
 

FEMALE BREAST AND BODY 
THERMOGRAPHY INTAKE FORM 

 

Examination Date_________________  
 
Patient Information_______________________________________________________________________ 
 

Patient’s Name:              Date of Birth:       Age:  ___Sex: ____                  

Address:    ______            City:                 State:          Zip:  __   

Cell Phone:    ____ ___Email: ___________________________________________________ 

Emergency Contact: ____________________ Cell Number: _______________ Relationship: _____________  

How did you hear about our office? Or do you have a referring physician? _____________________________  

Is there a specific reason or concern for this thermography?                                                                                                                          

 Routine Screening   Follow-Up Study    General Wellness   Other, Please describe your concerns: 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

Head and Neck: Check all that apply 

 

 Headaches 

 Allergies 

 Sinus problems 

 Upper respiratory tract infection 

 Facial Pain 

 Facial Numbness 

 TMJ issues/does your jaw click 

 Thyroid disorder 

 Dental/periodontal issues 

 Wisdom teeth extraction 

 Root Canal(s) 

 Dental implants 

 Do you wear contact lenses? 

 Do you have glaucoma? 

Please Describe:  _________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

 

General Health Questions: 

Are you currently pregnant?   Y   N                    Are you currently nursing?   Y   N  

Are you still having your period?  Y   N        If yes, date of your last period ____________________ 

Menopause?  Y   N    If yes, Age of your last period ___________________________________ 

Have you had a hysterectomy?   Y  N    Were both ovaries removed?   Y  N  date _____________  
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Breast 

Do you have a family history of breast cancer?  Y   N If yes, who?        

Do you perform monthly self-breast exams?  Y   N    

BRCA 1 or 2 gene positive  Y   N    Never tested 

Are you CURRENTLY experiencing any of the following with your breasts:   None 

Solitary Breast Lump   Y   N  (Date found              ; found by   Self-exam   Doctor exam)  

 R   L  ( Movable    Fixed   Painless    Tender    changes with my cycle)   

Fibrocystic breasts, Breast Cysts, or General Breast Lumpiness  Y   N  

 R   L  ( Movable    Fixed   Painless    Tender    changes with my cycle) 

Breast Pain  Y   N     

 R   L ( Dull    Sharp    Burning    Stinging    Tenderness    The pain changes with my cycle) 

Breast Swelling/Heaviness  Y   N 

 R   L  ( For many years   Recently  Changes with my cycle)   

Skin Thickening  Y   N  (date found              ; found by   Self breast exam   Doctor exam)    

 R   L  ( Skin changes  Color   Texture   Over the lump)   

Nipple retraction  Y   N  

 R   L  ( For many years   Recent) Explain:_____________________________________________  

Nipple discharge  Y   N  

 R   L  ( Bloody   Milky   Clear   Green  Through 1 duct   Through multiple ducts)            

Nipple changes  Y   N 

 R   L  ( Color   Texture  Scaling   Crusting) 

Dense Breast Tissue  Y   N (This is often found during a mammogram) 

Other breast conditions:  None  Y         _____ 

 

Date of last breast exam by a doctor:             __  Normal   Lump   Thickening –   R   L  

Any tests recommended after this last breast exam? (ex. mammogram)       

Date of your last mammogram:       None               

 R Breast Check all that apply:   

FINDINGS CONCLUSIONS 

 Normal /Negative   

 Dense breasts 

 Calcifications  

 Mass   

 Cyst(s) 

 Other: _______________________ 

 Negative / Normal (BI-RADS 1) 

 Benign (BI-RADS 2) 

 Probably benign (BI-RADS 3) 

 Suspicious/biopsy considered (BI-RADS 4) 

 Highly suggestive malignancy (BI-RADS 5) 

 Unknown 
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 L Breast Check all that apply:   

FINDINGS CONCLUSIONS 

 Normal /Negative   

 Dense breasts 

 Calcifications  

 Mass   

 Cyst(s) 

 Other: _______________________ 

 Negative / Normal (BI-RADS 1) 

 Benign (BI-RADS 2) 

 Probably benign (BI-RADS 3) 

 Suspicious/biopsy considered (BI-RADS 4) 

 Highly suggestive malignancy (BI-RADS 5) 

 Unknown 

 

Any additional information:________________________________________________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 

Date of your last breast ultrasound:  None   __ Were both breasts imaged?   Y   N   

 R Breast Check all that apply:   

FINDINGS CONCLUSIONS 

 Normal - no sonographic abnormalities   

 Simple cyst/ Complicated cyst   

 Fibroadenoma   

 Solid mass   

 hypoechoic lesion   

 Dilated ducts/duct ectasia 

 Fat necrosis 

 Lymph node 

 Other: _______________________ 

 Negative / Normal (BI-RADS 1) 

 Benign (BI-RADS 2) 

 Probably benign (BI-RADS 3) 

 Suspicious/biopsy considered (BI-RADS 4) 

 Highly suggestive malignancy (BI-RADS 5) 

 Unknown 

 

 L Breast Check all that apply:   

FINDINGS CONCLUSIONS 

 Normal - no sonographic abnormalities   

 Simple cyst/ Complicated cyst   

 Fibroadenoma   

 Solid mass   

 hypoechoic lesion   

 Dilated ducts/duct ectasia 

 Fat necrosis 

 Lymph node 

 Other: _______________________ 

 Negative / Normal (BI-RADS 1) 

 Benign (BI-RADS 2) 

 Probably benign (BI-RADS 3) 

 Suspicious/biopsy considered (BI-RADS 4) 

 Highly suggestive malignancy (BI-RADS 5) 

 Unknown 

 

Any additional information:________________________________________________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 

Was a follow-up biopsy recommended after your LAST mammogram, ultrasound, or MRI?      Y   N 

Past injuries to breasts: None  Right  Left  Both   Date:  ____________________________   

History of mastitis or inflammatory breast disease? No  Right  Left  Both  Date:                       ____  
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Breast Biopsies:  None  

 Right Breast: Date of any breast biopsies:   ____________________ 

What was found on the biopsy?  Cancer  Fibroadenoma  Calcifications  Cyst  Other: _________ 

 Left Breast Date of any breast biopsies: ___  ____________________ 

What was found on the biopsy?  Cancer  Fibroadenoma  Calcifications  Cyst  Other: _________ 

 

Benign Breast Surgeries:  None 

 Cyst(s) aspiration: Date_____________  R   L   Breast Location ___________________________ 

 Lumpectomy: Date__________  R   L Breast Location _____________ Diagnosis _____________ 

 Implants: Date_____________  Silicone  Saline 

 Explants: Date_____________  

 2nd set of Implants: Date_____________  Silicone  Saline 

 2nd Explants: Date_____________  

 Bilateral Breast/Nipple Lift surgery: Date_____________  

 Bilateral Breast reduction surgery: Date_____________  

 Unilateral Breast reduction surgery  R   L: Date_____________  

 

Breast Cancer: None 

Right  Left  Both  Date of Diagnosis:   ___________ ____________________________         

If yes, do you know which type, grade, and stage? ___________________________________________ 

Cancer Treatment: 

 Lumpectomy: Date__________________ Breast Location ______________________  

 Mastectomy: Date_____________________   Nipple-Sparing Mastectomy: Date____________________    

 Reconstruction: Date________________(  Implant   DIEP Flap   LD Flap   TRAM Flap   Other) 

 Radiation: Date of last treatment ____________________________  Chemo 

 

Current Hormone Replacement Therapy:  None 

Estrogen   Progesterone   Testosterone   DHEA   Thyroid    Date started: __________________ 

Delivery Method: Patch   Cream   Oral    Pellets   

Dosage:____________________________________________________________________________ 

Anything else about Hormone Replacement? ________________________________________________ 

____________________________________________________________________________________ 
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This diagram information is very important. Please complete this as thoroughly as you are able. 

Use this diagram to place an: 

[ O ] on the diagram in the exact area of the lump.   

[ M ] for a finding on your mammogram / ultrasound / MRI.   

[ W ] for an area being watched.   

[ X ] in the area of pain, tenderness, or skin changes.   

[ # ] in the area of thickening.   

[B] in the area of biopsy 

[ +++ ]  in the area of scars from things like lumpectomies or breast surgeries 

 

 

 

Cardiovascular/Renal Disease: 

 Cardiovascular disease 

 Aortic aneurism 

 Stroke 

 Peripheral vascular disease 

 Coagulopathy 

 Dizziness 

 Fainting 

 Hypertension 

 Diabetes 

 Renal disease 

Please Describe:  _________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

 

Neck, Upper and Lower Back: 

 Neck pain 

 Upper back pain 

 Mid back pain 

 Lower back pain 

 Buttock pain  R   L  Both 

 Hip pain  R   L  Both 

 Chronic regional pain syndrome 

 Reflex sympathetic dystrophy 

 Peripheral neuropathy 

 Neck surgery 

 Back surgery 

 Hip surgery  R   L  Both 

Please Describe:  _________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 
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Abdomen: 

 Acid reflux 

 Gas/belching 

 Diarrhea 

 Constipation 

 Stomach pain  R   L  Both 

 Abdominal pain  R   L  Both 

 Abdominal surgery  R   L  Both 

 Gallbladder surgery 

 Liver issues 

 Pancreas issues 

 Digestive issues 

 IBS 

Please Describe:  _________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

 

Upper Extremities: 

 Shoulder pain  R   L  Both 

 Elbow pain  R   L  Both 

 Wrist pain  R   L  Both 

 Hand pain  R   L  Both 

 Carpal tunnel syndrome  R   L  Both 

 Shoulder surgery  R   L  Both 

 Wrist surgery  R   L  Both 

 Repetitive-use injury 

Please Describe:  _________________________________________________________________________ 

________________________________________________________________________________________ 

 

Lower Extremities: 

 Leg pain  R   L  Both 

 Sciatica pain  R   L  Both 

 Knee pain  R   L  Both 

 Ankle pain  R   L  Both 

 Foot Pain  R   L  Both 

 knee surgery  R   L  Both 

 foot surgery  R   L  Both 

Please Describe:  _________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

 

Past Surgeries: 

List any past surgeries: ____________________________________________________________________ 

Do you have any current diagnoses, diseases, or conditions not yet covered? ________________________ 

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

_______________________________________________________________________________________ 
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Please mark the area on the diagram above using the following code:  

N -Numbness 

P-Pain 

T-Tingling 

A-Ache 

S-Soreness 

ST-Stiffness 

+++ for scars 

 

PLEASE DO NOT WRITE IN THIS SECTION 
 
 Initial Exam  Follow-Up Exam            
 
Tech:       Pt T =              F    Rm T =            F   C  (circle one)   
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Informed Consent For Thermography  
 

Procedure: You will be imaged with a state-of-the-art infrared imaging camera in comfortable and controlled 

surroundings. Thermography is a safe, non-invasive imaging procedure that measures infrared heat emitted from the 

surface of the skin. The information obtained may provide valuable physiologic insight into vascular, inflammatory, 

lymphatic, hormonal, neurologic, and metabolic activity occurring within the body. By signing below, I acknowledge and 

understand the following: 

1. Thermography is a screening and monitoring tool that provides physiologic information and is not intended to 

diagnose, treat, cure, or prevent any disease. Thermographic findings should always be interpreted in conjunction 

with my medical history, physical examination, laboratory studies, and other appropriate diagnostic testing. 

2. Breast thermography is not intended to replace mammography, ultrasound, MRI, biopsy, clinical breast 

examination, or any other structural imaging procedure. Rather, thermography provides additional physiologic 

information that may complement these examinations and contribute to a more comprehensive assessment of 

breast health. 

3. Thermography and structural imaging studies evaluate different aspects of tissue health. Thermography assesses 

physiologic and thermal patterns, while mammography, ultrasound, MRI, and other imaging modalities evaluate 

anatomical structures. Because these technologies provide different types of information, one examination does 

not replace the other. 

4. I understand that portions of my body may need to be exposed for imaging. The imaging equipment does not 

touch my body, emits no radiation, and poses no known health risk. 

5. I acknowledge that I have received and followed the pre-imaging instructions to the best of my ability and 

understand that proper preparation is important for accurate results.  

Client Disclosure: I understand that the report generated from my images is intended for use by a trained health care 

provider to assist in evaluation and treatment. I further understand that the report is not intended to be used by myself for 

self-evaluation or self-diagnosis. I understand that the report will not tell me whether I have any specific disease or other 

conditions but will be an analysis of the images with respect only to the thermographic findings discussed in the report. I 

understand that thermographic findings and recommendations are based solely on the images obtained and information 

provided at the time of the examination. Decisions regarding diagnosis, treatment, and follow-up care remain the 

responsibility of my healthcare provider and me. 

 

By signing below, I certify that I have read and understand the statements above and consent to the examination. 

 
Print Name _______________________________________________________   
 
 
 
Patient Signature___________________________________________________ Date___________________ 
 


