
Virginia Cancer Registry Reporting Form


P.O. Box 2448, Room 114 -  Richmond, VA 23218
ALL APPLICAL FIELDS ARE REQUIRED BY VIRGINIA LAW
Provider Name: ______________________________ State Lic. #______
Patient’s Last Name




First Name




Middle Initial
Suffix

_________________
_______________
   
____
__

Number of Previous Primary Cancers __      Date Admitted __ __ ____       SS#: ___-__-____

Street Address (at DX) ___________________________________

City _____________ State __ Zip Code _____ City/Co. of Residence ________
Please indicate with a check whether residence is in a county _____ or independent city  _____


Race 



 
______
01 = White

20 = Micronesian, NOS*
02 = Black

21 = Chamorran


03 = American Indian  
22 = Guamanian, NOS

        Aleutian, Eskimo
25 = Polynesian, NOS

04 = Chinese

26 = Tahitian

05 = Japanese
27 = Samoan

06 = Filipino

28 = Tongan

07 = Hawaiian
30 = Melanesian, NOS

08 = Korean

31 = Fiji Islander

09 = Asian Indian,
32 = New Guinean, NOS

        Pakistani
96 = Other Asian (including Asian,

10 = Vietnamese
        NOS and Oriental, NOS) 

11 = Laotian

97 - Pacific Islander, NOS

12 = Hmong

98 = Others

13 = Kampuchean
99 = Unknown

14 = Thai


Ethnic Type


 __
0 = Non Spanish
4 = South American

1 = Mexican

5 = Other Spanish


2 = Puerto Rican
6 = Spanish, NOS

3 = Cuban

9 = Unknown if Spanish

Sex
________
1 = Male

4 = Transsexual, NOS 

2 = Female

5 = Transsexual, natal male
3 = Other (hermaphrodite)
6 = Transsexual, natal female


9 = Unknown
Age at Diagnosis      _____
Date of Birth 


______________
   M           M            D           D           Y         Y         Y         Y 

Usual Occupation ________________________
____________________________________________

____________________________________________

Company or Industry _____________________

____________________________________________

____________________________________________

Date of Initial Diagnosis 

________________________________
  M          M             D        D             Y          Y         Y         Y
Primary Site of Cancer _______________

__________________________________

Paired Organ

  ___
0 = not paired organ
3 = one side, NOS

1 = right side

4 = both sides, single primary

2 = left side
 
9 = unknown

Diagnostic Confirmation 
_____
1 = positive histology

2 = positive exfoliative cytology - no positive histology

4 = positive microscopic confirmation – method not specified

5 = positive laboratory test or marker study

6 = direct visualization without microscopic confirmation

7 = radiography and other imaging techniques without microscopic confirmation

8 = clinical diagnosis only (other than 5, 6 or 7)

9 = unknown whether or not microscopically confirmed

Histology __________________________  
____________________________________________

Behavior Code  
  ____
0 = Benign

1 = Uncertain whether benign or malignant, Borderline  malignancy, Low malignant potential

2 = Carcinoma in-situ, Intraepithelial, Non-infiltrating,  Noninvasive

3 = Malignant, primary site

Grade



  ___


1 = Grade I -  Well differentiated, Differentiated, NOS

2 = Grade II - Moderately differentiated, Moderately well  differentiated, Intermediate differentiation

3 = Grade III - Poorly differentiated

4 = Grade IV - Undifferentiated Anaplastic

9 = Grade or differentiation not determined, not stated or not        applicable

 

AJCC TNM Stage
cT ________ cN_________ cM________ cGroup Stage _______
pT________ pN_________ pM________pGroup Stage________

Treatment (type)

Surgery Date_______________________________

   Procedure__________________________________

____________________________________________

Radiation Date _____________________________

   Type/Modality______________________________

____________________________________________

Chemotherapy Date _______________________

   Drugs ___________________________________

____________________________________________

Was All Treatment First Course?
Y    N
Other Treatments (specify date and type for each) 
 ____________________________________________

____________________________________________

____________________________________________

__________________________________
Date First Seen ______________
     M          M             D         D             Y          Y          Y        Y 

Date of Last Contact or Death 

______________
     M          M             D         D             Y          Y          Y        Y 

Status of Patient
_____
0 = Dead

1 = Alive

                ICD-10 Cause of eath:__________________________

Tobacco History
Y      N      Unk

Tobacco Pack Years 
________

Alcohol History
Y      N      Unk

Vietnam Veteran
Y      N      Unk

Dioxin Exposure 
Y      N      Unk

Hospital Referred from _______________

__________________________________

Hospital Referred to _________________

__________________________________

Person Completing Form:

__________________________________

Date __________________________________

*NOS - Not Otherwise Specified

Virginia Cancer Registry Reporting Form and Instructions

Facility (or Provider) Name: Enter the name of the hospital, laboratory, clinic, or other medical facility reporting the case.  If this is a physician office case, please provide physician’s name.

State Med Lic #:  (If applicable) Provide the physician’s 10-digit medical license number assigned by the Virginia Board of Medicine.

Patient’s Name: Record the patient’s last name (including suffix), first name, and middle initial.  “Suffix” is a title that follows a patient’s last name such as Jr., Sr., III, IV, MD, or PhD.  If multiple suffixes are used, the generation-specific suffix is to be recorded.  Example:  The patient’s name is John C. Smith III, MD.  Record the “III.”
Number of Previous Primary Cancers: Enter the number of primary malignant tumors known to have been diagnosed during the patient’s lifetime prior to the current diagnosis.  Do not include basal and squamous cell cancers of the skin.

Date Admitted: Enter the date of the reporting facility’s first contact with this patient for this primary cancer.

SS#:  REQUIRED BY LAW.  Record the patient’s Social Security number.  Do not record Social Security numbers that end with B or D.  These letters indicate use of the spouse’s Social Security number.  If the patient has no Social Security number use 999-99-9999.
Address at Diagnosis: Record number, street, city, state, and zip code of the patient’s usual residence when the malignancy was diagnosed.  If the patient resides in Virginia, also enter the name of the county or independent city of residence. 

Race:  Enter the code that best describes the patient’s race.  The following rules will help to select the appropriate code.

White includes Mexican, Puerto Rican, Cuban, and all other Caucasians.

Black includes the designations Negro or Afro-American.

A combination of white and any other race is coded to the other race.

A mixture of Hawaiian and any other race is coded Hawaiian (07).

A combination of nonwhite races is coded to the first nonwhite race documented.

Race is based on birthplace information when place of birth is given as China, Japan, or the Philippines, and race is reported only as Asian, Oriental, or Mongolian.

Ethnic Type: This item identifies persons of Spanish/Hispanic surname or ethnicity.  A person of Spanish/Hispanic origin may be any race.  Code Portuguese and Brazilians as non-Spanish (0).
Sex:  Code the patient’s sex.

Age at Diagnosis:  “Age at diagnosis” is the patient’s age at his or her last birthday before diagnosis.

Date of Birth:  Record the patient’s date of birth in month, day, year format (MMDDCCYY).  A zero must precede single-digit months and days.  Please fill-in “CC,” which indicates century.

Usual Occupation: Record the patient’s usual occupation (that is, the kind of work performed during most of the patient’s working life before diagnosis of this malignancy).  Do not record “retired.”  If usual occupation is not known, record the patient’s current or most recent occupation or any known occupation.

Company or Industry: Record the primary type of activity carried on by the business/industry where the patient was employed for the longest period before diagnosis of this tumor.  If the information is available, and for companies with several classifications of major industry activity (that is, “manufacturing,” “wholesale,” “retail,” “service,” etc.), indicate the principal industry activity the patient was engaged in while employed. If the primary activity carried on at the location where the patient worked is unknown, it is sufficient to record the name of the company for which the patient performed his/her usual occupation.

Date of Initial Diagnosis: Record the month, day, and year (MMDDCCYY) that this primary cancer was first diagnosed by a recognized medical practitioner.  Estimate the date of diagnosis if you do not know the exact date.  Approximation is preferable to recording the date as unknown.

Primary Site of Cancer: Record the site of origin of the primary tumor.  Be as specific as possible from the information available.

Paired Organ: “Paired organ” or laterality refers to a side of the body.  It applies to the primary site only. Paired sites are only the sites as listed in the VCR User Manual (Thyroid and prostate are NOT paired sites).
Diagnostic Confirmation: This shows whether a malignancy was confirmed microscopically at any time during the disease course.  This is a priority coding scheme with code 1 taking precedence.  A low number takes priority over all higher numbers.

Histology:  Record the histology of the primary tumor.  Review all pathology reports.  Report the final pathologic diagnosis.

Behavior Code: Code the behavior of the primary neoplasm, i.e., malignant, benign, in situ, or uncertain whether malignant or benign.  

Grade: The grade or differentiation of the tumor describes the tumor’s resemblance to normal tissue.  Well differentiated (grade I) is the most like normal tissue.  Code the grade as stated in the final pathologic diagnosis.

AJCC TNM Stage: Record both the AJCC clinical and pathological (if known). All patients should be at least clinically staged by the physician.  Pathological stage can be found within the path reports.  If a stage group cannot be determined, then use stage group 99.  Please do not use Roman numerals.  
Treatment (type): Record information on any known treatment.  For surgery, record date and type of surgery performed.  For radiation, record date started and type of radiation administered to the primary site or any metastatic site.  For chemotherapy, record date started and type of chemotherapy administered.  Other treatments include hormone therapy, immunotherapy (biological response modifier), or other cancer-directed therapy.

Was All Treatment First Course?  Yes, all treatment listed above was part of the planned first treatment.  No, part of treatment listed was due to recurrence or progression of cancer.
Date First Seen: Date your physician or facility saw the patient.
Date of Last Contact or Death: Record the month, day, and year (MMDDCCYY) of the date of the reporting facility’s last contact with the patient, or, if the patient is deceased, record the date of death.

Status of Patient: Code the patient’s vital status as of the date recorded in the “Date of Last Contact or Death” field.

Tobacco/Alcohol History: If the information is available, indicate whether the patient has a history of tobacco/alcohol use.

Tobacco Pack Years: If the information is available, indicate how many tobacco pack years the patient has smoked.
Vietnam Veteran: Indicate whether patient is a veteran who served in Vietnam.

Dioxin Exposure: Indicate whether the patient has been exposed to Dioxin.

Hospital Referred from: If the patient was referred to the reporting facility because of this primary, record the name of the referring facility.

Hospital Referred to: If the patient was referred from the reporting facility to another hospital or medical facility because of this primary, record the name of the facility to which he/she was referred.
Code of Virginia

Sections Relevant to Cancer Surveillance
§ 32.1-70 Information from hospitals, clinics, certain laboratories and physicians supplied to Commissioner; statewide cancer registry. 


A. Each hospital, clinic and independent pathology laboratory shall make available to the Commissioner or his agents information on patients having malignant tumors or cancers. A physician shall report information on patients having cancers unless he has determined that a hospital, clinic or in-state pathology laboratory has reported the information. This reporting requirement shall not apply to basal and squamous cell carcinoma of the skin. Such information shall include the name, address, sex, race, diagnosis and any other pertinent identifying information regarding each such patient and shall include information regarding possible exposure to Agent Orange or other defoliants through their development, testing or use or through service in the Vietnam War. Each hospital, clinic, independent pathology laboratory, or physician shall provide other available clinical information as defined by the Board of Health. 

B. From such information the Commissioner shall establish and maintain a statewide cancer registry. The purpose of the statewide cancer registry shall include but not be limited to: 

1. Determining means of improving the diagnosis and treatment of cancer patients. 

2. Determining the need for and means of providing better long-term, follow-up care of cancer patients. 

2a. Conducting epidemiological analyses of the incidence, prevalence, survival, and risk factors associated with the occurrence of cancer in Virginia. 

3. Collecting data to evaluate the possible carcinogenic effects of environmental hazards including exposure to dioxin and the defoliant, Agent Orange. 

4. Improving rehabilitative programs for cancer patients. 

5. Assisting in the training of hospital personnel. 

6. Determining other needs of cancer patients and health personnel. 

§ 32.1-70.2 Collection of cancer case information by the Commissioner. 

A. Using such funds as may be appropriated therefore, the Commissioner or his designee may perform on-site data collection of the records of patients having malignant tumors or cancers at those consenting hospitals, clinics, independent pathology laboratories and physician offices required to report information of such patients pursuant to the reporting requirements of § 32.1-70, in order to ensure the completeness and accuracy of the statewide cancer registry. 

B. The selection criteria for determining which consenting hospitals, clinics, independent pathology laboratories and physician offices may be subject to on-site data collection under the provisions of this section shall include, but shall not be limited to: (i) expected annual number of cancer case reports, (ii) historical completeness and accuracy of reporting rates, and (iii) whether the facility maintains its own cancer registry. 

C. The Board of Health shall promulgate regulations necessary to implement the provisions of this section.

§ 32.1-71 Confidential nature of information supplied; publication; reciprocal data-sharing agreements.  

A. The Commissioner and all persons to whom information is submitted in accordance with § 32.1-70 shall keep such information confidential. Except as authorized by the Commissioner in accordance with the provisions of § 32.1-41, no release of any such information shall be made except in the form of statistical or other studies which do not identify individual cases. 

B. The Commissioner may enter into reciprocal data-sharing agreements with other cancer registries for the exchange of information. Upon the provision of satisfactory assurances for the preservation of the confidentiality of such information, patient-identifying information may be exchanged with other cancer registries which have entered into reciprocal data-sharing agreements with the Commissioner.

§ 32.1-71.01 Penalties for unauthorized use of statewide cancer registry. 

In addition to the remedies provided in § 32.1-27, any person who uses, discloses or releases data maintained in the statewide cancer registry in violation of § 32.1-71 shall be subject, in the discretion of the court, to a civil penalty not to exceed $25,000 for each violation, which shall be paid to the general fund.

§ 32.1-71.02 Notification of cancer patients of statewide cancer registry reporting requirements. 

The Commissioner, or his designee, shall develop and implement a system for notifying, within thirty days of receipt of the case record, each patient whose name and record abstract is reported to the statewide cancer registry pursuant to § 32.1-70 that personal identifying information about him has been included in the registry. The notification shall include (i) the purpose, objectives, reporting requirements, confidentiality policies and procedures of the statewide cancer registry, including, but not limited to, continued surveillance and investigation procedures and (ii) a copy of § 2.1-378 of the Privacy Protection Act.

Also Applicable:
§ 32.1-38
Immunity from liability.  


Any person making a report or disclosure required or authorized by this chapter, including any voluntary reports submitted at the request of the Department of Health for special surveillance or other epidemiological studies, shall be immune from civil liability or criminal penalty connected therewith unless such person acted with gross negligence or malicious intent. Further, except for such reporting requirements as may be established in this chapter or by any regulation promulgated pursuant thereto, there shall be no duty on the part of any blood collection agency or tissue bank to notify any other person of any reported test results, and a cause of action shall not arise from any failure by such entities to notify others. Neither the Commissioner nor any local health director shall disclose to the public the name of any person reported or the name of any person making a report pursuant to this chapter. 

§ 32.1-40
Authority of Commissioner to examine medical records.  


Every practitioner of the healing arts and every person in charge of any medical care facility shall permit the Commissioner or his designee to examine and review any medical records which he has in his possession or to which he has access upon request of the Commissioner or his designee in the course of investigation, research or studies of diseases or deaths of public health importance. No such practitioner or person shall be liable in any action at law for permitting such examination and review. 

§ 32.1-41 Anonymity of patients and practitioners to be preserved in use of medical records.  


The Commissioner or his designee shall preserve the anonymity of each patient and practitioner of the healing arts whose records are examined pursuant to §32.1-40 except that the Commissioner, in his sole discretion, may divulge the identity of such patients and practitioners if pertinent to an investigation, research or study. Any person to whom such identities are divulged shall preserve their anonymity. 

Regulations for Disease Reporting and Control

Sections Relevant to Cancer Surveillance

Part I.

                 DEFINITIONS

12 VAC 5-90-10. Definitions.

The following words and terms when used in this chapter shall have the following meanings, unless the context clearly indicates otherwise:

"Cancer" means all carcinomas, sarcomas, melanomas, leukemias, and lymphomas excluding localized basal and squamous cell carcinomas of the skin, except for lesions of               the mucous membranes.

"Clinic" means any facility, freestanding or associated with a hospital, that provides preventive, diagnostic, therapeutic, rehabilitative, or palliative care or services to outpatients.

"Commissioner" means the State Health Commissioner, his duly designated officer or agent.

"Department" means the State Department of Health.

"Designee" or "Designated officer or agent" means any person, or group of persons, designated by the State Health Commissioner, to act on behalf of the commissioner or the board.

"Independent pathology laboratory" means a non-hospital or a hospital laboratory performing surgical pathology, including fine needle aspiration biopsy and bone marrow examination services, which reports the results of such tests directly to physician offices, without reporting to a hospital or accessioning the information into a hospital tumor registry. 

"Medical care facility" means any hospital or nursing home licensed in the Commonwealth, or any hospital operated by or contracted to operate by an entity of the United States government or the Commonwealth of Virginia.

"Physician" means any person licensed to practice medicine by the Virginia Board of Medicine.

 "Surveillance" means the on-going systematic collection, analysis, and interpretation of outcome-specific data for use in the planning, implementation and evaluation of public health practice. A surveillance system includes the   functional capacity for data analysis as well as the timely dissemination of these data to persons who can undertake effective prevention and control activities.

Part VIII.

CANCER REPORTING

12 VAC 5-90-150. Authority.

Article 9 (§32.1-70 et seq.) of Title 32.1 of the Code of Virginia authorizes the establishment of a statewide cancer registry. 

12 VAC 5-90-160. Reportable Cancers and Tumors.

Clinically or pathologically diagnosed cancers, as defined in 12 VAC 5-90-10, and benign brain tumors shall be reported to the Virginia Cancer Registry in the department.

12 VAC 5-90-170. Those Required to Report.

Any person in charge of a medical care facility, clinic, or independent pathology laboratory which diagnoses or treats cancer patients is required to report. Physicians are required to report cases of cancer in those instances when it has been determined that a medical care facility, clinic, or in-state pathology laboratory has not reported. Any person making such report shall be immune from liability as provided by §32.1-38 of the Code of Virginia.

12 VAC 5-90-180. Data to be Reported.

 Each report shall include the patient's name, address (including county or independent city of residence), age, date of birth, sex, date of diagnosis, date of admission or first contact, primary site of cancer, histology (including  type, behavior, and grade), basis of diagnosis, social security number, race, ethnicity, marital status, usual occupation, usual industry, sequence number, laterality, stage, treatment, recurrence information (when applicable), name of reporting facility, vital status, cause of death (when applicable), date of last contact, history of tobacco and alcohol use, and history of service in Vietnam and exposure to dioxin-containing compounds.

Reporting shall be by electronic means where possible. Output file formats shall conform to the most recent version of the North American Association of Central Cancer Registries' standard data file layout. Facilities without electronic reporting means and physicians shall submit the required information on the Virginia Cancer Registry Reporting Form. A copy of the pathology report(s) should accompany each completed reporting form, when available. Medical care facilities and clinics reporting via the reporting form should also submit a copy of the admission form and discharge summary. 

Reports shall be made within six months of the diagnosis of cancer and submitted to the Virginia Cancer Registry on a monthly basis. Cancer programs conducting annual follow-up on patients shall submit follow-up data monthly in an electronic format approved by the Virginia Cancer Registry.

