
Chemotherapy 

Medicine/Drug: ______________________________________________

How often?__________________________ How many cycles?_______

Start date: ____________________ End date: _____________________
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Other Systemic Therapy

Medicine/Drug: ______________________________________________

How often?__________________________ How many cycles?_______
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Radiation Therapy

Area to be treated: ___________________________________________

Number of treatments: _______________________________________

Start date: ____________________ End date: _____________________
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Surgery

Type of surgery: ______________________________________________ 

Date of surgery: ______________________________________________

How long will I stay in the hospital? ___________________________
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