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MULTICENTER STUDY OF HYDROXYUREA

" IN SICKLE CELL ANEMIA (MSH) ID LD ¥ .
‘ VISIT violfu]-
ELIGIBILITY SCREENING FORM I VisiT °
Vis=04
PART I: IDENTIFYING INFORMATION 7. Has informed consent CONSENT
, been obtained? ----.......T i
1. Patient’s NAME CODE: : Yes No
NAMEcCDE :
) PART III: EXCLUSION CRITERIA
. Date: o .
- [RVOL.DT E ' YES No
— T e ’ 8. A. Chronic trans- T;{,—\_CHI\‘.
Day Month Year fusions program? ------ (INEL)( 2)
B. Transfusion within MOC1
P L NC CRIJ A 2 months? ------....... T(KK{OI%Q 2)
3. CSSCD patient? -----ecce... ' c. 1 b
’ ‘ros ‘vo |ACEQV eansfuston ta e STEALICCY
: > . A b € bireh 2 years? ------e..... ~- (INEL)( 2)
. . Date o rth:
: B’ Kﬂ,’_b’[ . 9. A. Stroke, TIA or chronic
— e e transfusion for stroke ____ o ;
Day Month Year or TIA in last four SHL-K._HX
© years? -----..... R (INEL) ( 2)
B. 18 years of age or .. O [
older? ---cec-eaoa ... (1) (2) A’(li' 75 B. Congestive heart
Yes No failure or chronic
; A transfusion for con- = X
| If NQ, answer Item 4C. gestive heart failure CH =
— in last four years? --- (INEL)( 2)
. . ¥, N gy e
C. Will be 18 by wong 10. Pregnant or breast PRZC¢ Cl
March 1993 -wceeaa..... (HOLD) (INEL) feeding ----eeeooLLL ... (HOLD)( 2)
Yes No <{
5. Nusber of N 1l. $-£° thalassemia $6TH(\L: (INEL)( 2)

. dumber of crises within (:R’l S¢j
last 12 months ----eevc-.. s 12. A. At risk of or current },NUNCSUP

immunosuppression ----- (INEL) ( 2)

A. Less chan three? -----. (HOLD) ( 2) ' ' n
I3 _©f Yes No B. Antineoplastic agent KADTH Rp\/
6 pact - or radiation therapy -- (INEL)( 2)

. Patient or partner - ,
adequately protected P RCTECe L 13. Previous hydroxyurea H\{DKX—H)(
against pregnancy? -----.-. ( 1) (HOLD) therapy -----eeceeeana... (INEL) ( 2)

. ' Yes No
[ 14. > 30 oxycodone/visit or OXYCOD?)@
| - equivalent ------......... (HOLD) ( 2)
_ - OPLIN
- 15. Theophylline ---«-----. THG(% uc{'lw)(L‘ 2)

- I.D. No. ’ - ' ,




PART T11; {Continued)

17.

18.

19.
20.
21.

22.
23.

P

24,

25.

Yes No
Androgen, estrogen,
(except birth control I%(%ZAAO#JE_
pills), or progestin ----.-. (HOLD) ( 2)
Calcium channel CA,CH 6LK
blocker ---.--.. cmeeesena.. (HOLD) ( 2)
ANTLS 1AL

Other antisickling agent -- (INEL)( 2)

(Items 19-23 within six months

prior to QVOL.)

EL_CRERT
Elevated creatinine ------- (HOLD) ( 2)
EL_ALT
Elevated ALT -----=cuuuon.. (HOLD)( 2)
' TRON -
Iron deficiency -------.... (HOLD) ( 2) .
. . FOLA DEYV
Folate deficieney ----..... (HOLD) ( 2)
12-DE
Vitamin By, deficiency ---- (HOLD)( z)
V. s -
Are there any "INEL"
or "HOLD" answers in INgL—Oi
Items 3 to 23?7 ---cenn.. .. (1) (2
Yes No
' If YES, skip to Item 26.
C.
Were blood specimens BlooosSOA
drawn? -c-cececeenaaaaii. ( 1) (HOLD)
Yes No
§L1f YES, skip to Item 258,
Reason(s) specimen not drawn
‘Yes No
L. No venous access -- (1) ( 2) VENACCO4
2. Patient refused --- ( i) ( 2) REFMSéO:L

Skip to Item 26.
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(Continued)
B. Follow instruections for obtaining

blood specimens and record which
specimens were obtained:
' Yes No
1. 5-ml EDTA (lavender
top) tube for rou- c1_C
tine hematology --- (Tz\S‘ HOLD)

2. 5-ml (lavender

top) tube for TUREZ A
24-hour hold -----. (1) (20

3. 5-ml (lavender top)

tube for special TURE3I.O:
hematology ----.... ( 1) (HOLD)

4, S-ml serum (red
top) separator TUREY _0A
‘tube ---.. REEEER PP ( 1) (HOLD)

If NQO, skip to Item B.S5.

a. Was the tube
centrifuged

at 3000 rpn  CENTR_O4

for 5 min.? --- ( 1) (HOLD)

5. Two slides of

smeared blood S(UIDESOA

(Miniprep) -----... ( 1) (HOLD)
Problems: .

1. Difficult veni- DIFVEN A

puncture ------.... (HOLD) ( 2)

2. Hematoma ------- H M‘QOW(:()A_)

' s

3. Fainting -----..... (1) (2)

OTH PROOA.

4. Other ----.......]. (1) (2

Specify ( 'L£O

.1.D. Neo.
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Is this patient living EART V. COORDINATION
with any other patient
for whom a MSH Form 01 27. Checked for completeness and accuracy:
has been completed and :
submitted to the Data AMOTHCQ A. Certification Number: ’
Coordinating Center? ------ (1) (2 CEP—T~N O ;
Yes No — e " e
If YES, answer Item 26A. B. Signacure:
CERT-SIG
A. Provide ID No. and Name Code
of the other patient: )
l. IDNo.: ____ — e < Telecopy (FAX) this form to the Daca .
NC/OT‘HG{{ Coordinating Center at (410) 435-4232.
2. Name Code: —_— Retain this form for your files.
Give the patient a two-week course of
. folic acid.
Give the patient a two-week diary.
DCC Use Only
Schedule the patient for an ) ) g
appointment two weeks from today. )
Explain the importance of taking the 28. CSSCD DocmentatgrxS\?-c-;b-%--- (1)
folic acid daily, filling ouc the :
diary sheet and coming to the next
appointment, with
bottle and filled out diaries.

B 1.D. No. - l l ‘
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