/sian Breast Heaith Outreach

Japanese

METHODIST RICHARDSON MEDICAL CENTER

Instructions:
As part of the grants funding provided and our commitment to serve the community, Methodist Richardson Medical Center, Center for Women'’s
Health elects to provide financial assistance to individuals who are financially indigent or medically indigent and satisfy certain requirements.

To determine if a person qualifies for a free mammogram screening, we need to obtain certain information as outlined within this application. Please
complete the application in full and return the completed form to the Registration Representative or mail completed form to the following address:
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Methodist Richardson Medical Center
2831 E. President George Bush Turnpike
Richardson, TX 75082
Attn: Women’s Imaging/Asian Grant

Upon receipt, verification, and approval of this application, you will be notified of your appointment time.
If you have questions, please call (469) 204-6888. Fax: (469) 204-6886.
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Please answer the following questions in English: % GFE TR A L T 72 &1,

Last Name # First Name 4

Nationality [ Primary language spoken it CEIZfE - TV 5 555

Total number of people living in your household ZZ1% D A%k

Total household income  ZEEDHRUV A

[ ] i perweek [ ] A permonth ] 4F per year
Are you a permanent resident? [ 1Yes [ INo (Mustlivein Colliin or Denton County).
KRR T2 (Y, TV MEOBREEIZNED £7)
Do you have Health Insurance? [ ] Yes [ [No Ifyes, please mail a copy of card (front and back) with this application form
ERRBRITIMA L TWET 2 “UIV DL EIIRBEEOERO A B — A HFEHF L RIIE L 2 L

Do you have Medicare/PartB? [ ] Yes [ No
AF AT /PartB IZHIA L TWET /MNP

Do you have Medicaid? [ ]Yes []No
ATA A RIZMALTWHETN?

The following criteria must be met in order to qualify for a free mammogram screening:
e Reside in Collin or Denton County

Female of Asian descent

Be 40 years or older

Feel no lumps, bumps, or abnormality in breasts

Individuals with a previous history of breast problems must meet the following criteria:
o Must be 1 year post benign breast biopsy
o Must be at least 2 years post lumpectomy for carcinoma & finish treatment or

discharged for annual screening




IN A . METHODIST RICHARDSON Women’s Imaging
k=l sian BrEHSt “Ealth "“traacn 2831 E. President George Bush Turnpike, Richardson, TX 75082
P r v i b L : Tel: (469) 204-6888 Fax: (469) 204-6886

- REGTISTIRATTION F O R M

(Complete in English)
Applicant’s information

LAST NAME ##: FIRST NAME 4 AGE“#n__
DATE OF BIRTH A /H 2

AEEHH (MONTH/ DAY/ YEAR) MARITAL STATUS  #554iH BIRTHPLACE A= RACE AF#
HOME ADDRESS #i.{¥ it APARTMENTNUMBER__ 7 /X— h &
cITy_thi STATE_JM ZIP_H 5 2 5
HOMEPHONE &3 CELLPHONE #£4+ WORKPHONE k5 562 =

EMPLOYER'S NAME J& ffl =D 4 i

ADDRESS {¥:Jit CITY i STATE_JN ZIP T 7
SOCIAL SECURITY NUMBER ¥ — > ¥ /Lt ¥ 2 U T A &5 OCCUPATION Fikfif
Spouse Information Fit 512D T DO EEE}

SPOUSE NAME 44 ij SOCIAL SECURITY NUMBER V' — > ¥ LB X 2 U 7 A H&
DATE OF BIRTH / / OCCUPATION Tk

A4EH A (MONTH/ DAY/ YEAR)

EMPLOYER'S NAM J& H &= WORKPHONE k35 55 5

ADDRESS {3/t

IN CASE OF EMERGENCY NOTIFY B/ D4 Ok RELATIONSHIP /%

ADDRESS {737 CELL PHONE/CONTACT NUMBER #£ 4

PRIMARY CARE PHYSICIAN Z=51E 0 44 #ii PHONE &5
ADDRESS {EjiF

Please list all persons and home numbers whom you would like us to share your results with. Please make sure at least one of them can speak English
on your behalf.

B2 ORERORE T DEFHFRS —FD I HbO— NTFFHETRFENTELOL

[ ] SPOUSE [] CHILDREN (] OTHER FAMILY MEMBER (BROTHER, SISTER, AUNT, UNCLE)
REES TE&BH Z DA DOBUR DA il

(] OTHER (FRIEND) __ % il

KN E DA HI PHONE &7

I understand Methodist Richardson Medical Center may verify the financial information contained in this application in connection with
Hospital’s evaluation of this application, and hereby authorize the hospital to contact my employer to certify the information provided and
request reports from credit reporting agencies. | am aware that this information is used to determine my eligibility for financial assistance
and that the hospital may contact these sources to update this information at any time. | am aware that the falsification of information on this
Application will result in denial of financial assistance.

Methodist Richardson Medical Center2SJRPEDRZ DFER. FAONAZHER TS BN TEAE. T OICERmEEZEC CREAEL
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Patient (or Responsible Party) Signature 2 (UL EERE) DOE4 Date




METHODIST RICHARDSON MEDICAL CENTER

MAMMOGRAPHY PATIENT QUESTIONNAIRE
NEI ST RBHFLEDEEEE

All replies are confidential. Please circle YES or NO and answer ALL questions.
EZAHBETWERTTY,

BREICEELHEBZLIEE,

TODAY’S DATE: ($BoB1)

PATIENT IDENTIFIER NUMBER: (85558 0ZI12%ES)

LAST NAME (%) FIRST NAME (&) DATE OF BIRTH (£4£88) YOUR AGE (Z##)
ADDRESS: (Please list an address where mail will always reach you) CITY, STATE, ZIP (&737=DFTICEBH T fE <JEFR)

PHONE: (Please list a number where the doctor can always reach you) EEES (EEHN VDO TEEETED)

Home({}finEEES) : Cell@%) : Work @) :

PRIMARY REFERRING PHYSICIAN (BN &nf-F5ED2H) : PHONE (£52%S): 2'0 REFERRING PHYSICIAN (5520 FAED4AT) | PHONE (Z55%5)

CIRCLE ONE (OENTHED)
Have you had a mammogram or breast ultrasound before? (B%[ VE/77/XEARRERTORDEHELEN?) If YES, when (approximate date)? (YESDESSH-§205)

YES NO  Whereand at which faciity: (ESDBARD 3t FEheEe) Are your fims stil there? (Z0BOREDILAKEEAUFRRESNTUESH?) YES NO
Last breast exam by physician was (REICHERDEULEADLER?)
YES NO  Sinceyourlast mammogram, are there any new lumps in your breasts? (REDBRZLRLRIHNLLIINBEOITADZELLA?) If YES when was it first noted: (YesDZERANTHVOROZETLA?)
If YES, in which breast: (YESBSEE50AETIN? & £ [A) RIGHT LEFT BOTH  Is your physician aware of the lump(s)? (HREDTBEC LD OEZRELELEN?) YES NO
Any discomfort, pain or soreness? LZDRITAESHALEAEREUZIN?  If YES, in which breasts: (YESBSEE50AETIAN? & £ @A)  RIGHT LEFT BOTH
YES NO  isthisanew problem? (CHisi3UH TARTZEATTA?) YES NO How long have you had this pain? (ZOBAEENMELTLIETH?)
Is either nipple retracted/ inverted? GLEARBLD. DAL UTLETA?)  If YES, in which breast: (YESRBEEL0IETIN? & £ M) RIGHT LEFT BOTH
YES NO  asit aiways been retracted? (L EREBRBLED. DoAEOLTUETA?) YES  NO  Any crusting sores at the nipples)? (I TEE0 (DX HBIETH? E550945TTH? 5 £ k) RIGHT LEFT BOTH
Any discharge from the nipples? (FLEASBICARATTVEIH?) If YES, in which breast: (YESBSEE50AETIN? & £ i) RIGHT LEFT BOTH
YES NO  Haveyoualways had this discharge? (ZORBRIRVOETTVWETA?YESBSA. L. MA) Do you see itin your clothing? (KRAMNAEETIA?) YES NO
Has the discharge ever been bloody? (RICMAZU-TWAZEABNELEA?) YES NO
YES NO Have you had a breast cancer? (BICANRIADECEABNETA?) IF YES, in which breast? (YESRBEB0AETIN? £ £A) Right Left Both What year was CA diagnosed (A ZUENSORNOZATURN?)
Did you have Radiation? (MEHEAEESFEUEN?) Mastectomy? FLEIROFHESHELEN?) When did you complete treatment? (YESRBBEIRLVD ()7 LELEN?)
YES NO Have you had previous breast surgery, biopsy or a needle aspiration?  Approximate date (s) (BEICARDOFMNZULLEUATIA AR EANTRVET FiZSNEUEA? WOSETIA?):
If YES, in which breast: (YESBSEBE5MFETIN? &£ @A)  RIGHT LEFT BOTH  What symptoms do you have? (REEDESBIERTIH?)
YES NO Doyouhave breastimplants now or have you had any augmentations in the past? (AEORMEISEADED FMIC&oTIVTIUNBASNTIETA?)  When? (Fl3LOTULA?)
Any family history of breast cancer? (REDBATENAFARICHNDELEA?) Did it ocour before menopause? (ZNIZFRFITLEA?) YES  NO (or about what age? (KID%E)
YES NO  Inwhichrelatives? (REEHR) Mother (8%) Sister ()  Daughter (®) Other (ZOf)
Do you take female hormones? (R EVAZRBLTNEIN?) (Please circle) A TEE  Premarin, (FUYUY) Provera,(70/3) PremPro,(7LATD) Prometrium(y 0XN3uh), or birth-control pils? GEEH])
YES NO If YES, for how long? (YESBRSENC SV OMRRALTVETA?) Recent increase (1) or decrease () (please circle) in the dosage? (AERREEZZAEUIA? A THD)
YES NO  Areyoupregnant at this time? (R FHELTLETA?)

Number of Pregnancies? (HRZEBLELEA?)
At what age was your first pregnancy? (AIOIHEIFEA TLIA?)

TECHNOLOGIST:

Did you breast feed any of your children for longer than one month? (4 Fn - FRIC-NEMERALZLEN?) YES NO
Do you still have menstrual periods? (FAFFEBABOFTN?) YES NO If YES, when was your last one? (REDERIENOHNELEN?)

Right Breast

COMMENTS:

| AUTHORIZE THE RELEASE OF MY PREVIOUS MAMMOGRAM FILMS AND OTHER REPORTS (INCLUDING PATHOLOGY REPORTS)

HRBEOLBRXET N LRRRD RSB EICEASN S LR AWLET,
METHODIST RICHARDSON MEDICAL CENTER/ CENTER FOR WOMEN'S HEALTH.

SIGNATURE OF PATIENT OR PERSON AUTHORIZED TO CONSENT FOR PATIENT ($ZX3{7EZ0ES)

Left Breast

(653 Y

DATE (Bff) __/ /



