
 
 

114 Maple Rd, Grand Cayman. 
+1(345) 949 7618 

 
This ques�onnaire is for both Cancer pa�ents and their support network. It will help us 
iden�fy the needs in our community to implement support. It is confiden�al and for us to 
gain knowledge to improve resources available. Your par�cipa�on helps up improve the 
community resources for those needing addi�onal support and networks.  
 
I am a:  Cancer Pa�ent        Family member        Friend        Caregiver        Other  
 
If other please explain: ______________________________________________________ 
 
Diagnosis: _____________________________________________ Stage: _____________ 
 
Sex:     Male         Female        Other            Age: ______________ 
 
Do you/have you received CICS support in any way?:    Yes             No   
 
How long ago was the diagnosis: 
      0-6 months          6-12 months     1-2 years   2-5 years    5-10 years     10+years 
 
Treatment Phase: (�ck as appropriate) 

o New Diagnosis and not yet started 
o Surgery 
o Current: Radia�on        Chemo        Other:_________________________ 
o Remission  How long: _________________ 
o Terminal; no treatment 

 
Ac�vi�es of Daily Living: (�ck as appropriate) 

o Normal 
o Mildly limited 
o Moderately limited 
o Significantly limited 
o Full assistance required 

 
Fer�lity: 
Is fer�lity an immediate concern?:   Yes            No 
 
Nutri�on: 
Do you feel like you need nutri�onal support/guidance?   Yes              No  
 

     

   

  

      

 
 
 
 
 

  

 
 
 
 
 

  

  



Knowledge and Awareness: 
Can you rank your knowledge and understanding of your diagnosis from 1 to 10: _______ 
 (1 = very litle knowledge and understanding, 10 = understand the diagnosis/prognosis very well) 
 
Are you looking for professional support regarding the educa�on of your diagnosis and what 
the outlook and long-term effects are?:     Yes             No  
 
Are you, while in a safe environment: (�ck as appropriate) 

o Willing to share with others? 
o Willing to listen to others’ experience? 

 
What type of support system do you currently have in place? (�ck as appropriate): 

o Good: Family and friends with a good community  
o Moderate: some support but limited and feel you cannot always speak openly or you 

some�mes feel alone 
o Poor: No support and feeling alone 

 
Do you feel you can speak openly about your feelings, fears, or emo�ons?:   Yes            No  
 
What impacts from treatment do you feel you need most help with? 
(for example; fa�gue, chemo fog, peripheral neuropathy, lymphoedema(swelling), pain, etc.) 
 
__________________________________________________________________________ 
 
__________________________________________________________________________ 
 
What services or ameni�es do you feel would most benefit you?  (Select all that apply to 
you) 

o Individual Therapy 
o Group Therapy:  1-3 people  
o Group Therapy 3-10 people  
o Private therapy 1-1  
o Companionship (i.e., someone to have tea, chat, read a book, go for a walk)  
o Support groups 
o Physical Therapy group classes 
o Yoga classes  
o Medita�on classes 

 
Is there any addi�onal informa�on you would like to share? 
 
__________________________________________________________________________ 
 
__________________________________________________________________________ 
 
__________________________________________________________________________ 
 
__________________________________________________________________________ 

  

 
 

 
 

 

  

 
 
 
 
 
 
 
 
 


