Missouri Cancer Registry

Missouri Department of Health and Senior Services
	FACILITY INFORMATION

	
	
	

	Facility Name:      
 FORMCHECKBOX 
 RCFI  FORMCHECKBOX 
 RCFII  FORMCHECKBOX 
 ICF  FORMCHECKBOX 
SNF
	Phone Number:       ext:      
	Fax Number:      

	Person completing form:      
	E-mail:      
	Date form completed: 03/07/2005 FORMTEXT 

01/14/2005



	PATIENT INFORMATION

	Last:      
	First:      
	Middle:      

	Street:      
	City:      
	State:      
	Zip code:      

	DOB: (mm/dd/yyyy)      
	Social Security Number:      

	Race:   FORMDROPDOWN 

	Hispanic Origin:  FORMDROPDOWN 

	Sex: FORMDROPDOWN 


	Tobacco history
	 FORMCHECKBOX 
 Current
	 FORMCHECKBOX 
 Former
	 FORMCHECKBOX 
 None
	 FORMCHECKBOX 
 Unknown

	Alcohol history
	 FORMCHECKBOX 
 Current
	 FORMCHECKBOX 
 Former
	 FORMCHECKBOX 
 None
	 FORMCHECKBOX 
 Unknown

	Occupation      
	Industry      

	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, nos  FORMCHECKBOX 
 Military  FORMCHECKBOX 
Unknown 

	Vital status:  FORMCHECKBOX 
 Alive  FORMCHECKBOX 
 Deceased
	Date last contact/death: (mm/dd/yyyy)      

	Date admitted to your facility: (mm/dd/yyyy)      

	Patient transferred from/to: (facility name)      

	Physician:      
	Phone #:      

	Physician:      
	Phone #:      


	CANCER DIAGNOSIS

	Is this cancer: (select one)
	 FORMCHECKBOX 
 A cancer not previously diagnosed;
	 FORMCHECKBOX 
 A recurrence of a previously diagnosed cancer;

	
	 FORMCHECKBOX 
 A history of cancer with no evidence of that cancer; or 

	
	 FORMCHECKBOX 
 A history of cancer with evidence of that cancer?


	Cancer #1:
	Diagnosis date: (mm/dd/yyyy)      
	Or text:       Hospital diagnosed/treated:      

	
	Primary Site:      
	Laterality:  FORMDROPDOWN 


	
	Histology:      

	
	Stage:      

	Treatment
	 FORMDROPDOWN 

	Or text:      

	
	Date: (mm/dd/yyyy)      
	Or text:      

	Treatment
	 FORMDROPDOWN 

	Or text:      

	
	Date: (mm/dd/yyyy)      
	Or text:      


	Cancer #2:
	Diagnosis date: (mm/dd/yyyy)      
	Or text:       Hospital diagnosed/treated:      

	
	Primary Site:      
	Laterality:  FORMDROPDOWN 


	
	Histology:      

	
	Stage:      

	Treatment
	 FORMDROPDOWN 

	Or text:      

	
	Date: (mm/dd/yyyy)      
	Or text:      

	Treatment
	 FORMDROPDOWN 

	Or text:      

	
	Date: (mm/dd/yyyy)      
	Or text:      


	Other physicians/facilities directly involved in patient’s cancer care:      Telephone #:      


Please attach copies of supporting documentation,  This also may include a pathology report, hospital history and physical, hospital discharge summary, etc.

Please return to*:

Missouri Cancer Registry

Non-Hospital Reporting

PO Box 718, Columbia, MO 65205

Fax: 573-884-9655

Phone: 573-884-2491 or toll free 866-240-8809
*You may either save the cases to a diskette and mail the diskette to MCR, or mail a completed paper copy of the form to MCR.  For confidentiality reasons, please DO NOT e-mail cases to MCR.

1/30/03, 2/04, 1/05
















