
Chemotherapy Teaching Appointment Checklist 
  

1.             Patient Name:  _______________________________________           Date:  ________________ 
  
                Nurse:  _____________________________________________         Date:  ________________ 
  
                Diagnosis:  ____________________________          Protocol:  ___________________________ 
  
2.             Teaching For:       _____ Patient       _____ Significant Other:  _____________________________ 
  
3.             INFUSION CENTER INFORMATION 
                _____ Outpatient/Infusion Center phone numbers and contact information 
                _____ Reviewed emergency procedures and contacts 
                _____ Cancer Program Patient Education Folder 
  
4.             APPOINTMENTS: 
                PHYSICIAN APPOINTMENT:  MD:  _________________  DATE/TIME:  _________________ 
                CHEMOTHERAPY:  ______________________________   DATE/TIME:  _________________ 
                PORT PLACEMENT:  _____________________________   DATE/TIME:  _________________ 
                                TYPE:  _____________________________               PLACE:  ____________________ 
                LAB / NURSE FOLLOWUP: ________________________  DATE/TIME:  _________________ 
  
5.             LEARNING/AGE APPROPRIATE ASSESSMENT: 
                a.  Do you learn better by reading, listening or doing?  ___________________________________ 
                b.  Are there any language barriers to learning?  ________________________________________ 
                c.  Is there any cultural information we should know about when planning your care?  __________  
                _______________________________________________________________________________ 
  
6.             DISEASE/PROCEDURE 
                _____ Video:  ___________________________________________________________________ 
                _____ Pamphlets:  _______________________________________________________________ 
                _____ Other:  ___________________________________________________________________ 
  
7.             CHEMOTHERAPY                                              _____ NA 
                _____ PROTOCOL:  _____________________________________________________________ 
                _____ TREATMENT CYCLE (how often):  ___________________________________________ 
                _____ ADMINISTRATION 
                _____ OTHER:  _________________________________________________________________ 
                _____ Video:  ___________________________________________________________________ 
                _____ Pamphlets:  _______________________________________________________________ 
                _____ Medications:   
                a.  ______________________________________  d.  _________________________________ 
                b.  ______________________________________  e.   _________________________________ 
                c.  ______________________________________  f.  _________________________________ 
  
8.             RADIATION THERAPY                                    _____ NA 
                _____ Video:  __________________________________________________________________ 
                _____ Pamphlets:  _______________________________________________________________ 
                _____ Other:  ___________________________________________________________________ 
  
                 



 
9.             SYMPTOM MANAGEMENT 
                _____ Alopecia                   _____ Constipation                            _____    Diarrhea 
                _____ Fatigue                      _____ Nausea/Vomiting                    _____ Stomatitis/Oral care 
                _____ Myelosuppression    _____ Infection                                  _____ Anemia 
                _____ Organ Toxicity:  ____ Cardiotoxicity         ____ Nail changes      ____Nehprotoxicity 
                                                          ____ Neurotoxicity        ____ Otoxicity            ____ Pulmonary 
                                                          ____ Reproductive          ____ Skin                     ____ Cognitive 
                _____ Other:  ___________________________________________________________________ 
                _____ Other:  ___________________________________________________________________ 
                                 
10.           EQUIPMENT 
                _____ Vascular Access Devices: Type:  ______________________________________________ 
                                _____ Dressing Changes   _____  Signs/Symptoms of infection   _____ Sutures 
                _____ Home Infusion Pumps: Type: _________________________________________________ 
                _____ Oxygen: Rate: _____________________________________________________________ 
  
11.           PRESCRIPTIONS 
                Include: rationale, dosage, frequency, side effects, storage: 
                a.  _____________________________________     d.  _________________________________ 
                b.  _____________________________________    e.  _________________________________ 
                c.  _____________________________________     f.  _________________________________ 
  
                Is the patient on Coumadin for prophylactic treatment of a vascular access device? 
                ___YES                  ___ NO   
                Dose:  _______________ 
  
12.           SKILLS 
                                                                                                                                DEMO                    PT DEMO 
                _____ Subcutaneous injection                                                         ______                  ______ 
                _____ Dressing change: where:  __________________            ______                  ______ 
                _____ Other:  _________________________________         ______                  ______ 
  
13.           OTHER 
                
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
_________________________________________________________________ 
  
  
AGREEMENT:   
By signing this form _______________________(patient/family/sig other: name) agrees that these items were discussed regarding 
their chemotherapy treatment.  They have verbalized understanding of these items to the nurse doing the instruction and have 
returned any demonstration of required skills with good understanding and techniques.  Patient/family/S.O. agrees to notify the 
Infusion Center nursing staff if they require reinforcement teaching, or if the skills required are going to be done by someone other 
than the person instructed here. 
  
  
__________________________________________                      _______________________________________ 
Patient/Family/Significant Other                       Date                 Infusion Center Nurse                                Date 
  
  
  
Patient ID sticker                                                                                   


