
			General Information

	Patient Name:
	Patient DOB:

	Patient phone:
	Email:

	Emergency Contact: 

	Health Care Providers (Including Names, Institution)

	Primary Care Provider:

	Surgeon:	

	Radiation Oncologist:

	Medical Oncologist:


	Other Providers:




	Treatment Summary

	Diagnosis

	Cancer Type/Location/Histology Subtype:



	Diagnosis Date (year):


	Stage:   ☐I    ☐II    ☐III    ☐Not applicable


	Treatment

	Surgery ☐ Yes   ☐No



	Surgery Date(s) (year):


	Surgical procedure/location/findings:



	Radiation ☐ Yes   ☐No

	Body area treated:


	End Date (year):

	Systemic Therapy (chemotherapy, hormonal therapy, other) ☐ Yes   ☐No

	Names of Agents Used
	End Dates (year)

	
	

	
	

	
	

	
	

	Persistent symptoms or side effects at completion of treatment: □ No □ Yes (enter type(s)) :





			Familial Cancer Risk Assessment

	Genetic/hereditary risk factor(s) or predisposing conditions:



	Genetic counseling: □ Yes  □ No                            Genetic testing results:


	Follow-up Care Plan

	Need for ongoing (adjuvant) treatment for cancer   ☐ Yes   ☐ No

	Additional treatment name
	Planned duration
	Possible Side effects

	
	
	


	
	
	


	
	
	


	Schedule of clinical visits

	Primary Care Provider
	When/How often

	
	


	
	


	
	


	
	


	
Cancer surveillance or other recommended related tests 

	Oncologist/Coordinating Provider
	What/When/How Often

	
	


	
	


	
	


	
	


	Possible late- and long-term effects that I am experiencing:





	Recommendations to discuss with my provider or nurse:
☐Tobacco use/cessation                                                                            ☐ Diet
☐Alcohol use                                                                                                ☐Sun screen use              
☐Weight management (loss/gain)                                                           ☐Physical activity


	Resources I may be interested in: 




	Other comments:







 
