Persons using assistive technology may not be able to fully access irlformation in this file. For assistance, e-mail biolincc@imsweb.com. Indlude the Web site and fi]l_ename in your message.
Patient ID:
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(Patient Interview completed)

1. Did the patient sign the Informed Consent form? [] 1Yes .0 No
If Yes, record the date the form was signed. / /

month day year
2. Are you between the ages of 12 and 55 years inclusive? [] 1Yes .0 No
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Do you plan to move more than 75 miles away fom this clinic .1 Yes DO No
in the next year?
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>

Have you experienced a life-threatening asthma attack .1 Yes DO No

requiring treatment with intubation and mechanical
ventilation in the past 5 years?

5. Have you had a respiratory tract infection in the past .1 Yes DO No
6 weeks?
6.  Have you experienced a significant exacerbation of asthma .1 Yes [ o No

in the past 6 weeks?

o
|
~

(O Females only)

Are you potentially able to bear children? [] 1Yes [] o No
07A If Yes, are you using a birth control method indicated on this [] 1Yes .0 No
reference card? (Show patient the Birth Control Methods
reference card.)
@j 8.  Isthe patient eligible? if any of the shaded boxes are filled in, [l 1 Yes [ o No

the patient is NOT eligible.
O If Yes, please continue with the screening process.
[0 If No, please complete the Termination of Study Participation form (TERM).
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