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If you have a history of cancer: 

Type: ______________ Location: ____________ Surgery? Yes I No

If surgery, type of surgery/date(s): Reconstruction? Yes I No 

Lymph nodes removed? Yes I No # of nodes removed __ # of nodes positive for cancer 

Have you had: Chemotherapy: Yes I No If yes, dates: ________________ _ 

Radiation: Yes I No /fyes, #of treatments: __ Date completed: ______ _ 

List all current Medications and Allergies: □ See attached list □ LATEX ALLERGY □ ADHESIVE ALLERGY

EDEMA/LYMPHEDEMA HISTORY 
Do you have swelling? Yes I No Location of swelling: __________________ _ 

When did your swelling begin?_______________ Does it go down at night? Yes I No 

What makes it worse? ________________ Better? ____________ _ 

Have you had previous treatment for your swelling? Yes I No When/Where? __________ _ 

Do you use, or have you used, any of the following to manage your swelling: 

□ Compression garment (ie. socks, sleeve, etc.) □ Diuretics/ "water pills"
□ Compression pump □ Elevation/Exercise

□ Bandaging, self-massage □ 

Do you have any wounds? Yes I No Where? _____________________ _ 

Who is currently treating your wounds?· 

OTHER INFORMATION 
Do you have any pain? Yes I No If yes, where? ________ Duration of pain: Constant Intermittent 

Severity of pain (Circle selection: 0=no pain, l0=worst possible): 0 1 2 3 4 5 6 7 8 9 10 

Describe the pain: 
---------------------

What makes your pain better? _________ What makes your pain worse? _______ _ 

How do you rate your overall health status: □ Excellent □ Very good □ Fair □ Poor 

How do you learn best? □ Reading □ Listening □ Demonstration □ Pictures □ Other _______ _ 

What are your goals for therapy? __________________________ _

Do you have any family/friends that can help you with therapy if needed? Yes I No 

Are you being treated by any other medical professionals? Yes/ No 

If Yes, please list: 
--------------------------------

Are you currently receiving Home Health Services (ie. Home nurse, therapist, nursing aide)? Yes/ No 

Patient Signature: __________ _ 
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