
Here’s why other women Remember:
like yourself get a
mammogram every year.

• Check your breasts once a month for
lumps or other changes.

• “I’m supposed to have this test every •
year.”

Get a mammogram every year.

• Get a breast exam by a health care
• “I try very hard to take care of provider every year.

myself.”

• “I’ll do whatever I can to prevent the
pain of cancer.”

• “It’s easy. My doctor makes the
appointment for me every year.”

• “Getting a mammogram is a habit for
me. It’s part of my yearly physical.”

For more information call your
doctor or the ROSE Project.

(910) 739-9511

DO THE RIGHT THING

Schedule your mammogram now.

For the Rest of
Your Life!

Mammograms...
Make it a Habit!
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Mammograms: Once A Year for a Lifetime. Why?
Why do I need one
every year?
We all enjoy watching the changes our
family members have made over the
years through pictures. Mammograms,
like family pictures, allow us to see what
changes have taken place in our breast
since the last mammogram. This is why
a yearly mammogram is so important; it
is one way to take care of yourself.

How can I remember to
schedule my mammogram
every year?
• Make it part of your annual exam.

• Remind your doctor it’s time for
your mammogram.

How Do I Prepare for
My Mammogram?
•

•

Dress comfortably in a two-piece
outfit.

Do not use deodorant, talcum pow-
der, ointment, or creams on your
underarms or breasts.

A mammogram every
year can find:
• Any unusual changes from the last

year.

• Any unusual changes that are cur-
rently too small to be felt.

• Small cancers that are easy to treat.

• Schedule your mammogram the
same time every year. Use a special •
event (birthday, anniversary, or
other yearly activity) to help you •
remember.

• Team up with a buddy and remind
each other.

• Write yourself a reminder on next
year’s calendar.

Remove any jewelry that might get
in the way.

Schedule your mammogram for the
week after your period.
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ROSE Health Guide

Introduction

This health guide has been prepared to provide you with
a place to keep all of your important health information.
When you become sick or injured, your important health
facts can easily be found.

Please take a few minutes and complete this health guide.
It is important that the information that you include is
accurate; therefore, please do not guess. Check with your
doctor if you are unsure.
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Identification

Your Name
Address
Phone #
Height
Weight
Hair Color
Eye Color
Date of Birth
Blood Type
Religion
In an Emergency, notify:
Address
Phone #
Relationship
Nearest living relative
Address
Phone #
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Insurance Information

Social Security Number
Health Insurance Co.
Policy Number
Medicaid Information
ID Number
Medicare Information
ID Number
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Doctors

Primary Care Physician
Telephone #
Address
Hospital Affiliation

Eye Doctor
Telephone #
Address
Hospital Affiliation

Dentist
Telephone #
Address
Hospital Affiliation

Other Doctors
Telephone #
Address
Hospital Affiliation
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Current Medical Problems That I Have

Medical Problem
Date
Doctor
Medication

Medical Problem
Date
Doctor
Medication

Medical Problem
Date
Doctor
Medication

Medical Problem
Date
Doctor
Medication
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Current Medical Problems That I Have

Medical Problem
Date problem began
Doctor that treated me
How problem was treated

Medical Problem
Date problem began
Doctor that treated me
How problem was treated

I am allergic to:
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Medicines that I Take

Name of Date Possible
Medication Dosage Prescribed Side-Effects*

*SIDE-EFFECTS. All medications cause side-effects. Some symptoms
are minor while others are more serious. Whenever a new medication
is prescribed, ask your doctor what its side-effects might be. Always
inform your doctor if you are experiencing any unusual symptoms.
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Record of Doctor Visits

Doctor
Date
Time

Doctor
Date
Time

Doctor
Date
Time

Doctor
Date
Time

Doctor
Date
Time
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Record of Doctor Visits

Doctor
Date
Time

Doctor
Date
Time

Doctor
Date
Time

Doctor
Date
Time

Doctor
Date
Time
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Record of Doctor Visits

Doctor
Date
Time

Doctor
Date
Time

Doctor
Date
Time

Doctor
Date
Time

Doctor
Date
Time
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Yearly Exams

*Please check with your doctor to include the exact dates.

My last Pap Smear was
My next Pap Smear will be

My last mammogram was
My next mammogram will be

My last physical was
My next physical will be
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Yearly Exams

*Please check with your doctor to include the exact dates.

My last Pap Smear was
My next Pap Smear will be

My last mammogram was
My next mammogram will be

My last physical was
My next physical will be
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Yearly Exams

*Please check with your doctor to include the exact dates.

My last Pap Smear was
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Yearly Exams

*Please check with your doctor to include the exact dates.

My last Pap Smear was
My next Pap Smear will be

My last mammogram was
My next mammogram will be

My last physical was
My next physical will be
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Telephone Numbers to Remember

ROSE Project . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 739-9511

Lumberton Radiological
Associates Information. . . . . . . . . . . . . . . . . . . . . . . . . . . . 671-4000

WiseWoman . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 671-3200

American Cancer Society . . . . . . . . . . . . . . . . . 1-800-227-2345

Medicare . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1-800-672-3071

South Robeson Medical Center.................. 628-6711

Julian T. Pierce Health Center.................... 521-2816

Maxton Medical Center. . . . . . . . . . . . . . . . . . . . . . . . . . . . 844-5253

Lumberton Health Center . . . . . . . . . . . . . . . . . . . . . . . 739-1666
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Notes
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MAMTRACK.DOC - 11/11/98 

 
 

 
STUDY   ID   NUMBER_____________________ 

 
Mammography Tracking Form 

 
 
 
NAME___________________________________________________DATE_________________________ 
 
Medical Record Number______________________________Date of  Mammogram_______ ____________ 
 

 
Mammogram ordered  by: 
 

MD Name   ____________________________________________________________ 
 

Clinic/Hospital  Name ____________________________________________________________ 
 

Address   ____________________________________________________________ 
 

City/State/Zip Code  ____________________________________________________________ 
 

Phone Number  ____________________________________________________________ 
 
 

 Mammography Visit  Type:  1 Screening 

2 12 Month Follow-up 

3 24 Month Follow-up 

4 Unscheduled 
 
Mammogram  performed  by: 
 

MD Name   ____________________________________________________________ 
 

Clinic/Hospital  Name ____________________________________________________________ 
 

Address   ____________________________________________________________ 
 

City/State/Zip Code  ___________________________________________________________ 
 

Phone Number  ___________________________________________________________ 
 
 
 
 



 
MAMTRACK.DOC - 11/11/98 

Summary of Mammography report (Mark one for each breast): 
Right   Left 

Negative        1   2 

Benign finding-negative      1   2 

Probably benign finding-short interval followup suggested  1   2 

Suspicious abnormality - biopsy should be considered   1   2 

Highly suggestive of malignancy     1   2 

Not done        1   2 
 
Other (Specify):__________________________________________________________ 

 
 
 
Was a referral made for follow-up care? 
 

1 YES     COMPLETE   ABNORMAL   MAMMOGRAPHY   FORM 

2 NO 
 
Next  mammogram  recommended: 

1 Immediately/ASAP 

2 Less than one year 

3 One Year 

4 Two Years 

5 Other (Specify):__________________________________________________________________ 
 
COMMENTS:______________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
Data Collected by___________________________________________________Date____________________ 









































 
 
 
 

HEALTH EDUCATION 
Participant Contact Documentation / Encounter Form 

 

VISIT 3 
 

 
 
Participant Name_______________________________________________ID Number________________ 
 
Telephone Number______________________________________________Race____________________ 
 

 
RECORD  OF  CALLS  AND  CONTACTS 

 
 
DAY 

 
DATE 

 
TIME 

 
COMMENTS 

 
CONTACT 

TYPE 

 
CONTACT 

CODE 

 
CHE  

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
CONTACT   CODES 
01 Participant Not Home     09 Appointment Scheduled 
02 No one Home      10 Completed Visit 
03 Busy/Call Back    11  Completed Telephone Contact 
04 Refused to Conduct Visit 
05 Refused to Schedule Visit   99 OTHER 
06 Broken Appointment, Rescheduled 
07 Broken Appointment, Not Rescheduled 
08 Call Back, Left Message 
 
CONTACT   TYPE - T = Telephone, I/P = In Person, M = Mail 
 



 
General Comments: 
 
_______________________________________________________________________________________ 
 
________________________________________________________________________________________ 
  
Questions Asked by Participant: 
 
_______________________________________________________________________________________ 
 
________________________________________________________________________________________ 
 
Barriers Reported: 
 
________________________________________________________________________________________ 
 
________________________________________________________________________________________ 
 
________________________________________________________________________________________ 
 
Materials / Information Given to Participant: 
 
________________________________________________________________________________________ 
 
________________________________________________________________________________________ 
 
Has the participant obtained a Mammogram since our last contact?  YES_____NO______ 
 
If  YES,When?________________________________Where?_____________________________________ 
 
Ask her to describe the experience_____________________________________________________________ 
 
________________________________________________________________________________________ 
 
If NO, Why Not?__________________________________________________________________________ 
 
Did you offer to assist participant. YES_____What type?____________________________ 
in scheduling a mammogram? 

NO_____Why Not?_____________________________ 
 

 
 
Mammogram Appointment Scheduled: YES____NO_____  DATE_______________________________ 
 
WHERE_____________________________________________________TIME_____________________ 
 

 
COMMENTS:____________________________________________________________________________ 
 
________________________________________________________________________________________ 
 
________________________________________________________________________________________ 
 



 
CHE Signature______________________________________________Date______________________________ 

 
Has the participant obtained a CBE since our last contact?  YES______NO_______If  YES, 
 
When?________________________________Where?____________________________________________ 
 
Ask her to describe the experience_____________________________________________________________ 
 
________________________________________________________________________________________ 
 
(If NO, offer to assist her in scheduling a CBE with her physician) 
 
 
 
Clinical Breast Exam  Appointment Scheduled:  YES_____ NO____DATE_________________________ 
 
WHERE____________________________________________________TIME______________________ 
 

 
COMMENTS:____________________________________________________________________________ 
 
________________________________________________________________________________________ 
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
Next Contact / Visit  Scheduled: YES______ NO________Why/Why Not?_______________________ 
 
________________________________________________________________________________________ 
 
When ______________________________________Time_________________________________________ 

(record date) 
 
BSE Training conducted YES____ NO______COMMENTS____________________________________ 
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
CHE’s Rating of Rapport with Participant:   

POOR 1   FAIR 2   GOOD 3   EXCELLENT 4 UNABLE TO DETERMINE  5 
CHE’s Rating of Participant’s Understanding of Materials/Information: 

POOR 1   FAIR 2   GOOD 3   EXCELLENT 4 UNABLE TO DETERMINE  5 
CHE’s Rating of Participant’s Overall Interest in Breast Cancer Screening: 

POOR 1   FAIR 2   GOOD 3   EXCELLENT 4 UNABLE TO DETERMINE  5 
 
COMMENTS: 
________________________________________________________________________________________ 
 
________________________________________________________________________________________ 
 
________________________________________________________________________________________ 

 
LENGTH  OF  VISIT: 

 


