
 

 

 

EMPLOYEE 
INFORMATION 
Please read information below  

 

MAMMOVAN 
Breast cancer is the second most 
common form of cancer in women, 
affecting one in every eight women in 
the United States. 
 
We believe the key to beating this 
statistic is detecting breast cancer 
early, yearly mammograms, monthly 
self-breast exams and regular clinical 
examinations. 
 
Please take advantage of our 
Mammogram Service for County 
Employees. 
 

QUESTIONS CONTACT 
PHONE: 
(330) 434-1348 
 
EMAIL: 
TheWellnessTeam@summitoh.net 

LOCATION 
The Wellness Team 
1180 S. Main Street, Suite 378 
Akron, Ohio 44301 

 
 

PAPERWORK 

The paperwork for your mammogram must be filled out 
completely, including your doctor’s contact information.  
The information you submit is used by the vendor to turn 
into your doctor. 
 

SUBMIT 

Log into Virgin Pulse, click on "Benefits", on the menu bar, 
choose what type of documentation you are submitting 
then click on "Start Now" 
 
Any questions about getting your points, please contact 
your Wellness Coordinator or the Wellness Team.   
 

 
 



Tiffany Breast Care Center 
Patient History 

MlJhile 

Name ______________ Age ___ Date of Birth _______ ----: __ 
Address ______________ City ________ State ___ Zip ___ _ 
Home Ph# Work or Cell Ph# ------------ ------:----------

Today's :bate __________ _ 
You must provide your doctor's complete name, address, phone and FAX NUMBER TO SEND RESULTS 

Doctor 

Address City State 

Phone# 

Fax# ---

Lump in Breast 
Localized-Discomfort, Pain, Soreness 
Discharge from Nipple 
Inverted Nipple.' • 
Previous Breast Cancer 

.. Doctor 

Address • Zip City 
Phone# 

Fax# " 

Please Circle Answers 

YIN 
YIN 
YIN 
YIN 
YIN 

New Finding YIN
New Finding Y / N 
New Finding YIN
New Finding YIN
New Findincr Y iNo, 

State 

Which Breast 
Which Breast 
Which Breast 
Which Breast 
Which Breast· 

. ·•.

Zip 

# ofFilnis. 
L/R 

--

L'/R • ·

L/R BloodyY/N 
L/R • 
L/R 

Explain: ___________________________________ _ 

Family History of Breast Cancer Y / N If yes, please check any/all that pertain: ____ Mother 
____ Maternal Grandmother ____ Sister ____ Matemal Aunt/s Daughter 

Number of Pregnancies_. Age at First Pregnancy_ Did You Breastfeed?_ Currel;'ltly Breast Feeding_. " .. .. 
Age at First Period ______ Age at Menopause (if applicable) __ Do You Take Hormones Y / N 

, . 

Do you Practice Self Breast Examination Y / N Preyious Breast Surgery Y f.N Wbich Breast L/R • 

If prior breast surgery, When ______ Why __ ___._ _____________ _
Do you have breast implants ? YIN · Have you had a Breast Reduction ? Y / N 
•••••••••••••••••••••••••••••••••••••••••• 

JJ. {1. JJ. Patients do not write in the space below .0. .[l. JJ. 

• • • :7-GJ\@ ,�\-✓- . :!)JTechnologist ______ Tecbnique ___ _ 

Previous Mammogram ? . Yes or Baseline -- - --

.If Yes, ·When Month Year -----· ---

What Facility? __________ _Patient 
Signature ____________ __,_ Degree/ Obliquity ___ Compressed thickness ___ L_D.;_at_:_e

...:·=========================:.__JCell Sensor Placement ___ Screening __ Diag __ Bilat • Unilat L ____ Unilat R ___ , IPatient Number Infection controJJdisinfection performed ____ initials ._ ______ -_-_-_-_-_-_-_-_:_-_:_-_:_-_-_-_-_-_-_-_-__ ---1. 



{PLEASE PRINT} 

.MAHONING VAIJ.£{ IMAGING, LTD 

PATIENT REGISTRATION FORM 

Referred By 

Patient Information {To be completed by the Patient or Responsible Party) 

Name __________________ _ Sex __ Age_. _ Birthdate ________ _ 

Address ________________ _ Marital Status _____________ _ 

aty ________ st. _____ Zip_ 

Home Phone ___ ____. ___________ _ 

Spouse's Name ______________ _ 

To be Completed by Responslble Party (If other than patient) 

Name __________________ _ Relationship to Patient __________ _ 

Address�--------------- DOB _________ _ 

Oty__,.. _______ .st _____ Zip __ 

Primary Insurance Secondary Insurance 

0 Copy of Insurance Car�s Attached □ Copy of Insurance Cards Attached

Insurance Name Effective Date Insurance Name Effective Date .. 

Address Po1icy/Group 

., 

I hereby authorize the above Pradice to.dlsdose er n,mve any or all informa!ion re!atlngto my evaluation at this office, iriduillng copies cif mydhlgnciSllctestl'esults, to er-from any-altenamg.physcian 

andfar such physicians as may be .selected by my attending physician, -at his or her d!sc-etioJJ,.for the pUTpQs!! of obt:alningfurlber.diagnmls and/ortreatmenfwhkh 11/i; or her believes" lnolc:tted. 

l'herebyauthorlze � "of lnforniation nece:i3ary to ffle a claim With my insurance c:ampany an11ASSIGN BENEF!l'S O'IHERWJSl; PP.YABLE iO ME TO THE DOtroR Ol! GROUP INOl�ni:l 

ON 1liE OAIM. I am respcnslble·forany referrals and/or authorizations requirf:d by my Insurance Company. tuni!emand.l illl1 fina;nc:ially·responsi"ble fer any balance.not-cx:rvered by my lnstn2nca. 
! . . 

. " • -I ande{lland thatthe above pra� Is not resp<inslble forcollectin.;.on an insurance daim or ne,otllrtlnga.sett!ement an a dispumd daim..l agree that I am l'l!SJIDnsible·for any co-paymeriis, 
dedud:ibles and fees fer the non-covered services. 

I understand-lhattheabove Practice is not In lhel:iusiness of extend"argcredltand I agree to paytheabo've pr.ic!ireatthe time the bill ls presented. If prcmptp:iymentls not made. the a"bovepr.rdt!! 

maytala! � to ccTiect the charges, whlc:h !ndudes payn_>errt being ammged ta my aedit card. 

Signature ________________ _ Date ___________ _ 
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