Intake Questionnaire for Cancer Clients

Client Name: ______________________________________

Who is your primary caregiver (husband, parent, etc…) __________________________________ Phone: _______________________________                                    

Relationship to Client: ___________________________________

Tumor Type/Stage: _____________________________________________________

Date of diagnosis: ______________________________

Has there been any suspected metastases?   YES     NO                                              Where? ______________________________________________

Name/phone of oncologist: _______________________________________________

Tell me about the circumstances that led to your being diagnosed with cancer

What are your health goals during the therapy process?

What two or three factors in your life do you feel are most important to your daily health?

Do you follow a particular type of diet?

What percent of your food is from restaurants_____  % prepared at home_____%

What percent of your diet is raw______% cooked______%

Do you use any foods made with chemical additives, preservatives or artificial sweeteners?_________  What?_______________________________________________  How often?____________________

Do you exercise?  (   )Yes  (   )No  (   )Unable   Is your exercise level  (   ) mild  (   )moderate 

(   ) strenuous

Have you been able to express your emotions and feelings?  (   ) Yes  (   ) No

Do you sleep well?  (   ) Yes (   ) No                  How many hours nightly?___________

What are your indulgences? ______________________________  How often?______________________
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Limitation Factors

Please specify any factors that you feel may limit your ability to work with Ms. Hilliard?  For example; unwilling to take nutritional supplements, won’t give up alcohol or smoking; scheduling difficulties, working in excess of 40 hours per week, etc.: 

Is there any additional information you would like to add?

Please List Any Conventional Medical or Alternative Treatments

Initial Surgery

Additional surgery for recurrence

Radiation therapy (type)

Specific Chemotherapy

Experimental therapies

What are your plans (or your doctor’s recommendations) for your next treatments?  When are you scheduled to begin receiving these treatments?

Is you doctor measuring your cancer markers (CEA, PSA, CA19-9, CA125), what are the most recent results?

If you have had any scans, when was your last MRI, Ultrasound, CT or PET scan?  What did the results show (compared to previous scans)?

Are you using any other form of diagnostic monitoring?
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