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Cancer Survivor Program 


Name: ____________________________________  
DOB: ______________ 
Age: ______

Profession ( current or retired ): _____________________________________________________________

Family ( Members & Ages ): _______________________________________________________________

Partner/Spouse: __________
Children: ______________
Parents: _____________ Others: ________

Which ones are in your home? ______________________    Live in this area? ________________________

Primary Physician: _________________________
Specialists( eg. Cardiologist, etc. ): ______________ ________________________________________________________________________________________


Oncologist: ___________________  
Surgeon: _________________        Radiotherapist:_______________

What is your cancer diagnosis? _______________________________________________________________

What treatments have you had? _______________________________________________________________

Chemotherapy Medicines ( if you know ): _______________________________________________________

Chemotherapy starting: _______________________
 Ending:  ____________________________________

Surgery: ___________________________________        Dates:    ____________________________________

 Radiotherapy starting:  _________________________
 Ending:   ___________________________________

What symptoms/side effects of treatment do you still experience? ____________________________________

_________________________________________________________________________________________

Check any that apply:

____ Fatigue ____ Weakness ____ Neuropathy ____ Anxiety ____ Chemo-Brain ____ Radiation burns

____ Pain at scar ____ Difficulty with bowels ____ Difficulty with breathing ____ Muscle/bone/joint pain

____ Worry ____ Depression ____ Problems with body image ____ Problems with sex/sexual attractiveness

____ Pessimism ____ Inadequately controlled pain ____ difficulties with activities of daily living 

____ PTSD( post-traumatic stress disorder)

Which are the highest priority to treat/correct? ____________________________________________________

Besides conventional treatments ( surgery, chemotherapy, radiotherapy ), what other treatments have you used or 

considered to treat your cancer? ( eg. herbs, Acupuncture, metabolic treatment,energy healing, etc. ) __________

___________________________________________________________________________________________

Answer the following questions in your own words and/or check all those words that apply.

How would you describe your lifestyle? ___________________________________________________________

Leisurely____ Busy____ Very Busy____ Stressfully Busy____ Just right____ Balanced____ Satisfying____

Frustrating____ Boring____ Lots of problems____ Out of balance____

How would you describe your diet?

Typical breakfast: _____________________________________________________________________________

Typical lunch: ________________________________________________________________________________

Typical snack: __________________________________________    how often? ___________________________

Typical dinner: ________________________________________________________________________________

How much/how often do you drink alcohol? _________________________________________________________

How much, if any, do you smoke? _________________________________  second hand smoke? ______________

How would you describe your exercise/activities? _____________________________________________________

What do you do and how often? ____________________________________________________________________

How would you describe your social support system? ___________________________________________________

Who is in your support system? _____________________________________________________________________

Who can you count on to “cover your back?” __________________________________________________________

What would your ideal support system look like? ________________________ Who would be in it? _____________

Do you have a spiritual practice/tradition? ______________________________________________________________

How would you describe your spiritual practice? _________________________________________________________

How do you deal with stress? _________________________________________________________________________

____ I’m coping ____ I’m overwhelmed ____ I have an effective stress reduction plan ____ I am depressed 

____ I worry too much ____ I’m so stressed I cannot cope ____ It’s hard to talk about my cancer experience

I use the following to cope:


____ Exercise ____ TV/Movies ____ Art/Creative ____ Nature ____ Drugs ____ Alcohol ____ Prayer                   


____ Meditation ____ Talk with Family/Friends ____ Therapy 

What do you do to relax? _____________________________________________________________________________

If you had a “perfect place” where you would feel relaxed and safe, how would you describe it?____________________ _________________________________________________________________________________________________

_________________________________________________________________________________________________

W. Buchholz, MD
Cancer Survivor Program
                              www.buchholzmedgroup.com



