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Knowing your medical history is crucial to practicing preventative healthcare following cancer
treatment. This treatment summary was designed to help you keep track of your medical
care. The information will encourage communication between you and your healthcare
providers and promote good health. Providing every new doctor with an accurate medical
history will ensure you are receiving essential follow-up care.

The growing number of childhood cancer survivors has improved awareness regarding
potential medical late effects and the need for medical follow-up. Not all doctors will be
familiar with your specific needs. Be your own best advocate by keeping a Treatment
Summary, maintaining necessary medical follow-up and communicating with your healthcare
team. If possible, you should attend a clinic designed specifically for childhood cancer
survivors. This will not only ensure your needs are met, but will support research for future
childhood cancer survivors.

For more information regarding late effects, late effects clinics and survivorship, visit The
National Childrenõs Cancer Societyõs survivorship Web site, www.beyondthecure.org.

We wish you continued success and health on your survivorship journey.

The Beyond the Cure Treatment Summary was completed in collaboration with Linda Rivard,
R.N., Coordinator for the Pediatric Oncology Survivorship in Transition (POST) Clinic Advocate
Hope Children's Hospital, Oak Lawn, Illinois.
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Treatment Summary

Basic Information

Name: ____________________________________________ Date of birth: ______________

Gender: _________________________ Phone number: ______________________________

Address: __________________________ City: _________________ State: ____ Zip: ________

Current Medical Team

Primary doctor: ___________________________________ Phone number: _______________

Address: __________________________ City: _________________ State: ____ Zip: ________

Dentist: ________________________________________ Phone number: ________________

Address: __________________________ City: _________________ State: ____ Zip: _______

Other specialist: ___________________________________ Phone number: _____________

Address: __________________________ City: _________________ State: ____ Zip: ________

Other specialist: ___________________________________ Phone number: _____________

Address: __________________________ City: _________________ State: ____ Zip: ________
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Medical History

To ensure the accuracy of the information, it is best if a member of your treatment team

completes this section. If you are no longer in contact with the treatment facility, try to obtain

a copy of your medical records and ask your current physician to help you complete the

history. Make sure you are able to read and understand everything the medical professional

completes. You should bring a copy of your medical history to each new doctor you see.

Oncologist: ___________________________________________________________________

Treating hospital: _________________________________ Phone number: _______________

Address: _____________________________________________________________________

City: ______________________________ State: _____________ Zip: ____________________

Diagnosis Information

Diagnosis: ___________________________________________________________________

Date of diagnosis: _________________________________ Age at diagnosis: _____________

Stage/classification: ____________________________________________________________

Treatment start date: _________ Treatment end date: _______ Age at end of treatment: ____

Dates of relapse (if any): _________________________________________________________

Solid tumor (if applicable)

Primary site: ____________________________________________________________

Metastasis site: __________________________________________________________

Leukemia (If applicable)

Age at diagnosis: _______________________________________________________

White blood count at diagnosis: ___________________________________________

Risk group: ____________________________________________________________

Lineage: ______________________________________________________________

CNS status: ____________________________________________________________

Cytology: ______________________________________________________________

Treatment protocol or clinical trial number/title: ____________________________________
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Surgery (if applicable)

Procedure: ____________________________________________ Date: _________________

Surgeon: ____________________________________________________________________

Hospital: _____________________________________ Phone number: _________________

Address: __________________________ City: _________________ State: ____ Zip: ________

Complications (if any): _________________________________________________________

____________________________________________________________________________

Procedure: ___________________________________________ Date: __________________

Surgeon: ____________________________________________________________________

Facility: _______________________________________ Phone number: _________________

Address: __________________________ City: _________________ State: ____ Zip: ________

Complications (if any): _________________________________________________________

____________________________________________________________________________

Procedure: ___________________________________________ Date: __________________

Surgeon: ____________________________________________________________________

Facility: _______________________________________ Phone number: _________________

Address: __________________________ City: _________________ State: ____ Zip: ________

Complications (if any): _________________________________________________________

____________________________________________________________________________
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Radiation
This section should be for radiation related to cancer treatment, but not include
radiation related to bone marrow/stem cell transplant.

Area of body: _________________________________________________________________

Start date: ______________ Completion date: _______________________________________

Number of interruptions: ________________________________________________________

Radiologist: __________________________________________________________________

Facility: _______________________________________ Phone number: ________________

Address: __________________________ City: _________________ State: ____ Zip: ________

Fractions (number of treatments): ______________ Dose per fraction (treatment): _________

Total dose (cGy): _________________ Type: ___________________ Blocks: _____________

Area of body: ________________________________________________________________

Start date: ______________ Completion date: _____________________________________

Number of interruptions: _______________________________________________________

Radiologist: __________________________________________________________________

Facility: _______________________________________ Phone number: ________________

Address: __________________________ City: _________________ State: ____ Zip: ________

Fractions (number of treatments): ______________ Dose per fraction (treatment): _________

Total dose (cGy): _________________ Type: ___________________ Blocks: _____________
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Neuropsychological / Neurocognitive (if applicable)

Cancer treatment may lead to learning problems. In order to determine the impact of

treatment, you may complete neuropsychological testing or another type of educational

testing through your school system or hospital. This testing will help determine classroom

modifications and suggestions for accommodations you may make throughout your life.

During Treatment

Psychiatrist: ______________________________________ Phone number: ______________

Date of evaluations(s): __________________________ Results: _________________________

Recommendations made based on test results: ______________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

School: ________________________________________ Phone number: _____________

Address: __________________________ City: _________________ State: ____ Zip: ________

After Treatment

Psychiatrist: ______________________________________ Phone number: ______________

Date of evaluations(s): __________________________ Results: _________________________

Recommendations made based on test results: ______________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

School: ________________________________________ Phone number: _____________

Address: __________________________ City: _________________ State: ____ Zip: ________


















