UGSF Helen Diller Family
Comprehensive |
Cancer Center Date of Birth:

Patient Name:

Cancer Treatment History

1. Have you ever received treatment with radiation therapy in the past?

YES NO skip next question

2. If YES, please provide the following information:

Type of Cancer Name of Facility/Hospital | Name of Radiation Oncologist Phone Number
(if known)

3. Have you ever received treatment for cancer with chemo/hormonal therapy in the past?

YES NO skip next question

4. If YES, please provide the following information:

Type of Cancer Name of Facility/Hospital Name of Oncologist Phone Number
(if known)
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Help for distress Support Services

Distress is an unpleasant emotional state that may affect how you
feel, think, and act. It can include feelings of unease, sadness, worry,
anger, helplessness, guilt, and so forth. Everyone with cancer has
some distress at some point of time. It is normal to feel sad, fearful,

National Cancer Institute’s Cancer
Information Service

and helpless. Telephone
1-800-4-CANCER
Feeling distressed may be a minor problem or it may be more Website
serious. You may be so distressed that you can'’t do the things you www.cancer.gov/aboutnci/cis/page

used to do. Serious or not, it is important that your treatment team

knows how you feel. Cancer Support Community

The Distress Thermometer is a tool that you can use to talk to your Telephone

doctors about your distress. It has a scale on which you circle your 1- 888-793-9355

level of distress. It also asks about the parts of life in which you are Website

having problems. The Distress Thermometer has been tested in www.cancersupportcommunity.org/MainMenu/

many studies and found to work well. Please complete the Distress Cancer-Support

Thermometer and share it with your treatment team at your next

visit. U.S. Health Resources and Services
Administration

The Distress Thermometer helps your treatment team know if

you need supportive services. You may be referred to supportive Website
services at your cancer center or in your community. Supportive www.findahealthcenter.hrsa.gov/Search_HCC.
services can include help from support groups, chaplains, social aspx
workers, counselors, and many other experts. Supportive services
can also be found through the support services at right. U.S. Substance Abuse and Mental

Health Services Administration

Website

www.findtreatment.samhsa.gov

L J

The NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) are a statement of evidence and consensus of the authors regarding their views of currently accepted approaches to treatment. Any clinician seeking to apply or consult
the NCCN Guidelines® is expected to use independent medical judgment in the context of individual clinical circumstances to determine any patient’s care or treatment. The National Comprehensive Cancer Network® (NCCN®) makes no
representations or warranties of any kind regarding their content, use, or application, and disclaims any responsibility for their application or use in any way. The NCCN Guidelines are copyrighted by National Comprehensive Cancer Network®.
All rights reserved. The NCCN Guidelines and the illustrations herein may not be reproduced in any form without the express written permission of NCCN. ©2013.
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http://www.cancersupportcommunity.org/MainMenu/ Cancer-Support
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SCREENING TOOLS FOR MEASURING DISTRESS Second, please indicate if any of the following has been a
problem for you in the past week including today. Be sure to
check YES or NO for each.

YES NO Practical Problems YES NO Physical Problems
Child care ‘ ‘
Housing
Insurance/financial
Transportation
Work/school
Treatment decisions

Instructions: First please circle the number (0-10) that best
describes how much distress you have been experiencing in
the past week including today.

Extreme distress
Family Problems

Dealing with children
Dealing with partner
Ability to have children
Family health issues

Emotional Problems

' Mouth sores
‘ \‘ Nausea
Nervousness

Sadness . L' Pain
Worry “

Loss of interest in
usual activities

Depression
Fears

OO0000 0000 COOCOO
OOO0000 OOO00  COOO00

No distress

O O Spiritual/religious
concerns

Other Problems:

The NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) are a statement of evidence and consensus of the authors regarding their views of currently accepted approaches to treatment. Any clinician seeking to apply or consult
the NCCN Guidelines® is expected to use independent medical judgment in the context of individual clinical circumstances to determine any patient’s care or treatment. The National Comprehensive Cancer Network® (NCCN®) makes no
representations or warranties of any kind regarding their content, use, or application, and disclaims any responsibility for their application or use in any way. The NCCN Guidelines are copyrighted by National Comprehensive Cancer Network®.
All rights reserved. The NCCN Guidelines and the illustrations herein may not be reproduced in any form without the express written permission of NCCN. ©2013.
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DATE: ID VERIFICATION (TYPE):

UGSF Medical Center

PATIENT NAME:

UGSF Benioff Children’s Hospital

BIRTHDATE: ID VERIFIED BY:
AUTHORIZATION FOR RELEASE
OF HEALTH INFORMATION
| authorize (1) |The purpose of this release is

(Name of person or facility which has information - example: UCSF/Mt. Zion) fOI" (CheCk one or more):
to release health information to:

___UCSF Medical Center: Cancer Center
Name of person or facility to receive health

Continuity of care or
discharge planning

information (full address) [1 Billing and payment of bill
[1 At the request of the patient/
Street address: patient representative

[] Other (state reason)

City, State, Zip Code

Please specify the health information you authorize to be released: (2)
Type(s) of health information:
Date(s) of treatment:

The following information will not be released unless you specifically (3)
authorize it by marking the relevant box(es) below:

[ ] Information pertaining to drug and alcohol abuse, diagnosis or treatment (42
C.F.R. §§2.34 and 2.35).

[] Information pertaining to mental health diagnosis or treatment (Welfare and
Institutions Code §§5328, et seq.)

[ ] Release of HIV/AIDS test results (Health and Safety Code §120980(Q)).
[ ] Release of genetic testing information (Health and Safety Code §124980(j)).

EXPIRATION OF AUTHORIZATION (4)

Unless otherwise revoked, this Authorization expires (insert
applicable date or event). If no date is indicated, the Authorization will
expire 12 months after the date of my signing this form.

Print Name Signature (Patient, Parent, Guardian)

Date Time Relationship to Patient (Parent,
Guardian, Conservator, Patient
Representative)

Requested format: [ ] Paper []CD

AUTHORIZATION FOR RELEASE
OF HEALTH INFORMATION



NOTICE

UCSF and many other organizations and individuals such as physicians,
hospitals and health plans are required by law to keep your health
information confidential. If you have authorized the disclosure of your
health information to someone who is not legally required to keep it
confidential, it may no longer be protected by state or federal
confidentiality laws.

YOUR RIGHTS

This Authorization to release health information is voluntary. Treatment,
payment, enrollment or eligibility for benefits may not be conditioned on
signing this Authorization except in the following cases: (1) to conduct
research-related treatment, (2) to obtain information in connection with
eligibility or enroliment in a health plan, (3) to determine an entity’s
obligation to pay a claim, or (4) to create health information to provide to
a third party.

This Authorization may be revoked at any time. The revocation must be in
writing, signed by you or your patient representative, and delivered to:
Health Information Management Services, UCSF Medical Center, 400
Parnassus Ave., Room A68, San Francisco, CA 94143-0308. The
revocation will take effect when UCSF receives it, except to the extent
UCSF or others have already relied on it.

You are entitled to receive a copy of this Authorization.

Made accessible
2/23
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