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	Please fill out all fields on the form

	Name
	Date:

	Position and Affiliation:


	Address:
	City:
	State:
	ZIP Code:

	Telephone:
	Email address:
	Fax:
	FTP Address (if available)


	Cance cluster summary

	Please summarize the cancer cluster incidence: 


	Case characterization and verification

	Please provide case information as much as possible:
Case 1:
- Patient Name____________________________________      - Cancer type (site)_________________________________
- Date or year of diagnosis___________________________     - Sex_____________________________________________
- Age at diagnosis or year born_______________________      - Occupational history_______________________________
- Address of residency at diagnosis and residential history______________________________________________________
Case 2:
- Patient Name____________________________________      - Cancer type (site)_________________________________
- Date or year of diagnosis___________________________     - Sex_____________________________________________
- Age at diagnosis or year born_______________________      - Occupational history_______________________________
- Address of residency at diagnosis and residential history______________________________________________________
Case 3:
- Patient Name____________________________________      - Cancer type (site)_________________________________
- Date or year of diagnosis___________________________     - Sex_____________________________________________
- Age at diagnosis or year born_______________________      - Occupational history_______________________________
- Address of residency at diagnosis and residential history______________________________________________________
Case 4:
- Patient Name____________________________________      - Cancer type (site)_________________________________
- Date or year of diagnosis___________________________     - Sex_____________________________________________
- Age at diagnosis or year born_______________________      - Occupational history_______________________________
- Address of residency at diagnosis and residential history______________________________________________________
Case 5:
- Patient Name____________________________________      - Cancer type (site)_________________________________
- Date or year of diagnosis___________________________     - Sex_____________________________________________
- Age at diagnosis or year born_______________________      - Occupational history_______________________________
- Address of residency at diagnosis and residential history______________________________________________________

Please provide extra cases in above format in a separate page. 



[bookmark: _GoBack]All requests are subject to approval by the Division of Policy and Evaluation and may under certain circumstances require approval from the Institutional Review Board of the Virginia Department of Health.  All requests are handled on a “first come, first served” basis as time and staffing permit. Resulting data will be transmitted in a manner consistent with the Health Insurance Portability and Accountability Act (HIPAA). Data analysis is limited to the accuracy of the data submitted to the Virginia Cancer Registry.
