
Battle Buddy Program-Patient 

Name: ______________________ 

Date of Birth: _________________ 

Address: _________________ 

Type of Cancer: _________________ 

Length of Battle: ________________ 

Hospital Regiment (frequency/number of days inpatient): ______________________________ 

Hospital receiving treatment: ________________________ 

Occupation: __________________ 

Married: ________________ 

# of Children, and ages: __________________ 

Hobbies/interests: _______________________________ 

Favorite music: __________________ 

Favorite movies/shows: _______________________ 

Important things we should know:___________________________________________ 

Phone number of guardian: _________________ 

Email of guardian: ________________________ 


