ 

____________________________________________________________________________________ 

________________________ ____________________________  ___________________ 
Employee's Name Employee's Signature Date 

Authorization of Discuss Medical Care 

I hereby authorize Breast Care Specialists, LLC to discuss any of my medical care needs 
(including appointments, results, continuing care, treatments, etc.) with the following people: 

Name: __________________________  Relationship:____________________ Phone:______________________ 

Name: __________________________  Relationship: ____________________ Phone: _____________________ 

___________________  ___________ 
Patient or Personal Representative's Signature  Date 





While the technology is basically the same there are a few key differences between screeninq.and 
diagnostic mammograms that you should know:

֍ Screening mammograms are allowed and for by insurance once a year.

֍ A radiologist (physician) does not need to be present for a screening mammogram: whereas the 
interpreting radiologist is present to review the diagnostic mammogram

֍ Diagnostic mammograms take longer than screening mammograms since the radiologist reviews the 
images while you are in the office. The radiologist may ask the technologist to take more images of 
the breasts to evaluate areas of concern.

֍ In addition to the regular 20 mammogram, the 2D/3D combination tomosynthesis mammogram 
takes multiple images of breast tissue to recreate a picture of the breast (please see the attached 
information from the American College of Radiology)

******PLEASE INITIAL******

I understand that may be receiving a diagnostic 2D or a diagnostic 2D/3D combination 
tomosynthesis mammogram today based on what was ordered by my physician.  It is not a 
screening mammogram.

I understand that my service may be applied to my deductible and/or co-pay with my 
insurance plan.

I understand that I should consult with my insurance regarding coverage of this service 
should any questions arise.

Kelly C. Starkey, M.D.   

Diplomate American Board of Radiology Diplomate American Board of Radiology

    Pamela M. Donlan, MD.

Diplomate American Board of Radiology

Jennifer L. Amerson, M.D. Meredith H. Redden, M.D. Brenda B. Simpson, M.D.

Diplomate American Board of Surgery Diplomate American Board of Surgery Diplomate American Board of Surgery

Deborah A. Cunningham, M.D.

Carrie L. Stallings, MD.

Diplomate American Board of Surgery

  Date:

SCREENING MAMMOGRAM VS. DIAGNOSTIC MAMMOGRAM

Patient Name:

BREAST CARE SPECIALISTS, L.L.C.
A multidisciplinary approach to Breast Health

Patient Signature:
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Breast Care Specialists Health  Survey From SP NRR REF OV MG US BX

Dear Patient,
Thank you for choosing Breast Care Specialists, LLC for your care. Please note that we are a diagnostic 
 facility.  We do not offer screening or preventative services. 

Name: Height: 

DOB: Weight: 

Today's Date: 

Section 1: 
Reason for visit: Please check all  that apply

Routine visit. I have no changes on my self-breast exam
Risk Assessment.
Second opinion.
New Problem.  Please detail in section B. 
Abnormal imaging. Please check all that apply.

Abnormal mammogram Abnormal CT or MRI          Other (please detail):
Abnormal ultrasound Abnormal PET scan     

Other. Please explain:

Referring Physician(s): Preferred Pharmacy: 
Please indicate all physicians whom you What is your preferred pharmacy?
would like to receive a report of today’s visit.

Primary Care: Name:

OB\GYN: Location:

Other: Phone:

Allergies: 
Please list any allergies to medications

Please list current medications.

YES NO Have you had a recent vaccine (last 3 months?)  

YES NO Have you been tested for the Coronavirus (Covid 19) in the past two weeks?  

- If so what was the result?

Please check with your insurance provider as you may incur a cost.



Section B:
For each selection, please indicate area of concern on the diagram.  

Right Left Both
- Aprox size: BB Pea Lemon

- When was it first noticed? 

YES NO Has it changed since onset?

New nipple discharge. 
Right Left Both 

- Bloody Milky Clear Urine colored
Other (describe):

Single hole  Multiple holes 
Comes out by itself Only comes out with squeezing

New nipple retraction.  
Right Left Both

New pain/tenderness. 
Right Left Both

Entire Breast(s)

FOR OFFICE USE ONLY: 
MG  TECH INITIALS:
US   TECH INITIALS:

Patient Name: 

Focal Area

Other.    Please detail:

New palpable/thickening area(s) of concern.

Please check the appropriate answers.  

Grape

Color:   

New skin change.  Please detail:



Section C:
Personal Breast History:

YES NO Have you ever been diagnosed with breast cancer?

Which breast?  Right Left 

Type of cancer:

Type of surgery:  
Lumpectomy Mastectomy Sentinel node Axillary dissection

Please list any prior breast biopsy or surgery: 
Diagnosis (if applicable)

YES NO Do you have implants?  If so, silicone or saline:    

Date placed: Replaced:

YES NO Have you ever had radiation treatment to the breast/chest or neck? Please detail

Personal imaging history:
YES NO Have you ever had a mammogram, ultrasound or breast MRI?   

Please list locations and dates.

Past medical history:   Please detail if able.

YES NO Do you have asthma, emphysema, chronic bronchitis, COPD or other chronic  
lung disease?

YES NO Clotting disorder
YES NO Heart disease/heart attack
YES NO High blood pressure
YES NO High cholesterol
YES NO Do you have stomach ulcers or peptic ulcer disease?

Patient Name: 

Location Date: Type of exam:

Date: 

Type of biopsy/surgery      PhysicianSide (R/L)Date



Past medical history:  (continued)

YES NO Liver disease
YES NO Thyroid Disorder
YES NO Stroke or Neurologic disorder
YES NO Autoimmune disease (Lupus, Scleroderma, etc.)

Please list any surgeries and when you had them.

Other medical problems (please detail).

Review of Systems: Please check all that apply.

Constitution : Pulmonary:
Fever or chills Weight loss/gain Wheezing Cough
Appetite Loss Fatigue Shortness of breath

Cardiovascular : Neurologic :
Chest pain Swelling Seizures Speech problems
Abnormal heart rhythm Tingling extremities 

Gastrointestinal : Genitourinary :
Abdominal pain Heartburn Difficulty/frequent urination 
Nausea/vomiting Diarrhea/Constipation Ovarian cysts Endometriosis

Endocrine : Psychiatric :
High blood sugar Thyroid problems Depression Anxiety
Steroid usage High stress

Risk assessment:

YES NO Have YOU or any of your family members been diagnosed with breast cancer?
- Please list:  relationship and age:

YES NO Have YOU or any of your family members been diagnosed with ovarian cancer?
- Please list:  relationship and age:

YES NO Have YOU or any of your family members been diagnosed with other cancers?

YES NO Have you or your family members had genetic testing?
- If so  When?  

Type of Surgery: Date: 

Where?  Results?

Patient Name: 



Risk assessment: (continued)

YES NO Are you pregnant?
YES NO Are you breastfeeding?

What is your menopausal status: Pre Peri Post
- Age of onset of menopause if applicable: 

YES NO Were you age 12 or younger when you started menstruating?
- What age did you start?

YES NO Are you of Ashkenazi descent?       
YES NO Have you had a hysterectomy?   
YES NO Have you had your ovaries removed?
YES NO Have you had your fallopian tubes removed?
YES NO Are you currently taking or have you in the past taken:

Hormone replacement therapy?  

Oral contraceptives:  name/dose/date

Infertility drugs? Name/dose/date

Risk reduction treatments?  
Tamoxifen Arimidex Fareston  Other:

YES NO Were you 30 years of age or older when you gave birth to your first child?
N/A - How old were you with your first live birth?

Please list ages and sex of your children:

YES NO Have you breast fed any child for greater than six weeks? 
N/A

YES NO Do you have personal history of osteoporosis? 

YES NO Do you currently smoke?  
- If so how long, and amount?

YES NO Did you previously smoke? 
- If so how long, and amount?

YES NO Do you drink alcohol? 
- If yes please list number of drinks per week.

YES NO Do you have a personal history of recreational drug use?

How many times per week do you exercise?

Patient Name: 

Name: Dosage Dates

Name: Dosage Dates

Name: Dosage Dates



Procedure Risks:
YES NO Do you have any chronic medical illness?  

- Please list:

YES NO Have you tested positive for hepatitis or HIV?
YES NO Do you take aspirin, Motrin or other pain relievers on a regular basis?  

- If so please list and amount.

YES NO Do you take Warfarin, Xarelto Coumadin, or other blood thinners?  
- If yes please list.

YES NO Do you have a clotting disorder?
YES NO Do you take antibiotics before dental procedures?
YES NO Do you have serious health problems with your liver, lungs, kidneys or heart?

- Please list.

YES NO Have you ever had problems with anesthesia? 
- Please detail.

YES NO Do you have a pacemaker? Most pacemakers are not compatible with MRI.

Date: 

Signature: 

Patient Name: 
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