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ABCD: After Breast Cancer Diagnosis 

Mentor Application 
 

Thank you for your interest in becoming an ABCD mentor. If you’ve had breast cancer, you should be at least 

one year beyond treatment to begin training. To become a mentor, you must complete 3 four-hour training 

sessions.  You then will be matched with participants on the basis of such characteristics as age, diagnosis and 

treatment. Your responses to this questionnaire will help us match you with breast cancer patients. All 

information is confidential. Feel free to attach an additional page if you need more space to answer these 

questions. Thank you! 

 

Section I: 
 

 General Information: 

 Name:     Date of Birth    

Address:    Spouse/Partner name and Occupation  

      

Phone #:  _______________________________    

Cell phone #:    Number of Children:         

Fax #:    Birth years:    

Email:   Ethnic group (optional):         

Employment:   
Employer:   May we call you at work?       Yes                 No 

Position:       

 Work #:   

If retired, previous occupation:   

If you are a breast cancer survivor, please fill out Section II. If you have not had breast cancer, please go to 

Section III. 
 

Section II: 

A. Diagnosis:   Date of diagnosis                      Age at diagnosis______________ 

 Menopausal stage at diagnosis (please circle):               pre-menopausal                        post-menopausal 

 What Stage?  Stage: 0______(DCIS or LCIS);      I _____;        II _____;       III _____;          IV_____  

 What Type?   Ductal: ______       Lobular:______        Inflammatory: _______        Medullary: ______ 

Did you have positive nodes?                                                            Yes          No  

      Number of positive nodes   

Have you had a second primary breast cancer?       Yes       No 

 If yes, when?    

Have you had a recurrence?  Yes       No 

 If yes, when?     

Has your breast cancer metastasized?  Yes       No 

  If yes, please list site   

How was your cancer discovered? 

    Mammogram     Self     Doctor     Other    

Did you have a Sentinel Node Biopsy?  Yes       No 

Have you undergone Ductal Lavage?  Yes        No 

Do you have other family members with breast cancer?      Yes          No 

              If yes, please list relationship to you ____________________________________ 
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B. Surgeries:  

 Did you have a lumpectomy?  Yes    No 

 Did you have a mastectomy?  Yes No Single Bilateral 

 If yes, did you have reconstruction?  Yes No 

       Was your reconstruction immediate or delayed?    

       What type of reconstruction did you have?  

        Implant (saline) ___________      Implant (silicone) ___________   

         Free flap         T.R.A.M. flap ____       Latissimus dorsi flap _____   DIEP flap _____ 

             Did you have a nipple reconstruction?  Yes      No 

 Did you have a prophylactic mastectomy?  Yes      No 

      Have you had Lymphedema?  Yes      No  

 

Do you have any additional information regarding your surgeries that you would like us to know?  

    

    

 

C. Radiation: 
 Did you have radiation therapy?  Yes      No 

 Did you have brachytherapy or Mammosite?  Yes         No 

 

D. Chemotherapy: 

Did you have Chemotherapy?  Yes      No 

  If yes, please circle all drugs that apply to you 

       CAF (or FAC or AC or Adriamycin or doxorubicin) 

       CMF (or Methotrexate) 

       CEF (or Ellence or epirubicin) 

     Taxol 

     Taxotere 

     Herceptin (or trastuzumab) 

Did you have Chemotherapy before surgery?  Yes      No 

Did you have a bone marrow transplant?  Yes      No 

Did you have a stem cell transplant?  Yes      No 

E. Drug treatment (Hormonal): 

Are you taking or have you ever taken any of the following? 

  Tamoxifen (or Nolvadex)   Yes      No 

  Raloxifene (or Evista)   Yes      No 

  Toremifene (or Fareston)   Yes      No 

  Aromatase Inhibitors   Yes      No 

    (Arimidex/anastrozole or Femara/letrozole) 

  Aromatase Inactivators    Yes      No 

         (Aromasin/exemestane) 
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Do you have any additional information about your drug treatment you would like us to know?  

   

   

 

F.  Other Conditions: 

Do you have any other medical conditions that might be helpful for ABCD to know about (for example, other 

cancers, diabetes, etc.)?  

   

   

 

G. Complementary treatments: 

 Please circle any complementary therapies you’ve used: 

 Nutritional herbal other    

Section III: 
 

If you are fluent in any foreign languages, please list them:  __ 

What is your religion? (optional)_________________________________________________________________ 

How important was religion/spirituality in your healing process? (optional):  

                very important                           important                            not very important 

Please list any disabilities (optional) ______________________________________________________________ 

Please list any psychological issues (depression, family conflicts, etc.) (optional) __________________________ 

____________________________________________________________________________________________ 

Please list any family medical conditions (optional) __________________________________________________ 

Please list your outside interests and hobbies ________________________________________________________ 

____________________________________________________________________________________________ 

Why would you like to be a volunteer mentor for ABCD? _____________________________________________ 

  __ 

  __ 

If you have not had breast cancer, what is your personal experience with this disease? 

  _ 

  _ 

___________________________________________________________________________________________ 

What skills do you possess that would help you to be a good mentor? 

   

   

__________________________________________________________________________________________ 

 

 

Please complete application and return to:  

ABCD: After Breast Cancer Diagnosis  

6737 W. Washington Street – Suite #3265 

West Allis, WI   53214   


