
 

SUPPORT SERVICES ASSESSMENT 
 

Thanks to the support of Careity Foundation, Cancer Care Services, Cancer Assistance Fund of 

North Texas and Moncrief Cancer Institute our patients have access to a variety of 

complementary support services. Genetic Counselors, Clinical Psychologist, Social Workers, 

Dieticians, Massage Therapist, and Acupuncturists are all available to you at The Center for 

Cancer and Blood Disorders. If you would like to take advantage of any of these services please 

fill out the form below.  Information you provide is intended to remain confidential.   

 

DEMOGRAPHIC INFORMATION 

 

Name:________________________________________________  Birth date:_____________ 

Number of Persons Living in the Household:________   

Monthly Income: ____above $1800  ____below $1800 

 

HEALTHCARE INFORMATION 

 

Diagnosis: __________________________________     

 

Treatment:  ___ Radiation   ___ Chemotherapy   ___ Finished with treatment  

  ____  No treatment planned   ___ Undecided  ___ Other: ___________________________ 

  

Insurance/Medical Coverage:  ___ None/Self-pay  ___ Medicaid  ___Medicare  

                                         ___ COBRA  ___ Private Insurance  ___Insurance through Employer 

 

Prescription Coverage:  ___ None/Self-Pay  ___ Insurance  ___Medicaid (3 per month) 

                                          ___ I need help with my prescription co-pays. 

 

PLEASE ANSWER YES OR NO TO THE FOLLOWING: 

 

My doctor has recommended nutritional supplements (i.e. Boost or Ensure). Y N 

I have questions about Social Security or disability benefits.   Y N 

I would like information about cancer support groups.    Y N 

I would like to speak with the Social Worker.     Y N 

I would like to speak with the Dietician.      Y N 

I would like to speak with the Clinical Psychologist.    Y N 

I would like to receive massage therapy as part of my medical treatment. Y N 

I would like to receive acupuncture as part of my medical treatment.  Y N 

I would like to receive guided imagery and/or information on how to prepare 

 for surgery/chemotherapy/radiation/ medical procedures.  Y N 

 

 

          

_______________________________________ 

Patient Signature 

 

______________ 

Date         

 

For Office Use Only: 

Social Worker _______________ 

Dietician ____________________ 

Psychologist _________________ 

Massage Therapist ____________ 

Acupuncturist ________________ 


