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Mobile Mammography Registration 
Location of Mobile Outing:           

 FORMTEXT 
     

 FORMTEXT 
       Date of Mobile Outing:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
       Name of Patient:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      
Date of Birth:            

 FORMTEXT 
      County of Residence:      

 FORMTEXT 
     

 FORMTEXT 
       Zip Code:      

 FORMTEXT 
      Patient’s Race:      

 FORMTEXT 
     

 FORMTEXT 
        Hispanic:    FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 



Is the patient:


1. 35 years of age or older? 










  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

· If under 35, does the patient have a doctor’s order for a mammogram?                                 

  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

-----If you answered NO to both of these questions, the patient does not qualify for a mobile screening at this time.-----
Does/Is the patient:


1. Have Medicare, Medicaid, or private insurance?*

 





 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No


2. Have a personal history of breast cancer? **            






 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No


3. Have current breast problems or symptoms? (lumps, breast pain, nipple discharge, etc.)**

 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

4. Have breast implants?** 










 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

5. Currently pregnant?**










 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

6. Currently Breastfeeding**










 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

7.  Looking for a following up mammogram (not a routine mammogram)? **



              FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

-----If you answered YES to any of these questions, the patient does not qualify for a mobile screening at this time. -----
Is this the patient’s first mammogram:  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No                Has the patient utilized screening at your site before?:   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No
*If yes, but there are extenuating circumstances, please contact Susan G. Komen for the Cure Greater Kansas City

** If yes, a mobile mammography screening is not the right test for you. Please contact Susan G. Komen for the Cure Greater Kansas City for additional options.
Signature of Patient _____________________________       
                          Date___________________________

By signing below, you have verified the patient’s Valid Photo ID and have completed all of the above information on behalf of the grantee:

Signature of Grantee Representative_____________________________       Date___________________________
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