
Patient Name

Cancer Risk Assessment
__j 1 __j 1__
Date of Birth Date Completed

Thisis a screening toolfor the common features of hereditarycancer. Pleaseanswer these questions and take into considerationall
the family members listed. Ourservice willallow us to give you the most technologicallyadvanced screeningpossible to increasethe
chances detectlonand intervention to health

y N Coloncancer before~?

y N EndometrialCancerbefore ale 50?

y N Twa ar more of the following cancersin the sameperson
or on the sameside of the family at any age?
(endometrial" colon,ovarian,stomach, ureter, small

y N

Y N
in a

y N Ovariancancerat any age?
y N Male breastcancerat any age?

y N Breastcancer before ale 50?

y N Multiple breast cancerson the same side of the family?
• If ~ breast cancersone must be before age50
• If three or more breast cancersthey canbe at M!Y

y N Prostatecancer?

y N Melanoma?

y N Other cancers?

Haveyou or anyone in your family had genetic testing for a hereditary cancersyndrome? No

Patient signature: Date: _
1/you "opted out" a/filling this form out please sign and date the above line, acknowledging you were offered screening

ForOffice UseOnly:
.Patientoffered testing

Reasonfor Decline:o Accepted 0 Declined
o sample Collected

Provider Signature _


