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Date: ______________
Patient Initials: __________________  MRN: _________________ Oral Chemo ID#: ____________     M/F (circle one)
· Type of cancer: _______________________________________________
· Oral medication(s) to treat the cancer: _____________________________________________________

· Oral chemotherapy start date: ____/____/____  Treatment intent (circle one): Curative/Palliative
Please have the patient answer the following questions:
· How old did you turn on your last birthday? ___________

· What do you consider your race? 
A) White/Caucasian

B) Black/African American

C) American Indian

D) Asian or Pacific Islander

E) Other (please specify)

· Are you of Hispanic or latino origin? 
A) Yes 

B) No
· What is the highest grade of school you have completed?

A) Less than high school

B) High school or GED

C) Some college

D) College

E) Post graduate

F) Other (please specify)
· How confident are you in filling out forms by yourself?

A) Extremely

B) Quite a bit

C) Somewhat

D) A little bit

E) Not at all

· How often do you have someone (like a family member, friend, hospital/clinic worker or caregiver) help you read hospital or medical materials?

A) All of the time

B) Most of the time

C) Some of the time

D) Occasionally

E) None of the time
· How often do you have problems learning about your medical condition because of difficulty reading hospital or medical materials? 

A) All the time

B) Most of the time

C) Some of the time

D) Occasionally

E) None of the time
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