
Unite d Sta te s Virg in Isla nds Ce ntra l Ca nc e r Re g istry  

Hospic e  & Nursing Homes’  Ca nc e r Re port Form* 

*This fo rm is inte nde d fo r hospic e  c are  se tting  ONLY. No t fo r phy sic ians, ho spitals o r he althc are  c linic s.

**Ple ase , se nd the  c o mple te d fo rm to  the  USVI- CCR via e - mail to : xxx@do h.vi.g o v   

In o rde r to  pro te c t o ur patie nt’s privac y  and to  c o mply  with HIPAA re g ulatio ns the  attac he d fo rms must b e  e nc ry pte d 

and passwo rd pro te c te d using  an e nc ryptio n so ftware . Mic ro so ft e nc ry ptio n is no t re c o mme nde d. 

Hospic e  Ca re  Fa c ility Informa tion 

Fa c ility Na me  Pho ne  Numb e r 

Ad d re ss 

Pa tie nt tra nsfe rre d / re fe rre d  

fro m/ b y 

Pa tie nt’s Informa tion 

La st 

Na me  

First 

Na me  

Midd le  

Na me  

Ad d re ss (p le a se  inc lud e  Esta te , City, Sta te , Zip ) 

So c ia l Se c urity Da te  o f Birth Me d ic a l Re c o rd  #  He a lth Insura nc e  

Ma rita l 

Sta tus 
Se x:     □ Ma le      □ Fe ma le      □ O the r: ______________________

Ca nc e r Informa tion 

Da te  Dia g no se d  (mm/ dd / yyyy): Whe re  d ia g no se d?  

Prima ry Site  (e .g .: c o lo n, b re a st, p ro sta te , e tc ) Histo lo g y (a d e no c a rc ino ma , sa rc o ma , sq ua mo us c a rc ino ma ) 

Tre a tme nt Informa tion 

Typ e  /  De sc rip tio n Da te  Whe re  pe rfo rme d  

Surg e ry 

Ra d ia tio n 

Che mo the ra py 

Ho rmo ne  

BRM 

O the r 

Comme nts 

Follow Up /  Pa tie nt Sta tus Comple te d by 

Da te  o f la st c o nta c t: 

Vita l Sta tus: □ Alive      □ De a d

Ca nc e r Sta tus: □ e vid e nc e  o f C A □ no  e vid e nc e  o f C A

If e xpire d ; p le a se  pro vid e  da te  a nd  p la c e  o f d e a th: 

Na me : 

Da te : 

Fo rm 002: Ho sp ic e ’ s Re p o rting  Fo rm Cre a te d : 2015.03.25 



HOSPICE’S CANCER REPORT FORM INSTRUCTIONS 

Fa c ility Informa tion 

Re po rting  Fa c ility Re c o rd  the  c o mple te  na me , a dd re ss, a nd  te le pho ne  numb e r o f yo ur fa c ility o r physic ia n's o ffic e . 

Patie nt tra nsfe rre d / 

re fe rre d fro m/b y 
Re c o rd  the  fa c ility info rma tio n tha t re fe rre d  the  pa tie nt to  yo ur institutio n 

Pa tie nt  Informa tion 

Patie nt Name  

(La st, First & Middle ) 

 Re c o rd  the  pa tie nt’ s full na me . 

Patie nt's Addre ss Re c o rd  pa tie nt’ s pe rma ne nt ho me  a dd re ss a t time  o f d ia g no sis, no t a  te mpo ra ry re lo c a tio n fo r tre a tme nt. 

Stre e t a d d re ss ta ke s prio rity o ve r po st o ffic e  b o x numb e r. 

So c ia l Se c urity Numb e r Re c o rd  the  pa tie nt's so c ia l se c urity numb e r. Do  no t re c o rd  a  spo use 's numb e r. 

Date  o f Birth Re c o rd  pa tie nt’ s b irth da te  in MM/ DD/ YYYY fo rma t. 

Me dic a l Re c o rd Numb e r Re c o rd  the  pa tie nt’ s me d ic a l re c o rd  numb e r 

He alth Insura nc e  Re c o rd  the  pa tie nt’ s he a lth insura nc e  

Ma rita l sta tus Spe c ify pa tie nt’ s ma rita l sta tus a t time  o f d ia g no sis 

Se x Che c k o ff the  pa tie nt’ s se x/ g e nd e r. 

Ca nc e r Informa tion 
Date  o f Dia g no sis Re c o rd  the  da te  the  pa tie nt wa s first d ia g no se d  with c a nc e r b y a  re c o g nize d  me d ic a l pra c titio ne r. 

Re c o rd  in MM/ DD/ YYYY fo rma t. If unkno wn, re c o rd  "unk". 

Whe re  Dia g no se d?  If the  pa tie nt wa s d ia g no se d  e lse whe re , re c o rd  the  fa c ility na me  a nd  lo c a tio n. If unkno wn, re c o rd  "unk". 

Prima ry Site  Re c o rd  the  site  o f o rig in o f the  tumo r. Re c o rd  the  sub site  if kno wn (ie . UO Q  b re a st, LL lung ). 

If unkno wn, re c o rd  "unk". It is impo rta nt to  id e ntify the  prima ry site  a nd  no t a  me ta sta tic  site . 

Histo lo g y Re c o rd  the  histo lo g ic  c e ll type  o f the  tumo r (ie . muc ino us a d e no c a rc ino ma ; infiltra ting  d uc ta l C A 

Tre a tme nt Informa tion 
Tre a tme nt Re c o rd  a ll first c o urse  tre a tme nt tha t the  pa tie nt re c e ive d . Do  no t re c o rd  se c o nd  c o urse  tre a tme nt. 

First c o urse  tre a tme nt inc lud e s a ll c a nc e r-d ire c te d  tre a tme nt mo d a litie s g ive n b y c linic ia ns a t the  time  o f 

d ia g no sis. Whe n re c o rd ing  tre a tme nt, write  the  type  o f tre a tme nt, the  d a te  the  tre a tme nt wa s re c e ive d  o r 

b e g a n a nd  whe re  pe rfo rme d . 

Follow Up /  Pa tie nt Sta tus 
Date  Last Se e n Re c o rd  the  da te  the  pa tie nt wa s la st se e n o r d a te  o f d e a th in MM/ DD/ YYYY fo rma t. 

Vita l Sta tus Che c k the  vita l sta tus o f the  pa tie nt a s o f the  da te  la st se e n. 

Ca nc e r Sta tus Che c k the  pa tie nt's c a nc e r sta tus a s o f the  da te  the  pa tie nt wa s la st kno wn to  b e  a live  o r d e a d .. 

If Expire d, Pla c e  o f De a th If pa tie nt e xpire d , re c o rd  the  p la c e  o f d e a th. If unkno wn, re c o rd  "unk". 

Ca use  o f De a th If pa tie nt e xpire d , re c o rd  the  c a use  o f d e a th. If unkno wn, re c o rd  "unk". 

Comple te d by 

Fo rm Co mple te d By Re c o rd  the  full na me  o f the  pe rso n c o mple ting  the  fo rm. 

Date  Co mple te d Re c o rd  the  da te  c o mple te d . 
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