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3 Month/Yearly Breast Thermogram 
 
 
 
Name: __________________________________________________ D.O.B. ________________ 
 
Address: ______________________________________________________________________ 
 
City: _________________________________________________ ST: _____ Zip: ____________ 
 
Phone: ___________________________(Home) __________________________________(Cell) 
 
E-mail:  _________________________________ Occupation:  ___________________________ 
 
 
PATIENT DISCLOSURE 
 
All information given in the questionnaire will remain strictly confidential and will only be 
divulged to the reporting thermologist and any other practitioner that you specify. 
 
I understand that the Report generated from my images is intended for use by trained health 
care providers to assist in evaluation, diagnosis and treatment. I further understand that the 
Report is not intended to be used by individuals for self-evaluation or self-diagnosis. I 
understand that the Report will not tell me whether I have any illness, disease, or other 
condition but will be an analysis of the Images with respect only to the thermographic findings 
discussed in the Report. 
 
By signing below, I certify that I have read and understand the statements above and consent 
to the examination. 
 
Patient Signature _______________________________________Today’s date _____________ 

 
Physician’s Name: ______________________________________Referred___  Send report ___ 
 
Thermographer’s Signature__________________________________   Date________________ 
 
 
 

Office Use Only 
 

Payment: ______EMI #:_______________ 
 
Scanned:  _____DTBS:_____B/U:_________ 
 
Email: ____Mailed: ___________Faxed:___ 
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Name___________________________________________ 
 
 
Updates since last thermogram 
 
Last mammogram, breast ultrasound, or breast MRI date and findings: 
 
 
 
 
 
Surgeries: 
 
 
 
 
 
Medication changes: 
 
 
 
 
 
Other Treatments: 
 
 
 
 
 

Have you recently had any of these breast symptoms? Right Breast Left Breast 
Pain   
     Does pain subside after menstrual cycle ends   
Tenderness   
     Does tenderness subside after menstrual cycle ends   
Lumps   
Change in breast size   
     Does change in breast size subside after menstrual cycle ends   
Areas of skin thickening or dimpling   
Secretions of the nipple   
 

All  Clinical Thermographers  
are trained and certified by the ACCT 
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Authorization to Use or Disclose Protected Health Information 
BRAS NW, Inc. dba BRAS Thermography 

 
Patient Name: __________________________________________________________________ 
 
Address: ______________________________________________________________________ 
 
Date of Birth: ____________________________  Date of Request: _______________________ 
 
As required by the Privacy Regulations, BRAS Thermography, may not use or disclose your protected 
health information except as provided in our Notice of Privacy Practices without your authorization. 
 
I hereby authorize this office and any of its employees to use or disclose my Patient Health Information 
to the following person(s), entity(s), or business associates of this office: 
 

EMI, Electronic Medical Interpretations 
 

Patient Health Information authorized to be disclosed: Thermal Images and related health history 
For the specific purpose of (describe in detail): Interpretation of said images 
 
 
Effective dates for this authorization_____/_____/_____ through _____/_____/_____. This 
authorization will expire at the end of this period. 
 
I understand that the information disclosed above may be re-disclosed to additional parties and no 
longer protected for reasons beyond our control. 
 
I understand I have the right to: 
 

1. Revoke this authorization by sending written notice to this office and that revocation will not 
affect this office’s previous reliance in the use or disclosure pursuant to this authorization. 

2. Knowledge of any remuneration involved due to any marketing activity as allowed by this 
authorization, and as a result of this authorization. 

3. Inspect a copy of Patient’s Health Information being used or disclosed under federal law. 
4. Refuse to sign this authorization. 
5. Receive a copy of this authorization. 
6. Restrict what is disclosed with this authorization. 

 
I understand that if I do not sign this document, it will not condition my treatment, payment, enrollment 
in a health plan, or eligibility of benefits whether or not I provide authorization to use or disclose 
protected patient health information. 
 
 
________________________________________________________________   _________________ 
Signature of Patient or Patient’s Authorized Representative                                                                      Date 
 
 
________________________________________________________________   __________________ 
Authorized Signature of Facility                                       Date 


