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Korean

A A A}8} Instructions:

gt JF2E 9} & HALA 29 Susan G. Komen (57 &9l) ¢k, Cancer Prevention & Research Institute of Texas & FE 2|
D3 o] AGALS] FAtel gk d3o=m A3 Y HAus 3 WA A4 17 AEdA = AA Aol g5A o R ofHF
AT AAZ AAXAE 2HE BEANA =S F1Ak k. As part of the grant funded by the Dallas County and North Texas Affiliates of
the Susan G. Komen for the Cure, Cancer Prevention & Research Institute of Texas, and our commitment to serve the community, Methodist
Richardson Medical Center, Center for Women'’s Health elects to provide financial assistance to individuals who are financially indigent or medically
indigent and satisfy certain requirements.

SR L T A= AAS &) felA o] A &A= AR Ao o] AAEA ol B wekal o
olge] FAE $Ho 7 BAAY AH G xtolA AF 4L, - To determine if a person qualifies for a free mammogram screening,
we need to obtain certain information as outlined within this application. Please complete the application in full and return the completed form to the
Registration Representative or mail completed form to the following address:
Methodist Richardson Medical Center
403 W. Campbell Rd, Suite 205
Richardson, TX 75080
Attn: Center for Women’s Health/ABHOP

387 Ak Eud B sl A LA S del =g Ayt AEAE o
A4l Al 20 (972) 498-8601

Upon receipt, verification, and approval of this application, you will be notified of your appointment time.
If you have questions, please call (972) 498-8601.
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o] =2 7] A 3}A]7] vFEY ), Please answer the following questions in English:

A3 Last Name

©] & First Name

= Nationality

o) A}

A} AL 1] primary language spoken

o] Aa 9l e F VIS (1S X FE) A) total number of people living in your household
7} % =3 total household income
LI+ O] 95 1<%
per week per month per year
QFAA Y72 (Dol Yes CDoluano (AL h=a] @b, 29, 6 £ BAEASE A AF djoF Futh)
Are you a permanent resident? (Must live in Dallas, Collin, Denton or Tarrant County)
ojgrgel dFuzk?  [Oelves [0k No wreb wlo] Yow, WY Jh=E W HAF sho A A A Sl L.

Do you have Health Insurance?
|t} 7o}/ 9} E B Medicare/Part B? =l tj7|o]/ 1 E B &

H T Al o] = Medicaid? ™| t] 7] ] =& 2Ea 9151 7+2 Do you have Medicaid?

Zr31 55 Y 712 Do you have Medicare/Part B?

If yes, please mail a copy of card (front and ba

ck) with this application form

[ <l Yes [ o} 2 No
[ <l Yes [ o} 2 No
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IN »\ . METHODIST RICHARDSON MEDICAL CENTER
J sian Breast Health Outreach 403 West Campbell Rd. Suite #205 Richardson, TX 75080
. AN |’ roooo e et Tel: (972) 498-8601 Fax: (972)-498-8634

E N T P RE-REGISTRATI ON

P = 714 stA17] vty (Fill in English)

ZF&.: Applicant’s information

#J LAST NAME 0] & FIRST NAME L}o] AGE
Aadd I / =04 =44 AF

DATE OF BIRTH (st uoNTH 22 DAY/ 1 vEAR) MARITAL STATUS BIRTHPLACE RACE

=4~ HOME ADDRESS o}u}E M T APARTMENT NUMBER
Al crry, % STATE AT zip

%] #1 3} HOMEPHONE( ) -t 3} CELLPHONE () Z] 7271 3} WORKPHONE ()

2] %} o] & EMPLOYER'S NAME

<2~ ADDRESS Al eIty <~ STATE A GHE 7P
Al A]FFE]E] ¥ S SOCIAL SECURITY NUMBER Z] 2] OCCUPATION

wj-$-x} 2} & Spouse Information

Hl-$- 2} A v SPOUSE NAME 22X A]5F2] E] ¥ 5 SOCIAL SECURITY NUMBER
A9 A DATE OF BIRTH / / 219] CCUPATION
(& MONTH/ ¢ DAY/ A YEAR)
Z] %} ©] & EMPLOYER'S NAME 2 2 71 3} work PHONE( )
4~ ADDRESS
H)AFA] Aehsfof & AL2H? IIN CASE OF EMERGENCY NOTIFY 913} 2] 7] RELATIONSHIP
</~ ADDRESS Fo A3} 15 CELL PHONE/CONTACT NUMBER ()
=] 2] PRIMARY CARE PHYSICIAN 71 3} PHONE ( )
<-4~ ADDRESS
1‘& 19] AAL 235 g1 A& AMREF 259 H As 15 E 798 FHA L. olF Tl HAaT FAFS BAS di¥ste] dol&
& = dojoF Futt. -
Please list all persons and home numbers whom you would like us to share your results with. Please make sure at least one of them can speak English on your behalf.
] #1592 spouse [l 4 CHILDREN L[] o2 % (& #) %} i) OTHER FAMILY MEMBER (BROTHER, SISTER, AUNT, UNCLE)
[ =29 (e, #1) OTHER (FRIEND) A PHONE ()
oS e FAES FFHASAA o AHA A Y= XH@OH e ARE AHA FUE ) s AME A s
WS A 2ele] A4S HEste] 7| AE ARE BQletir A& B9l |Atd] A HAAE oF] & AL g}, 2Zele ot
dH 50l V“oL F-9o] ”&6“15 AQsted 2= A %QMOHH AH S 98] AAEA] AR AT 7BES HE S F

AT A olaigtunh =3 o] A A fxd FRE 74 & B ATl AFDE ol F -

| understand Methodist Richardson Medical Center may verify the financial information contained in this application in connection with Hospital's evaluation of this application, and hereby
authorize the hospital to contact my employer to certify the information provided and request reports from credit reporting agencies. | am aware that this information is used to determine my
eligibility for financial assistance and that the hospital may contact these sources to update this information at any time. | am aware that the falsification of information on this Application will
result in denial of financial assistance.

(Z-& 2] 1) 4] 4 Patient (or Responsible Party) Signature YA Date




METHODIST RICHARDSON MEDICAL CENTER 403 WEST CAMPBELL RD

SUITE 205
WAL &9 33 AE AL MAMMOGRAPHY PATIENT QUESTIONNAIRE RICHARDSON, TX
EE SHWES vEdyT o = oy 0] FadtrlsiAal B ATl e AL (972) 498-8600
All replies are confidential. Please circle YES or NO and answer ALL questions.
%R]‘ TODAY'S DATE: PATIENT IDENTIFIER NUMBER:
A LAST NAME 0] FIRST NAME A3 YL Y paTE OF BIRTH 1}9] your AGE
FA2BA -8 dFo] 7153 4 )ADDRESS (Please list an address where mail will always reach you) ~ CITY, STATE, ZIP
73_54' (—O’]/‘]'ﬂ' ?"_xﬂ‘/} (Ea"% %]_' ‘}F 9}"5 ‘i“l_i)PHONE: (Please list a number where the doctor can always reach you)
Zt] Home: —?rtﬂ Z‘iﬁ' Cell: Z‘-]’é} Work:
2] €] PRIMARY REFERRING PHYSICIAN: 713} pHone: Q) A} 2" REFERRING PHYSICIAN: Z3} pHone:
= 18}v] SLA] & circle one
9 oFUL 3 AR AN 3 285} FALE BH0] YFUZ? ATk AAE? SEREK
YES NO Have you had a mammogram or breast ultrasound before? If YES, when (approximate date)? Where and at which facility:
ZAAe 2o WEo] BAH] 57} are your films still there? d ves o8& no
7V 2 AL A F1AAE B2 AL AA| G L}EQ ? Last breast exam by physician was
o PR AW A AAE el M2 E Zol AFUZ? AATE AA 2R IFUA?  =FZ JuUi? 2BF 9F I
YES NO Since your last mammogram, are there any new lumps in your breasts? If YES when was it first noted: If YES, in which breast: Right Left Both
—T—i] -047]' :E’:‘q] ‘:Hsﬂ}"] &3 9;1‘{‘:1\‘"] 77]’? Is your physician aware of the lump(s)? 4 yes ©}Y 8 no
o ofda oW Bdgol 50l AFUA? IPHE o= FAAUA? 28R 4% I=
YES NO Any discomfort, pain or soreness? If YES, in which breasts: Right Left Both
AM=Z A7 F24 Y7} ? s this a new problem? o yes o}Y 8 no EZFo| ANAI} Gujrg E 9E5Y 77} ? How long have you had this pain?
2] PR %7t eFet AL AMOIA Fol hFUA? UG ol =F UL ? LBF 9F FF, P LFIFEFUFHR? A ope
YES NO Is either nipple retracted/ inverted? If YES, in which breast: Right Left Both  Has it always been retracted? YES NO
571 Z2eLA A oF5 Y7L ? Any crusting sores at the nipple(s)? 2% Right AZ | eft %FZ Both
o ofda  #FdA BuZo] 1§72 2g0E o =& FEYUL? 22F A% 4=
YES NO Any discharge from the nipples? If YES, in which breast: Right Left Both
G Bu ol Usghte? o  ola %o Boj gta? o ohja BHE A Ge? o ole
Have you always had this discharge?  YES NO Do you see it in your clothing?  YES NO Has the discharge ever been bloody? YES NO
o ol fdS ol JFUZ? AT ol=F fHYgYst? eE2F% dF: IF gdze 4R L TYFU?
YES NO Have you had a breast cancer? If YES, in which breast? Right Left Both What year was CA diagnosed
AR A RS WSR2 o ohyR  HEEAl FELWShIL? o s A ARE BASFUN?
Did you have Radiation? YES NO Mastectomy? YES NO When did you complete treatment?
9 ol Aol fFEolt, 2974 B2 FAVI2 24 AHE FHo| Ata? @5 ()
YES NO Have you had previous breast surgery, biopsy or a needle aspiration? Approximate date (s):
a399 o=F §PPUA?  LEF 4F  IF " FAEC| YFUA?
If YES, in which breast: Right Left Both What symptoms do you have?
o oll8 FH AFHAEY o F&& 3 Hol AFUA? AA 2
YES NO Do you have breast implants now or have you had any augmentations in the past? When?
2] o8 sEFel e SRV} AF U2 7Ad7] AAFU7? o oha (ki Wau?)
YES NO Any family history of breast cancer? Did it occur before menopause? YES NO (or about what age? )
7]-%% T4 77]' ? In which relative(s) ? 01 u-] Y Mother A} sister o Daughter 19] Other
of olUs oA 3=EAE B8 FY7 (a8 8A)R) Premarin, Provera, PremPro, Prometrium, 3¢ 2?
YES NO Do you take female hormones? (Please circle) Premarin, Provera, PremPro, Prometrium, or birth-control pills?
2 g9vhe ArBer? Aol B4FL 2oAY ERFUA? (F22tn) A 9): =9 29
If YES, for how long? Recent increase or decrease (please circle) in the dosage? increase decrease
¢ ol Q. FA) JAIF YU7E?  Are you pregnant at this time?
YES NO
29 JAAFU7? AAFe] F2o)F E4E 93 Ho| AFU7h q  ofs
Number of Pregnancies? Did you breast feed any of your children for longer than one month? YES NO
B2k A A& Bzt A= e gzl o ohe T, Aud e AA?
At what age was your first pregnancy? Do you still have menstrual periods? YES NO If YES, when was your last one?
Right Breast Left Breast N

TECHNOLOGIST:

COMMENTS:

Hole

Lo L

it
~ \\‘_/

B @ FAe {1 A AA G5 08 RIAE (BHRIME £ & AN A= TR 3AH 3AE 2L 8 FUy .

| AUTHORIZE THE RELEASE OF MY PREVIOUS MAMMOGRAM FILMS AND OTHER REPORTS (INCLUDING PATHOLOGY REPORTS) TO METHODIST RICHARDSON MEDICAL CENTER/ CENTER FOR
WOMEN’S HEALTH.

32} =+ ]2 ¢l A SIGNATURE OF PATIENT OR PERSON AUTHORIZED TO CONSENT FOR PATIENT @5} paTE
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