
COLORECTAL CANCER QUESTIONNAIRE

1. Date of diagnosis: _________________________________  Date of last treatment: ______________________________________

2. Exact name of the type of colorectal cancer that has been diagnosed: __________________________________________________

3. What was the stage of the cancer?
In situ			 Dukes’ Stage B1		 Dukes’ Stage C1		 Dukes’ Stage D

Dukes’ Stage A		 Dukes’ Stage B2		 Dukes’ Stage C2		 Other: _____________________________

4. How has the cancer been treated (please check all that apply)?

	 Chemotherapy	  Other: ____________________________

5. Are you currently taking any medications or have you in the last 5 years (related or not related to your cancer)?

 Name of Medication (Prescription or Otherwise)		 Dates used	 Quantity taken	  Frequency taken

6. How often do you receive cancer screenings to detect possible recurrence?
Every 3 months		 Every 6 months		 Yearly		 Every 2 years		 Every 5 years

7. Has there been any evidence of recurrence? If yes, please provide details:

8. Doe you have any other medical conditions?
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