CLAIMANT: .

CASE NUMBER. IR
NEOPLASTIC DISEASE
. Please prov;de treatment notes, lab tests and X-rays
from to
. Diagnosis?

. it surgery has been performed, was complete resection of the umor possibla”
[1Yes [ ]No. Please send the operative report il available.

— —

. Is the diagnosis based on a biopsy and/or other laboratory tests?
[TYes [ |No. K “Yes", please send a copy of this report.

If this report is not in your records, please give the name and address of the
pathology laboratory or hospital where the biopsy andfor other tests were performed.

. Is the tumor oparable? [ | Yes [No. if °No", please describe any
contraindications to surgery.

o A e s % 4o Sooe i S A it e s S e e 4 A

. Was there any cvidence of distant metastases? l.e. beyond synovial lymph nodes or
direct extension) [_|Yes [ [No. If *Yes", please describe and document site and
oxtent, if possible.

ey TN g m et

. What is the response to radiation or other therapy?
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CLAIMANT:
' CASE MUMBER:

8. Is the neoplastic disease controlled by current treatmsnt? [_| Yes [_|No

9. Please describe any post therapy residuals or complications.

10.Please describe affects of the treatment for cancer on the patient's daily functioning.

11.Date first soen: _ Date last saen:____ Frequency of visits: .

A TP

12.Date of onssat of significant symptoms.

13. Anticipated length of treatment prognosis. —

Thank you for your cooperation.

Physicians Signaiure Print or type name
Date

Phone Number _  Best tims to call
MSC 214 {0TM0)

Page20i 2



	FROM 1: 
	TO 1: 
	DIAGNOSIS: 
	Check Box6: Off
	Check Box7: Off
	Text8: 
	Check Box9: Off
	Check Box10: Off
	Text11: 
	Check Box12: Off
	Check Box13: Off
	Text14: 
	Check Box15: Off
	Check Box16: Off
	Text17: 
	Text18: 
	CLAIMANT: 
	CASE NUMBER: 
	Check Box19: Off
	Check Box20: Off
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 


