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LEUKEMIA QUESTIONNAIRE 
 
Client _____________________________________ Age/DOB ___________________________ 
 
Date first diagnosed?  _____________________  
         
Check type of Leukemia: 

□ Acute Lymphoblastic Leukemia (ALL) 
□ Acute Myelogenous Leukemia (AML) 
□ Chronic Lymphocytic Leukemia (CLL) 
□ Chronic Myelogenous Leukemia (CML) 
□ Hairy Cell Leukemia 
□ T-cell Prolymphocytic Leukemia 
□ Large Granular Lymphocytic Leukemia 
□  Adult T Cell Leukemia 

 
For Acute Lymphoblastic Leukemia (ALL), check the appropriate risk group: 

□ Childhood – Standard Risk 
□ Childhood – High Risk 
□ Childhood – Recurrent Risk 
□ Adult – Untreated Risk 
□ Adult – In Remission Risk 
□ Adult – Recurrent Risk 

 
For Acute Myelogenous Leukemia (AML), check the appropriate phase: 

□ Untreated Phase 
□ Remission Phase 
□ Recurrent Phase 

 
For Chronic Lymphocytic Leukemia (CLL), check the Stage:    

□ Stage 0 
□ Stage I     
□ Stage II 
□ Stage III 
□ Stage IV 

 
For Chronic Myelogenous Leukemia (CML), check the Stage: 

□ Chronic Stage  
□ Accelerated Stage 
□ Blastic Stage 
□ Relapse Stage 
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Check treatment type (check all that apply): 
□ Radiation (Date of last treatment: ____________) 
□ Chemotherapy (Date of last treatment:  ____________) 
□ Immunosuppression Therapy (Dates:  ____________) 
□ Watch & Wait (Observation only) 
□ Stem Cell Transplant (Date:  ____________) 
□ Bone Marrow Transplant (Date:  ____________) 
□ Surgery/biopsy(s) (Date & details: ____________________________________) 

 
Any history of the following (check all that apply)? 

□ Any recurrence after initial treatment? Details: ___________________________ 
□ History of any other cancer(s)? Details: _________________________________ 
□ History of HIV virus 
□ History of Human T-Lymphotropic Virus (HTLV) 
□ Family history of Leukemia (Details:  __________________________________) 
□ Family history of other types of cancer (Details:  _________________________) 

 
Date of most recent medical follow-up:  ______________________________________________ 
  
Date & results of last imaging (CT, MRI, PET scan): ___________________________________ 
 
Date & results of most recent CBC (complete blood count): ______________________________ 
 
Have you ever used tobacco? YES □     NO □  
If yes, type of tobacco used? Cigarettes □     Cigars □     Chew □     Pipe □ Other: _________ 
Date of last use: ______________ 
 
Any other major health impairments?  _______________________________________________ 
 
______________________________________________________________________________ 
 
Any medications? _______________________________________________________________ 
 
______________________________________________________________________________ 
 
*We strongly suggest including the actual pathology reports from any biopsies (lymph nodes or 
bone marrow) as well as the most recent CBCs in order to provide a more meaningful quote. 
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