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Please answer the following questions to help us learn more about your well being.  A serious illness can 
affect the quality of your life in many ways.  We may contact you to offer our counselling services based on 
the information you provide to us, or contact you regarding opportunities to participate in research. 
 
Part A:   Please respond to each question with “Yes” or “No” by making a circle around the appropriate 
answer.  There are no right or wrong answers. 
 
1. Do you live alone?        YES  NO 
 
2. When you need help, can you count on anyone to help with daily  YES  NO 

tasks such as grocery shopping, cooking, giving you a ride? 
 
3. Do you have regular contact with friends or relatives?    YES  NO 

 
4. Have you lost your life partner within the last few years?   YES  NO 
 
5. Can you count on anyone to provide you with emotional support?  YES  NO 

 
Part B:  Please check all of the following items that have been of concern or a problem for you in the past 
week including today.* 
 
 
6. Emotional:  

o Fears/Worries 
o Sadness 
o Frustration/Anger 
o Changes in appearance 
o Intimacy/Sexuality 

 

 
7. Informational: 

o Understanding my illness/treatment 
o Talking with the health care team 
o Making treatment decisions 
o Knowing about available resources 

 

 
8. Practical: 

o Work/School 
o Finances 
o Getting to & from appointments 
o Accommodation 

 

 
9.  Spiritual: 

o Meaning/Purpose of life 
o Faith 

 
 

 
10. Social/Family: 

o Feeling a burden to others 
o Worry about family/friends 
o Feeling alone 

 

 
11. Physical: 

o Concentration/Memory 
o Sleep 
o Weight 

 
 
Other concerns, please specify:  ___________________________________________________________ 
 
*Canadian Problem Checklist developed by the Canadian Partnership Against Cancer, August 2010. 
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Part C:    Please place an ‘X’ in the box that best describes what you have experienced. 
 

 Not at all A little bit Moderately  Quite a bit 
 

Very much
 

12. During the past week I have felt my 
heart race and I tremble.    

     

13. During the past week I have felt that I      
cannot control anything. 

     

14. During the past week I have lost interest  
in things I usually cared for or enjoyed. 

     

15. During the past week I have felt nervous  
and shaky inside. 

     

16. During the past week I have felt tense      
and cannot relax. 

     

17. During the past week my thoughts are      
repetitive and full of scary things. 

     

18. During the past week I have felt restless   
and find it difficult to sit still. 

     

19. I have recently thought about taking my 
life. 
NOTE: If you have, please speak with a  
member of your health care team 
and/or your family doctor.                         

     

20. In the past year, I have had 2 weeks or 
more during which I felt sad, blue or 
depressed. 

     

21. I have had 2 years or more in my life 
when I felt depressed or sad most days 
even if I felt okay sometimes. 

     

 
. 

Thank you for taking the time to respond to this form. 
 
If you or your family is currently struggling with the stress of your diagnosis, information and 
support is available on our website. www.bccancer.bc.ca/PPI/copingwithcancer, or by calling: 
 
 
Name______________________________     
 
Date of Birth________________________ 
 
Telephone__________________________ 
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Patient & Family Counselling Documentation: 
 

BCCA Patient & Family Counselling Departments 
 

Abbotsford Centre:  (604) 851-4733  
Centre for Southern Interior: (250) 712-3963 
Centre for the North:  Opening 2012 
Fraser Valley Centre:   (604) 930-4000 
Vancouver Centre:  (604) 877-6000, L.67 2194 
Vancouver Island Centre: (250) 519-5525

http://www.bccancer.bc.ca/PPI/copingwithcancer�



