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Week # ____________

External Radiation Side Effects Worksheet

External radiation therapy uses strong beams or waves of energy to treat certain cancers and other problems caused by cancer. External 
�/���!�&���1�&�,�+���2�0�2���)�)�6���,�+�)�6�����›�"� �1�0���1�%�"�����/�"�����,�#���1�%�"�����,�!�6���$�"�1�1�&�+�$���/���!�&���1�&�,�+�ý�������!�&���1�&�,�+���(�&�)�)�0��� �"�)�)�0���1�%���1���$�/�,�4���#���0�1�þ���"�3�"�+���&�#���1�%�"�6�	�/�"���+�,�1��� ���+� �"�/��� �"�)�)�0�ý�� 
Some healthy cells around the tumor can also be harmed. Visit cancer.org/radiation to learn more about radiation therapy. 
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help you do that. 
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people receiving radiation therapy might have.
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have others not listed here.

• We have included suggestions to help you describe each of these
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last page of this worksheet.

Print or save a copy of the worksheet for each week that you 
are receiving treatment and take the worksheet with you when 
you visit the doctor.

How to Use This Worksheet
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Week # ____________

Date /     / /     / /     / /     / /     /

Day 1 Day 2 Day 3 Day 4 Day 5

If you are receiving radiation to the abdomen:
Nausea and Vomiting:

None
Mild – Can eat
Moderate – Eating/drinking less than normal
Severe – Can’t eat or drink*

  None
  Mild
  Moderate
  Severe

  None
  Mild
  Moderate
  Severe

  None
  Mild
  Moderate
  Severe

  None
  Mild
  Moderate
  Severe

  None
  Mild
  Moderate
  Severe

Write any medicines taken here —>

Diarrhea: (Write down number of bowel movements in a day.) 
None – Same number of stools as usual
Mild – 1 to 3 more stools than usual
Moderate – 4 to 6 stools per day more 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

Write any medicines taken here —>

Constipation:
None
Mild – Using stool softener or laxatives from time to time
Moderate – Using laxatives or enemas most days or every day*
Severe – Unable to move bowels despite medicine; 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

Write any medicines taken here —>

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

Date /     / /     / /     / /     / /     /

Day 1 Day 2 Day 3 Day 4 Day 5

If you are receiving radiation to the chest:
Pain or difficulty with swallowing:

None
Mild – Pain but can eat a regular diet
Moderate – Pain that causes trouble eating a 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
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Week # ____________

Date /     / /     / /     / /     / /     /

Day 1 Day 2 Day 3 Day 4 Day 5

List any other side effects you experience in the boxes below.
Side Effect:

  None
  Mild
  Moderate
  Severe

  None
  Mild
  Moderate
  Severe

  None
  Mild
  Moderate
  Severe

  None
  Mild
  Moderate
  Severe

  None
  Mild
  Moderate
  Severe

Side Effect:
  None
  Mild
  Moderate
  Severe

  None
  Mild
  Moderate
  Severe

  None
  Mild
  Moderate
  Severe

  None
  Mild


