
Page 1 of 6

Cycle # ____________

Chemotherapy Side Effects Worksheet

Chemotherapy (chemo) is one kind of medicine used to treat cancer. Chemo kills cells that grow fast, even if they’re not cancer cells.  
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Visit cancer.org/chemo to learn more about chemotherapy. 
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Cycle # ____________

Date /     / /     / /     / /     / /     / /     / /     /

Day of Chemotherapy Cycle Day _____ Day _____ Day _____ Day _____ Day _____ Day _____ Day _____

Fever (With or Without Chills):
Write down your highest temperature for the day.

None – Temperature 98.6° F
Mild – Fever of 98.6° F to 100.4° F
Moderate – Fever of 100.4° F to 104° F*
Severe – Fever greater than 104° F*

Max Temp:
_______°F
�  None
�  Mild
�  Moderate
�  Severe

Max Temp:
_______°F
�  None
�  Mild
�  Moderate
�  Severe

Max Temp:
_______°F
�  None
�  Mild
�  Moderate
�  Severe

Max Temp:
_______°F
�  None
�  Mild
�  Moderate
�  Severe

Max Temp:
_______°F
�  None
�  Mild
�  Moderate
�  Severe

Max Temp:
_______°F
�  None
�  Mild
�  Moderate
�  Severe

Max Temp:
_______°F
�  None
�  Mild
�  Moderate
�  Severe

Write any medicines taken for this here. —>

Fatigue (Feeling Weak):
None
Mild – Relieved by rest
Moderate – Not relieved by rest, unable to do  
household or work activities
Severe – Not relieved by rest, unable to take care  
of self, having trouble walking, or have a fall*

�  None
�  Mild
�  Moderate
�  Severe

�  None
�  Mild
�
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Cycle # ____________

Date /     / /     / /     / /     / /     / /     / /     /

Day of Chemotherapy Cycle Day _____ Day _____ Day _____ Day _____ Day _____ Day _____ Day _____

Diarrhea:
Write down number of bowel movements per day.

None – Same number of stools as usual
Mild – 1 to 3 more stools than usual
Moderate – 4 to 6 more stools than usual
Severe – 7 or more stools than usual; weakness  
or dizziness*

# of BMs:
_______
�  None
�  Mild
�  Moderate
�  Severe

# of BMs:
_______
�  None
�  Mild
�  Moderate
�  Severe

# of BMs:
_______
�  None
�  Mild
�  Moderate
�  Severe

# of BMs:
_______
�  None
�  Mild
�  Moderate
�  Severe

# of BMs:
_______
�  None
�  Mild
�  Moderate
�  Severe

# of BMs:
_______
�  None
�  Mild
�  Moderate
�  Severe

# of BMs:
_______
�  None
�  Mild
�  Moderate
�  Severe

Write any medicines taken for this here. —>

Constipation:
None
Mild – Using stool softeners or laxatives from time 
to time
Moderate – Using laxatives or enemas most days  
or every day*
Severe – Unable to move bowels despite medication; 
symptoms interfere with self-care*

�  None
�  Mild
�  Moderate
�  Severe

�  None
�  Mild
�  Moderate
�  Severe

�  None
�  Mild
�  Moderate
�  Severe

�  None
�  Mild
�  Moderate
�  Severe

�  None
�  Mild
�  Moderate
�  Severe

�  None
�  Mild
�  Moderate
�  Severe

�  None
�  Mild
�  Moderate
�  Severe

Write any medicines taken for this here. —>

Loss of Appetite (Anorexia):
None
Mild – Loss of appetite but still eating well
Moderate – Eating less but little weight loss
Severe – Not eating enough to maintain weight*

�  None
�  Mild
�  Moderate
�  Severe

�  None
�  Mild
�  Moderate
�  Severe

�  None
�  Mild
�  Moderate
�  Severe

�  None
�  Mild
�  Moderate
�  Severe

�  None
�  Mild
�  Moderate
�  Severe

�  None
�  Mild
�  Moderate
�  Severe

�  None
�  Mild
�  Moderate
�  Severe

Write any medicines taken for this here. —>

Pain or Difficulty With Swallowing:
None
Mild – Pain but can eat regular solid diet
Moderate – Pain that causes trouble eating  
regular solid diet*
Severe – Can’t eat regular solid foods or choking  
on food/drink*

�  None
�  Mild
�  Moderate
�  Severe

�  None
�  Mild
�  Moderate
�  Severe

�  None
�  Mild
�  Moderate
�  Severe

�  None
�  Mild
�  Moderate
�  Severe

�  None
�  Mild
�  Moderate
�  Severe

�  None
�  Mild
�  Moderate
�  Severe

�  None
�  Mild
�  Moderate
�  Severe

Write any medicines taken for this here. —>

*Let your cancer care team know about this side effect right away.
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Cycle # ____________

Date /     / /     / /     / /     / /     / /     / /     /

Day of Chemotherapy Cycle Day _____ Day _____ Day _____ Day _____ Day _____ Day _____ Day _____

Muscle or Joint Pain:
None
Mild – Sore but does not require medicine
Moderate – Moderate pain that limits ability to do 
household or work activities
Severe – Severe pain that interferes with self-care*

� 

Day ___ 91_


