	 Breast Clinical Data

	Patient MRN:
	Person Collecting Data:

	Participant Study ID No:
	Person Entering Data:

	Breast Eligibility

	A1. Clinic (circle one):       1=SW Clinic       2=SE Clinic

A2. Patient Navigator Group Assignment (circle one):        1=Intervention        2=Comparison
A3. Type of Insurance

      ________ Carelink-1                                                             ________ Insured-6

      ________ Medicaid-2                                                            ________ BCCCP-7

      ________ Medicare-3                                                            ________ Other-8, specify:______________________________________
      ________ Private Pay-4                                                        ________ None-9

      ________ Combination-5, specify:________________________________________________________________________________ 
A4. Circle abnormality (Circle all that apply):      1=Abn MMG      2=Abn PP      3=Abn CBE      4=Other Pelvic Abn      
     

	[2]

	*Indicate the exam or test or condition that makes the patient eligible for this study:  
   FORMCHECKBOX 
 1 = Abnormal clinical breast exam requiring referral
         FORMCHECKBOX 
 4 = Abnormal MRI requiring referral [Skip to #13]
   FORMCHECKBOX 
 2 = Abnormal Screening Mammogram [Skip to #6]
         FORMCHECKBOX 
 5 = DCIS or invasive cancer with pathologic confirmation [Skip to #17]
   FORMCHECKBOX 
 3 = Abnormal Ultrasound requiring referral [Skip to #9]
             

	[3]


	*Abnormal Clinical Breast Exam (CBE)-health care provider confirmed breast mass or other abnormality suspicious for cancer prompting referral to specialist:  








 FORMCHECKBOX 
 1 = Breast mass [Skip to #5]

 FORMCHECKBOX 
 2 = Abnormality suspicious for cancer



	[4]

	*If abnormality suspicious for cancer prompting referral to specialist, specify type of abnormality:
   FORMCHECKBOX 
 A0 = No
                                                                                       FORMCHECKBOX 
 A2 = Skin change
   FORMCHECKBOX 
 A1 = Discharge                                                                  
         FORMCHECKBOX 
 A3 = Other, specify:____________________________________

	[5]






	*Date of abnormal Clinical Breast Exam (CBE) requiring referral: ​​​​​​​​​​​​​​​​​​​​​​​____ ____ / ____ ____ / ____ ____       FORMCHECKBOX 
=Unavailable




   

         





MM
           DD
            YY


      
A5. Was a prior test/evaluation done pertaining to the current abnormality?        1=Yes        2=No      3=Unavailable       
       Comments: __________________________________________________________________________________________________ 
NOTE: A previous annual screening MMG or CBE is considered to be a prior exam.

A5a. If answer is Yes,                                                                                  If Yes and two prior tests,                                                                                       

        Date of prior test: ____/____/_____       FORMCHECKBOX 
=Unavailable                    Date of 2nd prior test: ____/____/_____       FORMCHECKBOX 
=Unavailable

                                        MM   DD   YYYY                                                                                          MM   DD   YYYY      

        Specify type of prior test:      1=CBE      2=MMG                               Specify type of 2nd prior test:      1=CBE      2=MMG

A5b. Was the prior test normal?   1=Yes   2=No   3=Unknown                Was the 2nd prior test normal?   1=Yes   2=No   3=Unkown

A5c. If 2 or 3, was action taken to resolve test result previously?         If 2 or 3, was action taken to resolve 2nd test result previously?

        1=Yes and test result normalized                                                      1=Yes and test result normalized

        2=No                                                                                                     2=No

        3=Patient was contacted, did not follow up                                     3=Patient was contacted, did not follow up

        4=Other, specify____________________________________          4=Other, specify_______________________________________
        5=Unavailable                                                                                      5=Unavailable 

	[6]

	*BIRADS category of initial mammogram abnormality:
 FORMCHECKBOX 
   0 = BIRADS 0      FORMCHECKBOX 
 3 = BIRADS 3
   FORMCHECKBOX 
 A6 = BIRADS 6







                              FORMCHECKBOX 
 A1 = BIRADS 1      FORMCHECKBOX 
 4 = BIRADS 4         FORMCHECKBOX 
   6 = Other

                                                                                                  FORMCHECKBOX 
 A2 = BIRADS 2      FORMCHECKBOX 
 5 = BIRADS 5

A6. If abnormal CBE, BIRADS category of diagnostic mammogram:     FORMCHECKBOX 
   0 = BIRADS 0      FORMCHECKBOX 
 3 = BIRADS 3
   FORMCHECKBOX 
 A6 = BIRADS 6








                                                   FORMCHECKBOX 
 A1 = BIRADS 1      FORMCHECKBOX 
 4 = BIRADS 4       FORMCHECKBOX 
   6 = Other


                                                                                                                       FORMCHECKBOX 
 A2 = BIRADS 2      FORMCHECKBOX 
 5 = BIRADS 5



	[6a]

	*Specify “Other” category of initial  mammogram abnormality:
NOTE: List exact wording from mammogram report.
A6a. If abnormal CBE, Specify “Other” category of diagnostic mammogram abnormality:



	[7]

	*Date Abnormal Mammogram Completed:  
    ____ ____ / ____ ____ / ____ ____       FORMCHECKBOX 
=Unavailable
                   


   

        


MM
           DD
           YY
A7a. If abnormal CBE, date diagnostic mammogram completed:     ____ ____ / ____ ____ / ____ ____       FORMCHECKBOX 
=Unavailable

                   


   

        


                                MM
               DD
      YY

	[8]

	*Date of Abnormal Mammogram Report to:                      A9. If abnormal CBE, date diagnostic mammogram report to:
 Physician: ____/____/_____       FORMCHECKBOX 
=Unavailable                       Physician: ____/____/_____       FORMCHECKBOX 
=Unavailable
                     MM   DD   YYYY                                                                           MM    DD   YYYY
A8. Patient: ____/____/_____       FORMCHECKBOX 
=Unavailable              A9a. Patient: ____/____/_____       FORMCHECKBOX 
=Unavailable       

                      MM   DD   YYYY                                                                    MM    DD   YYYY        
A10. If abnormal MMG, were there prior MMGs?        1=Yes        2=No        3=Unknown

A11. If there were prior MMGs, location of MMG:        1=Brady Green        2=CTRC        3=Other, specify:_________________________
A12. Date that clinic scheduled first follow-up appointment for abnormality: ____/____/_____       FORMCHECKBOX 
=Unavailable 

                                                                                                                                   MM    DD   YYYY           

A13. Did navigator intervene to expedite appointment?      1=Yes      2=No      3=Unknown

         If Yes, 

         Date that navigator scheduled follow-up appointment for abnormality: ____/____/_____       FORMCHECKBOX 
=Unavailable 

                                                                                                                                   MM   DD   YYYY  

A14. Date that first follow-up appointment for abnormality occurred: ____/____/_____       FORMCHECKBOX 
=Unavailable 

                                                                                                                       MM   DD   YYYY        

A15. Place of first follow-up appointment:

        ________ CTRC mammography-1

        ________ Brady Green mammography-2

        ________ Other site mammography-3

        ________ UT surgical oncology-4

        ________ Other surgery-5

        ________ Other-6, please specify ________________________________________________________________________________   

A16. What was done at first abnormal MMG or CBE follow-up: (Mark only one)
        ________ No treatment-1

        ________ Additional MMG views only-2

        ________ Additional MMG views plus biopsy-3

        ________ Radiologic biopsy only-4

        ________ Surgical biopsy-5

        ________ Surgery evaluation only-6

        ________ Surgery evaluation plus radiologic biopsy-7

        ________ Other-8, specify:______________________________________________________________________________________

A17. Follow-up appointments (only those related to abnormal MMG or CBE exam):

         Type:                          Doctor or Nurse Practitioner:   Date appt scheduled (MM/DD/YYYY):    Date appt occurred (MM/DD/YYYY):

         ________________    ________________________    _______________________________     _____________________________

         ________________    ________________________    _______________________________     _____________________________

         ________________    ________________________    _______________________________     _____________________________

         ________________    ________________________    _______________________________     _____________________________

         ________________    ________________________    _______________________________     _____________________________

         ________________    ________________________    _______________________________     _____________________________

         ________________    ________________________    _______________________________     _____________________________

         ________________    ________________________    _______________________________     _____________________________

         ________________    ________________________    _______________________________     _____________________________

         ________________    ________________________    _______________________________     _____________________________

         ________________    ________________________    _______________________________     _____________________________

         ________________    ________________________    _______________________________     _____________________________

         ________________    ________________________    _______________________________     _____________________________

         ________________    ________________________    _______________________________     _____________________________

         ________________    ________________________    _______________________________     _____________________________

                                                                                                                                                                 [Skip to #18]

	[9]






	*Ultrasound-indeterminate or suspicious solid lesion, non-simple cyst. Preferably categorize by BIRADS system as 0, 3, 4, 5:





 FORMCHECKBOX 
   0 = BIRADS 0       FORMCHECKBOX 
 3 = BIRADS 3
    FORMCHECKBOX 
 A6 = BIRADS 6
                                        FORMCHECKBOX 
 A1 = BIRADS 1      FORMCHECKBOX 
 4 = BIRADS 4         FORMCHECKBOX 
    6 = Other


                                        FORMCHECKBOX 
 A2 = BIRADS 2      FORMCHECKBOX 
 5 = BIRADS 5
 






                                                                                                                                [If response #0-5, skip to #11]

NOTE: BIRADS 3 usually prompts follow-up at 6 months with resolution determined at that time.



	[10]

	*Type of “Other” finding for ultrasound:

	[11]

	*Date Abnormal Ultrasound Completed:  
____ ____ / ____ ____ / ____ ____
      FORMCHECKBOX 
=Unavailable




   

     

     MM
       DD
       YY


	[12]

	*Date of Abnormal Ultrasound Report:  
____ ____ / ____ ____ / ____ ____
      FORMCHECKBOX 
=Unavailable







     MM
       DD
        YY







       [Skip to #18]

	[13]

	*Category of initial MRI abnormality:
 FORMCHECKBOX 
   0 = BIRADS 0      FORMCHECKBOX 
 3 = BIRADS 3
   FORMCHECKBOX 
 A6 = BIRADS 6
                                                                     FORMCHECKBOX 
 A1 = BIRADS 1      FORMCHECKBOX 
 4 = BIRADS 4         FORMCHECKBOX 
 6 = Other


                                                                     FORMCHECKBOX 
 A2 = BIRADS 2      FORMCHECKBOX 
 5 = BIRADS 5

               


                                                                                                                                                 

                                                                                                                                                                       [If response #0-5, skip to #15]


	[14]

	*”Other” abnormality found on initial MRI:

	[15]

	*Date Abnormal MRI Completed:

____ ____ / ____ ____ / ____ ____
      FORMCHECKBOX 
=Unavailable







     MM
       DD
        YY




	[16]

	*Date of Abnormal MRI Report:
____ ____ / ____ ____ / ____ ____       FORMCHECKBOX 
=Unavailable




   
     
     MM
       DD
        YY








      [Skip to # 18]



	[17]

	*Date of previous diagnosis of DCIS or invasive breast cancer without prior treatment:  
 ____ ____ / ____ ____ / ____ ____
       FORMCHECKBOX 
=Unavailable
       MM
        DD
        YY      

NOTE: THIS DATE MUST BE OBTAINED FROM THE PATH REPORT.  







      [Skip to # 44]

	

	*Required



	Patient Navigator - Breast Clinical Data

	Patient MRN:
	Person Collecting Data:

	Participant Study ID No:
	Person Entering Data:

	Breast Diagnostic Work - Up

	

	[18]

	*Was a definitive breast diagnostic test completed?
 FORMCHECKBOX 
1= Yes  [Skip to #23]










 FORMCHECKBOX 
0 = No
NOTE: Patients who are lost-to-follow-up or non-compliant with recommended tests, consults, or procedures will be followed for a minimum of 6 months.

	[19]

	 Reason breast diagnostic work-up not completed:  


 FORMCHECKBOX 
1 = Patient refused
        



 FORMCHECKBOX 
4 = Deceased

 FORMCHECKBOX 
2 = Unknown reason for non-completion
 FORMCHECKBOX 
5 = Comorbidities/complications prevented completion

 FORMCHECKBOX 
3 = Moved from area




 FORMCHECKBOX 
6 = Other





       
  [If response #1-5, skip to #21]

	[20]

	 “Other” reason breast diagnostic work-up not completed:

	[21]

	*If no definitive breast diagnostic test was conducted, what was the last test ordered?

 FORMCHECKBOX 
1= Diagnostic Mammogram

     
     

 FORMCHECKBOX 
6 = Stereotactic Core Biopsy


 FORMCHECKBOX 
11 = Other

 FORMCHECKBOX 
2 = Breast Ultrasound (follow-up)



 FORMCHECKBOX 
7 = Ultrasound-Guided Core Biopsy


 FORMCHECKBOX 
3 = Breast MRI






 FORMCHECKBOX 
8 = Core biopsy without imaging guidance


 FORMCHECKBOX 
4 = Excisional Biopsy, Wire/Needle Localization
 FORMCHECKBOX 
9 = Clinical Assessment ONLY


 FORMCHECKBOX 
5 = Fine-needle Aspiration Biopsy 


 FORMCHECKBOX 
10 = None












     [If Response #1-10 answer A18-A24, then skip to #47]

	[22]

	*If no definitive breast diagnostic test was conducted, what was the last “Other” test ordered? 





















        [Answer A18-A24, Then Skip to #47]

	[23]

	*Breast diagnostic test that resulted in definitive diagnosis or resolution of abnormality:


 FORMCHECKBOX 
1= Excisional Biopsy, Wire/Needle Localization [Skip to #24]

 FORMCHECKBOX 
6 = Breast MRI [Skip to #34]     
     


 FORMCHECKBOX 
2 =
Stereotactic Core Biopsy [Skip to #26]     



 FORMCHECKBOX 
7 = Breast Ultrasound (follow-up) [Skip to #36]

 FORMCHECKBOX 
3 =
Ultrasound-Guided Core Biopsy [Skip to #28]


     
 FORMCHECKBOX 
8 = Diagnostic Mammogram [Skip to #39]

 FORMCHECKBOX 
4 = Core Biopsy without imaging guidance [Skip to #30]


 FORMCHECKBOX 
9 = Clinical Assessment ONLY [Skip to #40]

 FORMCHECKBOX 
5 = Fine-needle Aspiration Biopsy [Skip to #32]



 FORMCHECKBOX 
10 = Other [SKIP TO #42]
NOTE: If more than one test resulted in diagnosis or resolution, list the most definitive test, with response #1 being most definitive and #10 being least definitive.

	[24]

	*Results of Breast Excisional biopsy, wire/needle localization resulting in definitive diagnosis (Mark all that apply):


 FORMCHECKBOX 
1   = Benign tissue (includes fibrocystic

 FORMCHECKBOX 
5 = Lobular carcinoma in situ (LCIS)



  disease, metaplasia, typical ductal



  hyperplasia, adenosis)
  






 FORMCHECKBOX 
2   = Cyst





 FORMCHECKBOX 
6   = Ductal carcinoma in situ (DCIS)





 FORMCHECKBOX 
3   = Fibroadenoma




 FORMCHECKBOX 
7   = Invasive Cancer (circle one): 

                                                                                          A7a=lobular      A7b=ductule      A7c=other, specify______________________

           FORMCHECKBOX 
4   = Atypical Ductal Hyperplasia


 FORMCHECKBOX 
8   = Other

       
                                                                                                                                                                    [If response #1 – 7. skip to #45]

NOTE: If more than one finding is reported on biopsy, list the most advanced, with Invasive cancer (7) being most advanced and Benign tissue (1) being least advanced.

	

	*“Other” results of breast excisional biopsy resulting in definitive diagnosis:




















       [Skip to #45]

	

	* Required


	Patient Navigator - Breast Clinical Data

	Patient MRN: 
	Person Collecting Data:

	Participant Study ID No:
	Person Entering Data:

	Breast Diagnostic Work – Up (Cont’d)

	

	[26]

	*Results of Stereotactic Core Biopsy, resulting in definitive diagnosis (Mark all that apply):


 FORMCHECKBOX 
1 = Benign tissue (includes fibrocystic disease, 

 FORMCHECKBOX 
5 = LCIS



metaplasia, typical ductal hyperplasia, adenosis)

 FORMCHECKBOX 
6 = DCIS









 FORMCHECKBOX 
2 = Cyst








 FORMCHECKBOX 
7 = Invasive Cancer (circle one):
                                                                                                           

                                                                                                                     A7a=lobular   A7b=ductule   A7c=other, specify________________

           FORMCHECKBOX 
3 = Fibroadenoma






 FORMCHECKBOX 
8 = Other
       


         

 FORMCHECKBOX 
4 = Atypical Ductal Hyperplasia                                                                                                     If response #1 – 7. skip to #45]
NOTE: If more than one finding is reported on biopsy, list the most advanced, with

            Invasive Cancer (7) being most advanced and Benign Tissue (1) being least advanced.

	[27]

	*“Other” results of Stereotactic Core Biopsy resulting in definitive diagnosis. 





























       [Skip to #45]

	[28]

	*Results of Ultrasound-guided Core Biopsy, resulting in definitive diagnosis (Mark all that apply):


 FORMCHECKBOX 
1 = Benign tissue (includes fibrocystic disease, 

 FORMCHECKBOX 
5 = LCIS



metaplasia, typical ductal hyperplasia, adenosis)

 FORMCHECKBOX 
6 = DCIS









 FORMCHECKBOX 
2 = Cyst








 FORMCHECKBOX 
7 = Invasive Cancer (circle one):
                                                                                                                     A7a=lobular   A7b=ductule   A7c=other, specify_______________

           FORMCHECKBOX 
3 = Fibroadenoma






 FORMCHECKBOX 
8 = Other
       


         

 FORMCHECKBOX 
4 = Atypical Ductal Hyperplasia                                                                                                    [If response #1 – 7. skip to #45]
NOTE: If more than one finding is reported on biopsy, list the most advanced, with

            Invasive Cancer (7) being most advanced and Benign Tissue (1) being least advanced.

	[29]

	*“Other” results of Ultrasound-guided Core Biopsy resulting in definitive diagnosis. 




























       [Skip to #45]

	[30]

	*Results of  Core Biopsy without imaging guidance resulting in definitive diagnosis (Mark all that apply):


 FORMCHECKBOX 
1 = Benign tissue (includes fibrocystic disease, 

 FORMCHECKBOX 
5 = LCIS



metaplasia, typical ductal hyperplasia, adenosis)

 FORMCHECKBOX 
6 = DCIS









 FORMCHECKBOX 
2 = Cyst








 FORMCHECKBOX 
7 = Invasive Cancer (circle one):
                                                                                                                     A7a=lobular   A7b=ductule   A7c=other, specify________________


 FORMCHECKBOX 
3 = Fibroadenoma






 FORMCHECKBOX 
8 = Other
       


         

 FORMCHECKBOX 
4 = Atypical Ductal Hyperplasia                                                                                                    [If response #1 – 7. skip to #45]
NOTE: If more than one finding is reported on biopsy, list the most advanced, with

            Invasive Cancer (7) being most advanced and Benign Tissue (1) being least advanced.

	[31]

	*“Other” results of Core Biopsy without imaging guidance resulting in definitive diagnosis. 



       [Skip to #45]



	[32]

	*Results of Fine-needle Aspiration Biopsy resulting in definitive diagnosis (Mark all that apply):


 FORMCHECKBOX 
1 = Benign tissue (includes fibrocystic        FORMCHECKBOX 
2 = Cyst
             FORMCHECKBOX 
4 = Invasive Cancer (circle one):

                     

                    disease, metaplasia, typical ductal       FORMCHECKBOX 
3 = Fibroadenoma                A7a=lobular   A7b=ductule   A7c=other, specify__________ 

                    hyperplasia, adenosis)                                                                FORMCHECKBOX 
5 = Other















                                      [If response #1 – 4. skip to #45]
NOTE 1: SUSPICIOUS FINDINGS WOULD NOT BE DEFINITIVE.

NOTE 2: If more than one finding is reported on biopsy, list the most advanced, with

               Invasive Cancer (4) being most advanced and Benign Tissue (1) being least advanced. 

	[33]

	*“Other” results of Fine-needle Aspiration Biopsy resulting in definitive diagnosis. 





       [Skip to #45]

	[34]

	*Results of Breast MRI resulting in definitive diagnosis:
 FORMCHECKBOX 
1 = BIRADS 1

 FORMCHECKBOX 
4 = Consistent with benign lesion











 FORMCHECKBOX 
2 = BIRADS 2

 FORMCHECKBOX 
5 = Other













 FORMCHECKBOX 
3 = BIRADS 3




  [If response #1-4, skip to #45]
NOTE: DO NOT ADD SUSPICIOUS LESION



	[35]

	*“Other” results of Breast MRI resulting in definitive diagnosis:








       [Skip to #45]

	

	*Required


	Patient Navigator  - Breast Clinical Data

	Patient MRN:
	Person Collecting Data:

	Participant Study ID No:
	Person Entering Data:

	Breast Diagnostic Work – Up (Cont’d)

	

	[36]

	*BIRADS Results of Breast Ultrasound resulting in definitive diagnosis:









 FORMCHECKBOX 
1 = BIRADS 1

 FORMCHECKBOX 
3 = BIRADS 3








 FORMCHECKBOX 
2 = BIRADS 2

 FORMCHECKBOX 
4 = No BIRADS result given

NOTE: DO NOT ADD BIRADS 4 OR 5 OR SUSPICIOUS LESION BECAUSE THAT WOULD NOT BE THE DEFINITIVE DIAGNOSIS.

	[37]

	*Results of Breast Ultrasound resulting in definitive diagnosis other than BIRADS classification:



 FORMCHECKBOX 
1 = Consistent with cyst



 FORMCHECKBOX 
4 = Consistent with other benign lesion


 FORMCHECKBOX 
2 = Consistent with fibroadenoma

           FORMCHECKBOX 
5 = No results other than BIRADS classification


 FORMCHECKBOX 
3 = No lesion seen




 FORMCHECKBOX 
6 = Other





        

 















         [If response #1 – 5. skip to #45]

	[38]

	*“Other” non-BIRADS results of breast ultrasound resulting in definitive diagnosis:





















       [Skip to #45]

	[39]

	*Results of Diagnostic Mammogram resulting in definitive diagnosis:  
 FORMCHECKBOX 
1 = BIRADS 1














 FORMCHECKBOX 
2 = BIRADS 2














 FORMCHECKBOX 
3 = BIRADS 3
 



       

NOTE: DO NOT ADD BIRADS 4, 5, OR 6













       [Skip to #45]

	[40]

	*Results of Clinical Assessment Only resulting in definitive diagnosis:





 FORMCHECKBOX 
1 = Benign or normal breast tissue





 FORMCHECKBOX 
2 = Invasive Cancer





 FORMCHECKBOX 
3 = Other










     [If response #1 or 2. skip to #46]

	[41]

	*“Other” Results of Clinical Assessment Only resulting in definitive diagnosis:






       [Skip to #45]

	[42]

	*Did another diagnostic test(s) not listed above result in definitive diagnosis?
    FORMCHECKBOX 
1= Yes














    FORMCHECKBOX 
0= No [If No, SKIP to #44]

	[43]

	*Specify type of “Other” diagnostic test (specified in #42) resulting in definitive diagnosis:





















       [Skip to #45]

	[44]






	*Pathology results of preexisting, untreated breast cancer:










 FORMCHECKBOX 
1 = DCIS of breast









 FORMCHECKBOX 
2 = Invasive ductal carcinoma of breast









 FORMCHECKBOX 
3 = Invasive lobular carcinoma of breast


 [After response. skip to #56]

	[45]

	*Date Breast Diagnostic test that resulted in definitive Diagnosis



 or resolution of abnormality ORDERED:
​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​

____ ____ / ____ ____ / ____ ____       FORMCHECKBOX 
=Unavailable



   
     

     






      MM
       DD
        YY
NOTE: THIS DATE MUST BE OBTAINED FROM EVIDENCE FOUND IN THE MEDICAL RECORD:

Level 1 – notation of the date diagnostic test scheduling was done

Level 2 – if level 1 not available, the date the referral form, if any, was completed

Level 3 – if levels 1 and 2 not available, the date the test was recommended in the provider’s notes.

	[46]

	*Date Breast Diagnostic test that resulted in definitive Diagnosis COMPLETED:
​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​
  ____ ____ / ____ ____ / ____ ____       FORMCHECKBOX 
=Unavailable
   
     


     







    


       MM
         DD
          YY


NOTE: “Date test completed” is the date the test was performed.


A18. If no date, is evaluation continuing?        1=Yes        2=No        3=Unknown                            

A19. Has patient missed scheduled appointments or experienced delay for abnormal test?      1=Yes      2=No      3=Unknown
        If Yes, specify:

        ________ Yes, reason unknown-1
        ________ Yes, sought treatment elsewhere-2
        ________ Yes, wasn’t aware of appointment-3
        ________ Yes, no transportation-4
        ________ Yes, had to work-5
        ________ Yes, no child care-6
        ________ Yes, chooses not to pursue care now-7
        ________ Yes, insurance/Carelink lapse-8
        ________ Comorbidity, needs other appointments-9
        ________ Other-10, please specify ______________________________________________

A20. Has there been difficulty reaching the patient?      1=Yes      2=No      3=Unknown
        If Yes, specify:
        ________ Yes, changed/lost phone number-1
        ________ Changed/lost address-2
        ________ Other-3, please specify________________________________________________

A21. Number of missed appointments:________

A22. Has patient attended appointment, but not provider was available to see patient?      1=Yes      2=No      3=Unknown
        If Yes, specify why:

        ______ Provider was not available to see patient

        ______ Patient showed up at the wrong clinic

        ______ Patient showed up at the wrong time

        ______ Patient left before being called in

        ______ Scheduling conflicts, specify_____________________________________________________________________________

        ______ Other, specify__________________________________________________________________________________________

A23. Has a comorbidity delayed patient care?      1=Yes      2=No      3=Unavailable

A24. If yes, which comorbidity(ies) caused the delay? (Mark all that apply)

        ______ Myocardial Infarction                                      ______ Congestive Heart Failure

        ______ Peripheral Vascular Disease                          ______ Cerebrovascular Disease

        ______ Dementia                                                          ______ Chronic Pulmonary Disease

        ______ Connective Tissue Disease                            ______ Peptic Ulcer Disease

        ______ Mild Liver Disease                                           ______ Moderate/Severe Liver Disease

        ______ Diabetes Mellitus without complications      ______ Diabetes Mellitus with complications

        ______ Hemiplegia or Paraplegia                               ______ Renal Disease

        ______ AIDS                                                                 ______ Other comorbidity(ies), specify________________________________

                                                              [If definitive treatment was completed for the abnormality, answer A25-A25b, then SKIP TO #56]

                                                                                                [If definitive treatment was not completed for the abnormality, SKIP TO #56]

	

	* Required


	Patient Navigator  - Breast Clinical Data

	Patient MRN:
	Person Collecting Data:

	Participant Study ID No:
	Person Entering Data:

	Breast Diagnostic Tests Completed that did NOT Result in Definitive Diagnosis

	A25. Has a follow-up appointment post definitive treatment for the breast abnormality been arranged?

         1=Yes        2=No      3=Unknown
A25a. If yes, give date for follow-up appointment: ____/____/_____       FORMCHECKBOX 
=Unavailable 

                                                                                      MM   DD   YYYY           

A25b. If no, give reason:

           ________ Patient refuses follow-up

           ________ Care provider does not believe follow-up is indicated

           ________ Other, specify_________________________________



	[47]

	Follow-Up Breast Imaging: Was diagnostic mammogram completed?
 FORMCHECKBOX 
1 = Yes














 FORMCHECKBOX 
0 = No

	[48]

	Follow-Up Breast Imaging: Was ultrasound completed?

 FORMCHECKBOX 
1 = Yes












 FORMCHECKBOX 
0 = No

	[49]

	Follow-Up Breast Imaging: Was MRI completed?

 FORMCHECKBOX 
1 = Yes











 FORMCHECKBOX 
0 = No

	[50]

	Follow-Up: Was excisional biopsy with wire/needle localization completed?
 FORMCHECKBOX 
1 = Yes















 FORMCHECKBOX 
0 = No

	[51]

	Follow-Up: Was fine-needle biopsy completed?
 FORMCHECKBOX 
1 = Yes










 FORMCHECKBOX 
0 = No

	[52]

	Follow-Up: Was stereotactic core biopsy completed?
 FORMCHECKBOX 
1 = Yes











 FORMCHECKBOX 
0 = No

	[53]

	Follow-Up: Was ultrasound-guided core biopsy completed?

 FORMCHECKBOX 
1 = Yes













 FORMCHECKBOX 
0 = No

	[54]

	Follow-Up: Was other core biopsy without radiologic guidance completed?
 FORMCHECKBOX 
1 = Yes















 FORMCHECKBOX 
0 = No

	[55]

	Follow-Up: Was breast consultation completed?

 FORMCHECKBOX 
1 = Yes











 FORMCHECKBOX 
0 = No

	

	* Required


	Patient Navigator  - Breast Clinical Data

	Patient MRN:
	Person Collecting Data:

	Participant Study ID No:
	Person Entering Data:

	Definitive Diagnosis

	

	[56]

	*Final diagnosis of breast abnormality meeting inclusion criteria:

 FORMCHECKBOX 
1 = Cancer (includes in-situ)













 FORMCHECKBOX 
0 = Non-cancer resolution [STOP]

	[57]

	*Specific breast cancer diagnosis (Mark all that apply):
 FORMCHECKBOX 
   1 = DCIS of breast









           FORMCHECKBOX 
   2 = Invasive ductal carcinoma of breast









           FORMCHECKBOX 
   3 = Invasive lobular carcinoma of breast










           FORMCHECKBOX 
   4 = Other
                                                                                                   FORMCHECKBOX 
A5 = LCIS of breast


















  [If response #1-3. skip to #59]

	[58]

	* ”Other” specific breast cancer diagnosis:  

	

	* Required


	Patient Navigator - Breast Clinical Data

	Patient MRN:
	Person Collecting Data:

	Participant Study ID No:
	Person Entering Data:

	Consultation / Referral

	

	[59]

	 Was patient referred to an oncologist, surgeon, or other specialist?

 FORMCHECKBOX 
1 = Yes, referred to oncologist (medical and/or radiation)














 FORMCHECKBOX 
2 = Yes, referred to surgical oncologist














 FORMCHECKBOX 
3 = Yes, referred to general surgeon


















    [If response 1-3, skip to #61]














 FORMCHECKBOX 
4 = Yes, referred to other type specialist














 FORMCHECKBOX 
5 = No [Skip to #65]

NOTE:  Specialists are defined for this study as working in the fields of general surgery, surgical oncology, gynecology,


   gynecologic oncology, urology, gastroenterology, medical oncology, internal medicine, radiology, and proctology.


   Evidence for a referral to a specialist will be a note in the medical record for the referral and/or a copy of the referral form.

	[60]

	Specify other type specialist (i.e., not oncologist or surgeon) to whom patient was referred.

	[61]

	Date consultation with oncologist, surgeon, or other specialist ORDERED:















 ____ ____ / ____ ____ / ____ ____       FORMCHECKBOX 
=Unavailable





   
     


     





       MM
         DD
         YY


NOTE:  This date must be obtained from evidence found in the medical record:


    Level 1 – notation of the date consultation scheduling was done


    Level 2 – if level 1 not available, the date the referral form, if any, was completed


    Level 3 – if levels 1 and 2 not available, the date the consultation was recommended in the provider’s notes

	[62]

	Date Consultation with oncologist, surgeon, or other specialist COMPLETED:
 

____ ____ / ____ ____ / ____ ____        FORMCHECKBOX 
=Unavailable
                                                                                                        [Skip to #65]
     MM
       DD
        YY
















          [IF NOT COMPLETED, GO TO #63]
NOTE: Patients who are lost-to-follow-up or non-compliant with recommended tests, consults, or procedures will be followed for a 
  minimum of 6 months.

	[63]

	Reason consultation with oncologist, surgeon, or other specialist not completed:


 FORMCHECKBOX 
1 = Patient Refused




 FORMCHECKBOX 
4 = Deceased



      FORMCHECKBOX 
6 = Other


 FORMCHECKBOX 
2 = Unknown reason for non-completion
 FORMCHECKBOX 
5 = Comorbidities/complications 


 FORMCHECKBOX 
3 = Moved from area





prevented completion



  [if response #1-5, skip to #65]

	[64]

	Other reason consultation with oncologist, surgeon, or other specialist not completed:



	

	* Required


	Patient Navigator - Breast Clinical Data

	Patient MRN:
	Person Collecting Data:

	Participant Study ID No:
	Person Entering Data:

	Stage of Disease

	

	[65]

	*Report cancer stage data source.  
CHOOSE ALL THAT APPLY








 FORMCHECKBOX 
1 = Pathology Report(s)




 FORMCHECKBOX 
3 = Cancer registry data







 FORMCHECKBOX 
2 = Medical records, not path reports directly

 FORMCHECKBOX 
4 = Patient or family self-report

NOTE: This should be PATHOLOGICAL stage.


	[70]

	*What was the disease stage when breast cancer was diagnosed?

 FORMCHECKBOX 
0 = Stage 0




 FORMCHECKBOX 
3 = Stage III (Includes IIIA, IIIB, and IIIC)
  FORMCHECKBOX 
9 = Unknown if staging completed

 FORMCHECKBOX 
1 = Stage I




 FORMCHECKBOX 
4 = Stage IV


 FORMCHECKBOX 
2 = Stage II (Includes IIA and IIB)

 FORMCHECKBOX 
8 = Staging completed, stage data missing
NOTE: Use TNM.

	[71]

	Breast tumor size in cm:  

	[72]

	Were axillary nodes evaluated?

 FORMCHECKBOX 
1 = Yes








 FORMCHECKBOX 
0 = No  [Skip to #74]

	[73]

	Number of positive axillary nodes:

	[74]

	Was sentinel lymph node evaluation completed?

 FORMCHECKBOX 
1 = Yes











 FORMCHECKBOX 
0 = No  [Skip to #76]

	[75]

	Was sentinel lymph node evaluation positive?

 FORMCHECKBOX 
1 = Yes











 FORMCHECKBOX 
0 = No

	[76]

	Was there involvement of other regional lymph node(s) (e.g., supraclavicular, internal mammary nodes)?
 FORMCHECKBOX 
1 = Yes



















 FORMCHECKBOX 
0 = No
NOTE: This helps to differentiate from metastases.





	[77]

	Did the breast cancer metastasize?

 FORMCHECKBOX 
1 = Yes



        FORMCHECKBOX 
2 = Unknown (no evidence of evaluation) [Skip to #85]
NOTE: This refers to DISTANT metastasis.
 FORMCHECKBOX 
0 = No  [Skip to #85]

	[78]

	What site(s) did breast cancer metastasize to?
  CHOOSE ALL THAT APPLY







 FORMCHECKBOX 
1 = Liver

 FORMCHECKBOX 
3 = Bone

 FORMCHECKBOX 
5 = Other  [Go to #84]







 FORMCHECKBOX 
2 = Lung

 FORMCHECKBOX 
4 = Brain





     [if response 1-4 Skip to #85]

	[84]

	What “Other” sites did cancer metastasize to?



	[85]

	Estrogen Receptor Status:  

 FORMCHECKBOX 
0 = Negative

 FORMCHECKBOX 
2 = Unknown/Not performed







 FORMCHECKBOX 
1 = Positive

 FORMCHECKBOX 
3 = Equivocal

	[86]

	Progesterone Receptor Status:  
 FORMCHECKBOX 
0 = Negative

 FORMCHECKBOX 
2 = Unknown/Not performed








 FORMCHECKBOX 
1 = Positive

 FORMCHECKBOX 
3 = Equivocal

	[87]

	HER2neu Status:


 FORMCHECKBOX 
0 = Negative

 FORMCHECKBOX 
2 = Unknown/Not performed








 FORMCHECKBOX 
1 = Positive

 FORMCHECKBOX 
3 = Equivocal

NOTE 1: HER2neu is equivalent to C-ERB2.

NOTE 2: “Positive” is either any positivity by FISH assay or > 3 positivity by IHC (immunohistochemical) assay.

	

	* Required


	Patient Navigator - Breast Clinical Data

	Patient MRN:
	Person Collecting Data:

	Participant Study ID No:
	Person Entering Data:

	Clinical Trials

	

	[88]

	Is the patient enrolled in a clinical trial?

 FORMCHECKBOX 
1 = Yes









 FORMCHECKBOX 
0 = No  [Skip to #91]

	[89]

	Date enrolled in clinical trial:







____ ____ / ____ ____ / ____ ____
      FORMCHECKBOX 
=Unavailable



   
     

     MM
       DD
       YY


	[90]

	What was the name of the experimental/investigational agent(s) or treatment(s)?


	[91]

	If not on a clinical trial, why?
 FORMCHECKBOX 
1 = Patient refused

 FORMCHECKBOX 
3 = Eligible but not offered


 FORMCHECKBOX 
5 = Unknown






 FORMCHECKBOX 
2 = Patient not eligible
 FORMCHECKBOX 
4 = No relevant trials at this site

	

	* Required


	Patient Navigator - Breast Clinical Data

	Patient MRN:
	Person Collecting Data:

	Participant Study ID No:
	Person Entering Data:

	Breast Cancer Treatment

	[92]

	*Was lumpectomy completed as part of primary therapy?
 FORMCHECKBOX 
1 = Yes












 FORMCHECKBOX 
0 = No  [Skip to #94]

	[93]

	*Date of lumpectomy:









____ ____ / ____ ____ / ____ ____
      FORMCHECKBOX 
=Unavailable



   
     

      MM
       DD
        YY


	[94]

	Was lumpectomy recommended as part of primary therapy?

 FORMCHECKBOX 
1 = Yes, recommended



 FORMCHECKBOX 
3 = Yes, but chose other treatment
 FORMCHECKBOX 
5 = Unknown if recommended
 FORMCHECKBOX 
2 = Yes, but patient refused all treatment
 FORMCHECKBOX 
4 = No, not recommended


 FORMCHECKBOX 
6 = Other

















  [If response #1-5, skip to #96]

	[95]

	If “Other” selected for [lumpectomy recommended as part of primary therapy], specify “Other” type of recommendation.



	[96]

	*Was mastectomy completed as part of primary therapy?
 FORMCHECKBOX 
1 = Yes












 FORMCHECKBOX 
0 = No  [Skip to #98]

	[97]

	*Date of mastectomy:









____ ____ / ____ ____ / ____ ____
      FORMCHECKBOX 
=Unavailable



   
     

      MM
       DD
        YY


	[98]

	Was mastectomy recommended as part of primary therapy?

 FORMCHECKBOX 
1 = Yes, recommended



 FORMCHECKBOX 
3 = Yes, but chose other treatment
 FORMCHECKBOX 
5 = Unknown if recommended

 FORMCHECKBOX 
2 = Yes, but patient refused all treatment
 FORMCHECKBOX 
4 = No, not recommended


 FORMCHECKBOX 
6 = Other
  


















[If response #1-5, skip to #100]

	[99]

	If “Other” selected for [mastectomy recommended as part of primary therapy], specify other type of recommendation.


	[100]

	*Was external radiation therapy given as part of primary therapy?

 FORMCHECKBOX 
1 = Yes














 FORMCHECKBOX 
0 = No  [Skip to #104]

	[101]

	*Date of radiation therapy Start:








____ ____ / ____ ____ / ____ ____
      FORMCHECKBOX 
=Unavailable



   
     

    
     MM
       DD
       YY


	[102]

	Date of radiation therapy stop:








____ ____ / ____ ____ / ____ ____
      FORMCHECKBOX 
=Unavailable



   
     

    
     MM
       DD
       YY


	[103]

	Number of days of radiation therapy:

	[104]

	Was external radiation therapy recommended as part of primary therapy?

 FORMCHECKBOX 
1 = Yes, recommended



 FORMCHECKBOX 
3 = Yes, but chose other treatment
 FORMCHECKBOX 
5 = Unknown if recommended

 FORMCHECKBOX 
2 = Yes, but patient refused all treatment
 FORMCHECKBOX 
4 = No, not recommended


 FORMCHECKBOX 
6 = Other

















          [If response #1-5, skip to #106]

	

	* Required


	Patient Navigator - Breast Clinical Data

	Patient MRN:
	Person Collecting Data:

	Participant Study ID No:
	Person Entering Data:

	Breast Cancer Treatment (Cont’d)

	

	[105]

	If “Other” selected for [external radiation therapy recommended as part of primary therapy], specify other type of recommendation.



	[106]

	*Was chemotherapy given as part of primary therapy?

 FORMCHECKBOX 
1 = Yes












 FORMCHECKBOX 
0 = No  [Skip to #111]

	[107]

	*Date of chemotherapy start:








____ ____ / ____ ____ / ____ ____
      FORMCHECKBOX 
=Unavailable



   
     

     
     MM
       DD
       YY


	[108]

	Last day of chemotherapy cycle:








____ ____ / ____ ____ / ____ ____
      FORMCHECKBOX 
=Unavailable



   
     

    
     MM
       DD
       YY


	[109]

	Number of completed cycles of chemotherapy agents administered:

	[110]

	Was chemotherapy dose for first cycle modified?



 FORMCHECKBOX 
1 = Yes

[NOTE: This indicates intensity of treatment.]


 FORMCHECKBOX 
0 = No

	[111]

	Was chemotherapy recommended as part of primary therapy?

 FORMCHECKBOX 
1 = Yes, recommended



 FORMCHECKBOX 
3 = Yes, but chose other treatment
 FORMCHECKBOX 
5 = Unknown if recommended

 FORMCHECKBOX 
2 = Yes, but patient refused all treatment
 FORMCHECKBOX 
4 = No, not recommended


 FORMCHECKBOX 
6 = Other

















[If response #1-5, skip to #113]

	[112]

	If “Other” selected for [chemotherapy recommended as part of primary therapy], specify other type of recommendation.


	[113]

	*Was hormonal therapy given as part of primary therapy?
 FORMCHECKBOX 
1 = Yes












 FORMCHECKBOX 
0 = No  [Skip to #115]

	[114]

	*Date hormonal therapy prescribed:








____ ____ / ____ ____ / ____ ____
      FORMCHECKBOX 
=Unavailable



   
     

               MM
       DD
        YY


	[115]

	Was hormonal therapy recommended as part of primary therapy?


 FORMCHECKBOX 
1 = Yes, recommended



 FORMCHECKBOX 
3 = Yes, but chose other treatment
 FORMCHECKBOX 
5 = Unknown if recommended

 FORMCHECKBOX 
2 = Yes, but patient refused all treatment
 FORMCHECKBOX 
4 = No, not recommended


 FORMCHECKBOX 
6 = Other


















[If response #1-5, skip to #117]

	[116]

	If “Other” selected for [hormonal therapy recommended as part of primary therapy], specify other type of recommendation.


	[117]

	*Was breast reconstruction surgery completed as part of primary therapy?
 FORMCHECKBOX 
1 = Yes















 FORMCHECKBOX 
0 = No [Skip to #119]

	[118]

	*Date of reconstruction surgery:







____ ____ / ____ ____ / ____ ____
      FORMCHECKBOX 
=Unavailable



   
     

     MM
       DD
       YY


NOTE: If reconstruction involves a series of procedures (e.g., tissue expanders, breast implant, reconstruction of nipple/areola, sometimes revisions), use the date of the first procedure.

	

	* Required


	Patient Navigator - Breast Clinical Data

	Patient MRN:
	Person Collecting Data:

	Participant Study ID No:
	Person Entering Data:

	Breast Cancer Treatment (Cont’d)

	

	[119]

	Was reconstruction recommended as part of primary therapy?

 FORMCHECKBOX 
1 = Yes, recommended



 FORMCHECKBOX 
3 = Yes, but chose other treatment
 FORMCHECKBOX 
5 = Unknown if recommended

 FORMCHECKBOX 
2 = Yes, but patient refused all treatment
 FORMCHECKBOX 
4 = No, not recommended


 FORMCHECKBOX 
6 = Other



















[If response #1-5, skip to #121]

	[120]

	If “Other” selected for [reconstruction recommended as part of primary therapy], specify other type of recommendation.



	[121]

	*Was patient enrolled in hospice care program?

 FORMCHECKBOX 
1 = Yes











 FORMCHECKBOX 
0 = No  [Skip to #123]

	[122]

	*Date of hospice care decision:







____ ____ / ____ ____ / ____ ____
      FORMCHECKBOX 
=Unavailable



   
     

     MM
       DD
        YY


	[123]

	*Was a decision made to provide palliative care?


 FORMCHECKBOX 
1 = Yes











 FORMCHECKBOX 
0 = No  [Skip to #125]

NOTE: Medical record should include one of the following terms:
Palliative care, terminal care, end-stage cancer care, symptom control only.



	[124]

	*Date of palliative care decision:







____ ____ / ____ ____ / ____ ____
      FORMCHECKBOX 
=Unavailable



   
     

     MM
       DD
       YY


	[125]

	*Were treatments other than surgery, chemotherapy, radiation,

 FORMCHECKBOX 
1 = Yes
hormonal therapy, hospice care, or palliative care given?


 FORMCHECKBOX 
0 = No [Skip to #128]

	[126]

	*Specify type of other treatment for breast cancer given:


	[127]

	*Date other (specified in #126) treatment started:













____ ____ / ____ ____ / ____ ____
      FORMCHECKBOX 
=Unavailable



   
     

     


     
    
     MM
       DD
        YY


	[128]

	Was other treatment (specified in #126) recommended as part of primary therapy?


 FORMCHECKBOX 
1 = Yes, recommended



 FORMCHECKBOX 
3 = Yes, but chose other treatment
 FORMCHECKBOX 
5 = Unknown if recommended

 FORMCHECKBOX 
2 = Yes, but patient refused all treatment
 FORMCHECKBOX 
4 = No, not recommended


 FORMCHECKBOX 
6 = Other



















     [IF #1-5 SELECTED, STOP]

	[129]

	Name of treatment other than surgery, chemotherapy, radiation, hormonal therapy, hospice care, or palliative care recommended as part of primary therapy.
A26. Comments: __________________________________________________________________________________________________

         ____________________________________________________________________________________________________________

	

	* Required


