United States Virgin Islands Central CancerRegistry
Hospice & Nursing Homes’ CancerReport Form*

Hospice Care Facility Information

Facility Name

Ph

one Number

Address

Patient transferred/referre d
from/by

Patient's Informa tion

Iast
Name

First
Name

Middle
Name

Address(please include Estate, City, State, Zip)

So cial Se c urity Date of Bith MedicalRecord # He alth Insurance
Marital
Sta tus Se x: DMale DFemale I:lOther.

CancerInformation

Date Diagnosed (mm/dd/yyyy): Where diagnosed?

Primary Site (e.g.:colon,breast, prostate, etc)

Histology (adenocarcinoma, sarcoma, squamous carcinoma)

Tre atment Informa tion
Tpe / Descrption Date Where performed

Surg e ry
Radiation
Chemotherapy
Hommone
BRM
Other

Comments

Follow Up / Patient Status Completed by

Date oflastcontact:
VitalStatus:I:lAlive I:lDead Name:
CancerStatus:I:levidence ofCAI:lno evidence of CA Date:
fexpired; please provide date and place of death:

*This form is inte nded for hospice care setting ONLY. Not forphysicians, hospitals or he althc are c linics.
**Ple ase, send the completed form to the USVECCRvia e-mail to: xxx@doh.vi.gov
In orderto protectourpatient’s privacy and to comply with HIPAA re gulations the attac hed forms mustbe encrypted
and password protected using an encryption software. Microsoftencryption is notrecommended.
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Fa cility Information

Re pornting Fac ility

Record the complete name, address, and telephone numberofyourfacility orphysician'soffice.

Patie nt transferred /
referred from /by

Recomd the facility information thatrefemed the patient to yourinstitution

Patient nformation

Patie nt Name
(La st, First & Middle )

Recomrd the patient’s fulname.

Patient's Addre ss Record patient'spermanenthome addressattime ofdiagnosis,nota temporary relocation fortreatment.
Street addresstakes priority overpostoffice box number.

SocialSecunty Number Record the patient'ssocialsecurity number. Do notrecord a spouse'snumber.

Date of Bith Record patient’'s birth date in MM/DD/YYYY format.

MedicalRecord Number | Record the patient'smedicalrecord number

He alth hsurance Recomrd the patient’s health insurance

Mantalstatus Specify patient'smarntalstatusattime ofdiagnosis

S x Checkoffthe patient'ssex/gender.

CancerInformation

Date of Diagno sis

Record the date the patient was fist diagnosed with cancerby a recognized medical practitioner.
Record in MM/DD/YYYY format. funknown, record "unk’.

Where Diagnosed?

Ifthe patientwasdiagnosed elsewhere, recomd the facilty name and location. Funknown, record "unk'.

Primary Ste Recomd the site of origin of the tumor. Record the subsite if known (ie. UOQ breast, ILlung).
KFunknown, record "unk". kisimporntant to id e ntify the primary site and not a metastatic site.
Histology Recomd the histologic celltype ofthe tumor(ie. mucinousadenocarcinoma; infiltra ting ductal CA
Treatment nformation
Tre atme nt Recomrd allfirst course treatment that the patientreceived. Do notrecord second course treatment.

Fist course treatmentincludesallcancerdirected treatment modalities given by clinicians at the time of
diagnosis. When recording tre atment, write the type of treatment, the date the treatment wasreceived or
began and where performed.

Follow Up / Patient Status

Date Iast Seen

Recomrd the date the patient waslastseenordate ofdeath in MM/DD/YYYY format.

Vital Sta tus

Checkthe vitalstatusofthe patientasofthe date lastseen.

CancerStatus

Checkthe patientscancerstatusasofthe date the patient waslast known to be alive ordead..

I Expired, Place of De ath

Ipatientexpired, record the place of death. Funknown, record "unk’.

Cause of Death

IFpatientexpired, record the cause ofdeath. funknown, record "unk'.

Completed by

Form Completed By

Recomrd the fulname ofthe person completing the form.

Date Completed

Record the date completed.
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