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AT | [ﬂi‘éj?i EIERT flfaa iy & o RS2 © As part of fhe grant funded by the Dallas County and North Texas Affiliates of the
Susan G. Komen for the Cure, 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.
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‘Fo determine if a person quahﬁes for a free mammogram screenmg we nee(f to obtain certain |nformat|on as outlined within th|s 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

APEH AT E - 2 P ORTRI XCAMBRI ] » 1) P sl » el a1 G (972) 498-8601
Upon receipt, verification, and approval of this appllcatlon you will be notified of your appointment time.
If you have questions, please call (972) 498-8601.
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Do you have Health Insurance? If yes, please mail a copy of card (front and back) with this application form
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Please list all persons and home numbers whom you would like us to share your result W|th Please make sure at least one of them can speak Englll;h on your behalf.
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| understaﬂd 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.
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Have you had a mammogram or breast ultrasound before? ES, when (approximate date)? Where and at which facility:
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Eﬂ?} el 'rﬁiﬂﬁﬁﬂfg%f ? Is this a new problem? ﬂ YES F\[ NO

A ? How long have you had this pain?

Fves  fino RO TRL CIEPAE T EPRES B [k AT L {2 T AR © A
N
I
F Is either nipple retracted/ inverted? If YES, in which breast:  Right Left Both Has it always been retracted? YES NO
E’QQF[ E 13? gfz\)ﬁj lj: Pﬂﬁ A ' ? Any crusting sores at the nipple(s)? JFIL%- Right é‘g’% Left I'ﬂ ?T‘ Both
kL ves F‘[ NO ?W-'fcj? E|oiiaps 2 PRSP T Ex- [ Eﬁ
Any discharge from the nipples? If YES, in WhICh breast: ight Left
ay lJnh?i7\wﬁF J7J7IA"’P/]? ﬂ 7\[ r:lf\,_?\ lj:j\'q[? [—‘EI#”") ﬂ 7\[ }}i,?&fr’gfl[ﬂ7\[’fjjl ‘7 "EJ ig’EJ
Have you always Ead this discharge? YES VEIO Do you'see it in your clothing? YES VEIO Has the dischargJever been bloody? YES NO
xLves  Fyno 'ﬁif\‘ TR 2 PR Y Tk S PR (P [P £ BES BT 2
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Any family hlstory of breast cancer? Did it occur before menopause? YES (or about what age? )
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Do you take female hormones’7 (Pleas circle) Premarin, Provera, PremPro, Prometrium, or birth-control pills?
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At what age was your first pregnancy? Do you still have menstrual periods?  YES NO If YES, when was your last one?
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