


CARES-SF 
CAncer Rehabilitation Evaluation System 

Short Form 

Patient Information 

Name: __________________________________ __ 

Date: _____ _ _ _ _ _ 

Age: _ _ 

Sex: M F 

Type of Cancer: ______________________________________ _ 

Date of Diagnosis: - --- --- -

Instructions 

Below is a list of Problem Statements that describe situations and experiences of 
individuals who have or have had cancer. Read each statement and circle the number 
that best describes HOW MUCH EACH STATEMENT APPLIES TO YOU during the PAST 
MONTH, INCLUDING TODAY. Some sections will not apply to you. Please skip 
these sections and proceed to the next one as directed. For any problem statement that 
you rate between 1 and 4, indicate whether this is a problem with which you would like 
help by circling Yfor yes or Nfor no. 

Example 

1. I have difficulty walking ............................................................... 0 G) 2 3 4 

2. I find that food tastes bad ............................................................. 0 1 2 3 0 












	0
	1
	2
	3
	4
	5
	6

