
PATIENT REGISTRATION FORM 
 
 
 
Name: _____________________________________________  Birthdate: ____/____/______ 
 
Address:____________________________________________________________________ 
 
City: _______________________________________ State:______  Zip_________________ 
 
Phone: ____________________ Work:____________________Cell:____________________ 
 
Email:___________________________ Occupation: _________________________________ 
 
 
Previous Illnesses:  ____________________________________________________________ 
 
____________________________________________________________________________ 
 
Previous Surgery:  _____________________________________________________________ 
 
____________________________________________________________________________ 
 
 
Current Health Problems: _______________________________________________________ 
 
____________________________________________________________________________ 
 
Medications, including over the counter: ____________________________________________ 
 
____________________________________________________________________________ 
 
 
Other Treatments:______________________________________________________________ 
 
Current Doctor:________________________________________________________________ 
 
 
If we need to contact you and/or leave a message, which phone number should be used: 
Home      Work      Cell      (please circle one) 
 
All the above information is correct to my knowledge. 
 
 
Signed:_________________________________________  Date: ______/______/________ 
 
How did you hear about us? ___________________________________________________ 

 
ALL THE ABOVE INFORMATION IS CONFIDENTIAL 



Name: _________________________________________________Birthdate: ______/______/_______ 
 
Address: __________________________________City___________________State_____Zip________ 
 
Home Phone: (_______)______________________ Doctor:___________________________________ 

 

IMPORTANT: If you answer YES to any of the questions below, please explain on the back of this page 

Breast Thermography Confidential Questionnaire:                Yes      No 
Do you have any close relative who has had breast cancer?      
Have you ever been diagnosed with breast cancer?        

Have you ever been diagnosed with any other breast disease (fibrocystic)?     

Have you had any biopsies or surgeries to your breasts?       

Have you had any breast cosmetic surgery or implants?        

Have you had a mammogram in the past 12 months?        

Have you had a mammogram in the past 5 years?         

Have you had abnormal results from any breast testing?        

Have you ever taken a contraceptive pill for more than 1 year?      

Have you suffered with cancer of the uterus?         

Have you had hormone replacement therapy?         

Do you have an annual physical examination by a doctor?        

Do you perform a monthly breast self exam?         

How many mammograms have you had in total?  __________ 

What was your age when you had your first mammogram?  _________    

To how many children have you given birth?                   Your age at birth of your first child: ________            

Did your periods start before the age of 12?               Or finish after the age of 50? _________ 

Do you smoke?      Yes     Never     Not in the last 12 months     Not in the last 5 years  

Have you recently had any of these breast symptoms:   Right Breast  Left Breast        

Pain              

Tenderness              

Lumps               

Change in Breast Size            

Areas of Skin Thickening or Dimpling          

Secretions of the Nipple            
Patient Disclosure:  I understand that the Report generated from my images is intended for use by trained healthcare providers 
to assist in evaluation, diagnosis, and treatment.  I understand that the Report is not intended to be used by individuals for self-
evaluation or self-diagnosis.  I further understand that the Report will not tell me whether I have any illness, disease, or other 
condition, but will be an analysis of the images with respect only to the thermographic findings of the area(s) discussed in the 
Report.  By signing below, I certify that I have read and understand the above statements and consent to the examination. 
 
Signature:_____________________________________________Date:_______/_______/__________ 

The above information is confidential and will only be released to the reporting the reporting Thermologist. 



Full Body Study Questionnaire 
 
All information given will remain confidential and will only be released to the reporting the reporting Thermologist.  
 
Name: ________________________________________________Birthdate: ______/_______/_______ 
 
Address:____________________________________________________________________________ 
 
Home Phone: (_________)___________________________ Your Doctor:________________________ 
 
Please show areas of: 
 
 

Main Pain *  
 
Secondary Pain    O 
 
Numbness //////// 
 
Pins & Needles   :::::::::: 

Skin Lesions/Scaring     ↑ 
 
 
 
 
 
Do you know what triggered the pain?_____________________________________________________ 
 
Does anything relieve it? _______________________________________________________________ 
 
Does anything aggravate it? ____________________________________________________________ 
 
Has it changed since it began? __________________________________________________________ 
 
Have you had any treatment? ___________________________________________________________ 
 
History:  Injuries – Fractures – Surgery: ___________________________________________________ 
 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
Patient Disclosure: I understand that the Report generated from my images is intended for use by trained healthcare providers 
to assist in evaluation, diagnosis, and treatment.  I understand that the Report is not intended to be used by individuals for self-
evaluation or self-diagnosis.  I further understand that the Report will not tell me whether I have any illness, disease, or other 
condition, but will be an analysis of the images with respect only to the thermographic findings of the area(s) discussed in the 
Report.  By signing below, I certify that I have read and understand the above statements and consent to the examination. 
 
Patient Name (please print):______________________________________Date:______/______/_____ 
 
Signed:_____________________________________________________________________________ 



 



 


