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☐  Fatigue/Activity Intolerance       ☐  Diarrhea 
☐  Respiratory Symptoms                 ☐  Anxiety 
☐  Secretion Control                            ☐  Depression 
☐  Nausea                                              ☐  Insomnia 
☐  Vomiting                                                   ☐  Agitation 
☐  Anorexia                                         ☐  Constipation 
☐  Pain           ☐  Other: 

How are  these  symptoms being addressed ? 
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