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Patient First Name: _______________________ Middle: _______
Last Name: _____________________

DOB: ____________
SS#: _______________________Street: __________________________________

City:​​____________________  State:_______ Zip: _______ 

Marital Status:  FORMCHECKBOX 
single  FORMCHECKBOX 
married  FORMCHECKBOX 
divorced  FORMCHECKBOX 
widowed   FORMCHECKBOX 
 unk

Primary Payer:  FORMCHECKBOX 
not insured, self pay  FORMCHECKBOX 
insurance, nos  FORMCHECKBOX 
Medicaid/Medicare  FORMCHECKBOX 
 military  FORMCHECKBOX 
 unk

Date Specimen Collected: _________________ Physician: _____________________________________

1.
Procedure performed: ( Biopsy ( Excision ( Wide/re-excision


Site: ______________
Histology/path report attached: _____________________

Laterality: ( Right
( Left
   Ulceration: ( Yes ( No Tumor size: _____________

2.
Is this the Primary Site?
( Yes
  ( No, primary site was: _______________

3.
Please record Clark’s Level and Breslow’s Depth information:


_____________________________________________________________

4.
SEER Staging of Disease:


(  In Situ
 ( Local
  ( Regional*
( Distant* ( Unknown*


* Describe: ____________________________________________________

5.
Was there lymph node involvement?
(  Yes
( No
 ( Unknown


Studies performed included:


(  Lymphoscintigraphy
( sentinel node bx

( other: _____________

6.
Other physicians/facilities involved in the care of this melanoma:


________________________________________________________________________

7.
Other treatments received for this melanoma (include date):


________________________________________________________________________

8.
Race:
 FORMCHECKBOX 
White  FORMCHECKBOX 
African American  FORMCHECKBOX 
Asian/Pac. Isl.   FORMCHECKBOX 
Native American


 FORMCHECKBOX 
 Other: ________________________________

9.
Ethnicity:
Hispanic/Spanish?
(  Yes
( No

( Unknown

10.
History of Previous Melanoma?

 FORMCHECKBOX 
Yes, this is a recurrence.    FORMCHECKBOX 
Yes, previous melanoma was at another location.

 FORMCHECKBOX 
No history of previous melanoma.   FORMCHECKBOX 
Unknown
11.
Date of last contact: _______________________________
12.
Any other known history of cancer in this patient?
(  Yes* ( No ( Unk


* Please list____________________________________________________

THANK YOU FOR TAKING THE TIME TO PROVIDE THIS VALUABLE INFORMATION!

 PLEASE FAX COMPLETED FORMS TO THE MISSOURI CANCER REGISTRY:  573-884-9655
