THERAPY-RELATED SYMPTOMS CHECKLIST (TRSC)

Name:__________________________________ Hospital #________  Date:_______

PLEASE CHECK THE PROBLEMS YOU HAVE HAD IMMEDIATELY AFTER AND SINCE YOUR LAST TREATMENT.  PLEASE CIRCLE HOW SEVERE THE PROBLEM WAS ACCORDING TO THE FOLLOWING SCALE:

0 = NONE
1 = MILD
2 = MODERATE
3 = SEVERE
4 = VERY SEVERE

	EXAMPLE
	Degree of Severity

	Pain

	0
	1
	2
	3
	4

	Taste Change

	0
	1
	2
	3
	4

	Loss of appetite

	0
	1
	2
	3
	4

	Nausea

	0
	1
	2
	3
	4

	Vomiting

	0
	1
	2
	3
	4

	Weight loss

	0
	1
	2
	3
	4

	Sore mouth

	0
	1
	2
	3
	4

	Cough

	0
	1
	2
	3
	4

	Sore throat

	0
	1
	2
	3
	4

	Difficulty swallowing

	0
	1
	2
	3
	4

	Jaw pain

	0
	1
	2
	3
	4

	Shortness of breath

	0
	1
	2
	3
	4

	Numbness in fingers and/or toes

	0
	1
	2
	3
	4

	Feeling sluggish

	0
	1
	2
	3
	4

	Depression

	0
	1
	2
	3
	4

	Difficulty concentrating

	0
	1
	2
	3
	4

	Fever

	0
	1
	2
	3
	4

	Bruising

	0
	1
	2
	3
	4

	Bleeding

	0
	1
	2
	3
	4

	Hair loss

	0
	1
	2
	3
	4

	Skin changes

	0
	1
	2
	3
	4

	Soreness in vein where chemotherapy was given

	0
	1
	2
	3
	4

	Difficulty sleeping

	0
	1
	2
	3
	4

	Pain

	0
	1
	2
	3
	4

	Decreased interest in sexual activity

	0
	1
	2
	3
	4

	Constipation

	0
	1
	2
	3
	4

	Other problems (please list)
	0
	1
	2
	3
	4

	______________________

	0
	1
	2
	3
	4

	______________________

	0
	1
	2
	3
	4

	______________________

	0
	1
	2
	3
	4

	______________________

	0
	1
	2
	3
	4
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