SAINT BARNABAS %
| HEALTH CARLE SYSTEM T
Monmouth Medieal Center

Jacqueline M. Wilentz Comprehensive Breast Center

Film Consultation / Second Opinion Instructions

Dear Patient,

Thank you for choosing the Jacqueline M. Wilentz Breast Center for your Film Consultation and/or
Second Opinion

Film consults are not a scheduled appointment therefore we can only accept them weekdays from
8:30am - 3:30pm and you will be here for approximately_30 minutes.

To process your film consultation you must provide all required information and documents. If there is
information missing your consultation will not be processed until the necessary information is received.
Once the radiologist has reviewed your imaging we will contact your referring physician and you with
their recommendations. At that time, please contact your referring physician to discuss the
recommendations.

1. Please complete page 1-3

2. For Non-Medicare patient, read/review the Waiver Notice and complete outlined section
on page 4

3. For Medicare patient, ignore page 4, and read/review and complete the ABN form on
page 5.

After reading and completing the above listed forms, provide the receptionist with the
following required documents:
1. Prescriptions from your referring physician stating: Film Consultation and/or Second Opinion.
2. Referral from your primary care physician or OBGYN if your insurance company requires one.
Contact 800 number listed in your insurance card. (HMO or PQS)
3. Insurance Card
4. Form of Identification (ex: drivers license, county ID, voter registration card)
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Thank you for your cooperation and patience.

Jacqueline M. Wilentz Comprehensive Breast Center Staff
300 Second Avenue, Long Branch, NJ 07740
732-923-7700
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Outside Film Review Form
Please complete page 1 to page 3
Please fill out all questions in bold print only.

Patient Name:

Date of Birth:

Phone # (please indicate one that is easier for you to be reached)

0 Home phone number

[0 Office phone number

0 Cell phone number

Email address: Please indicate if you wish to be reached via email

Email address:

Date films (CD) dropped off

Name of requesting physician

Please specify any special request if there is any:

For Breast Center staff:
Please list any specific request per referring physician
Please scan into penrad and as “consult_request_date of request”

Please signed and dated:
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Patient Demographic Data Form

PATIENTS LAST NAME: FIRST: M:
ADDRESS: CITY: STATE: ZIP:
HOME # - - WORK # - - CELL# -
RELIGION: DOB: / / SS#: / /
MARITAL STATUS: S/M/W/D

EMPLOYER’'S NAME:

ADDRESS: CITY: STATE: ZIP:
OCCUPATION: STATUS: FULL / PART / RETIRED:
EMERGENCY CONTACT: RELATIONSHIP:

TELEPHONE #:

ADDRESS: CITY: STATE: ZIP:

PRIMARY INSURANCE INFORMATION:

INS. CO. NAME: ID#: GROUP#:
SUBSCRIBER: DOB: / / SS#: /
EMPLOYER: WORK#:
ADDRESS: CITY: STATE: ZIP:
OCCUPATION: LENGTH OF EMPLOYMENT:

ECONDARY INSURANCE INFORMATION:
INS. CO. NAME: ID#: GROUP#:
SUBSCRIBER: DOB: / / SS#: /
EMPLOYER: WORK#:
ADDRESS: CITY: STATE: ZIP:
OCCUPATION: LENGTH OF EMPLOYMENT:




Medical and Breast History Form
Patient Label
:H.-I||| i L%
; I i | | Name:
. el ] : Date of Birth:
(For office use only)

Last Menstrual Period

Ist Menstruation : (age) Children birthed (number of children)
1* Full Term Pregnancy : (age) Number of children breast fed;
Menopause (circle) Yes / No, if yes, age Hysterectomy Yes / No, If yes, age
Ovaries removed Yes/ No, if yes, age Smoked Yes/ No, # years smoked
Have you ever been pregnant? Yes / No Last Mammography where when?
Hormone / Contraceptives (fill in when it is applicable)
Starting age Last used (age) Duration (Years)

Estrogen
Progesterone
Tamoxifen
Others
Risk Factors for Breast Cancer - Please circle yes or no on following:
Other personal cancer history (other than breast; cancer elsewhere) Yes/ No
Personal breast cancer history Yes / No
History of gynecological cancer Yes / No
Have you even been told you have following breast condition

LCIS Lobular Carcinoma in Situ) Yes /No

Atypical Hyperplasia Yes /No
Have you had genetic testing Yes / No

If yes, BRCA1 Positive / Negative

BRCA2 Positive / Negative

Use your best judgment to answer following questions (select that all apply)
Family history of breast cancer
Other family members such as Aunt, Cousin or Grandma had history
Post menopause breast cancer history with my mother or sister (cancer was diagnosed after menopause)

Pre menopause breast cancer history with my mother or sister or other first degree relatives (cancer
diagnosed prior to menopause)

Breast History
Have you had any breast related surgical procedures? Yes/ No ..If yes, please check all that apply
Breast Implant Right Left
Breast Reduction Right Left
Breast Lift Right Left
Breast Biopsy Right Type (please circle one) Sterotactic / Fine Needle/ Ultrasound
guided core biopsy / excision biopsy (in OR)

Left Type (please circle one) Sterotactic / Fine Needle/ Ultrasound
guided core biopsy / excision biopsy (in OR)
Breast Surgery Right Type Lumpectomy / Mastectomy

Left Type Lumpectomy / Mastectomy

Past Breast Cancer treatment Chemotherapy Yes / No

Radiation Yes/No
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Film data sheet by breast center staff only
BC staff (receiver) — please verify the needed CD and/or films are submitted correctly

Date od dropped off (CD/Films) Patient Name:

Patient Date of Birth: Patient’s signature

Please indicate submitted format(s)

o CD Facility:
o Printed Films Facility:
Year(s):

Type of image(s)

Each patient needs to submit images along with reports which are consulted and 1-2 years
prior for comparison if they are available.

BC staff signature (receiver) and date
Comments:

Film library staff — please complete following table and work with
technologist to upload the images into PACS accordingly.

Please upload images into PACS per MMC procedure and indicated uploaded data below:
Only upload the image(s) which are consulted for review and 1-2 years prior if they are
available. Please indicate if report is available.

Type of image Date performed Check if report is Comments
available

Film library staff signature and date
Pease scan into penrad as filmdata_date of submission; please scan each available report into penrad
per penrad scanned document instruction




