
BREAST CANCER GENETIC VARIANT RISK ASSESSMENT 
 

 

 

Date:________________  

Name:_________________________________________________________ DOB:__________________ 

Allergies: _____________________________________________ 

 

Medications: may use printed list if you have one 

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

Over the counter medications, supplements, vitamins: 

_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

Prior breast surgery or procedures: 

-
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

 

Last mammogram: month/year and 
location:______________________________________________________________________________ 

Primary Care Doctor:____________________________________________________________________ 

Gynecologist:_________________________________________________________________________ 


