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Name _________________________________		Date __________________
Type of Cancer ________________________________________________________
Date of Diagnosis _________________	Status of Cancer ____________________
Type of Treatment (if applicable please give dates and location)
Surgery ______________________________________________________________
______________________________________________________________________________________________________________________________________________
Radiation (If applicable put point of entry) ______________________________________
_______________________________________________________________________
Chemotherapy ____________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
Have you had any Lymph Nodes Remove? Where? __________________________________
_______________________________________________________________________
Name of Oncologist ________________________________________________________

Are you currently experiencing any reactions or side effects from your treatments?
______________________________________________________________________
Do you have any of the following? (circle one)
Fatigue (Y N)   Incisions (Y N)   Skin Conditions (Y N)  Nausea (Y N)   Bruising (Y N)     Blood Clots (Y N)   Medical Devices (Y N)  Positions that you cannot lie or are uncomfortable (Y N)



I acknowledge that the above information regarding my oncology information is true to the best of my knowledge, and I do acknowledge that my Massage Therapist may withhold treatment if I am currently undergoing treatment or if the Therapist feels my case is out of her scope of practice.
Sign ___________________________________     Date _________________
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