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... FOLLOW-UP VISIT LURCLIN | cLiNic No.
) D 1.D. NO. -

VISIT |visit | F v 1

PART I. IDENTIFYING INFORMATION

i Collect and review the patient diary,
1. Patient Name Code: - INAMECODE Inquire about any medical contacts since the
: ' e —— — — last visit,
2. Date: - \ IS’DT-
Day. ~  Month Year

4.  According to the diary
or the patient’s report,

PART II: PHLERQTOMY AND DIARIES
SCH-—BL has the patient been to a

3. Is patient scheduled for blood Yes No doctor or hospital since DE—V‘S
specimens at this visit? ----.- (Y (2 the last completed Yes No Unknown
’ follow-up visit? ---.. ( 1)* ( 2) { 3)
If NQ, skip to Item A’, .
A. Were blood specimens BLCODS  part 111 wppricaL mEview
" drawn? ------ meeemeanan 7 (1) (2
I XES, skip to Item 3C.- 5 Has the patient re . AN
) . - ' ceived a rransfusion FVTK
B. Reason blood not drawn Yes HNo . since the last com- Yes No Unknown
\ 1. No venous access ----- (1) ( 2NOVENA pleted visit? -------- ()% (2) ( 3)
o | 2. Phlebotomy difficult - ( 1) ( Z)PHL?’E
3. Patient illness ------ (1) (2PA A
4. Patient refused ------ (1) a)g *F H?S tge patlegt be'een
3. Other --r-w----eoooo. Cu Car Er:;:fu:t;o:t ;r:;::;
Specify: since the last com- WAN
pleted follow-up Yes No Unknown
Skip to Item_fa-. VESit? ~-v-ceeooaaaaa L (1% ( 2) ( 3)
C. Follow instructions for obtaining 7 Patient's weight: --- WE[GHT k
N X . gat: T e e et KB
blood specimens for this visit, and
record which specimens were obtained: OR check here if not available --- (1)

1. 5 ml EDTA tube for 8 Has the patient experienced any of the
routine hematology --- ( 1) ( z)R.HEM follow symptoms since the last visit?

2. 5 ml EDTA for - Yes No
-special hematology --- (1) ( 2) S HEM a. Hair loss -Hﬁ{g?-‘" = Y (9
3. 5 ml serum b. Skin rash or abnormall - 1) (2
separator tube ------- (1) (2)SERUM c.  Eever .-- g (1 (2
Z M d. “m vomiting/diarrhea - ( 1) (2
If NO, skip to Item 3C4. e e Eep e maa e
P e, Other a—SY (1) (2
a. Was the tube cen- Specify: S—SX
trifuged for 5 min
at 300 rpm? ------ (1) «( z)CENTﬁ
S 4. Two slides of smeared .
o blood (Miniprep) ----- (1 (2SLDE

*1f YES, complete Form 25, Medical Contact.
_ **See definition in the Instructions.
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9. Has this patient taken any prescribed oral O_NARC Yes No Unknown
) or transcutaneous narcotics since the last visit? -c--evmeobomen... (1 (2) ( 3

If NO or UNKNQWN, skip to Item 10,

G. Check if
A, Agents B. Total dose (mg) dose N/A
1. Meperidine (Demerol) -«--- « vEM _ DEM-DO (1)
2. Oxycodone (Percodan) ----- ( DPXY __ _Q)(j—:.PQ_ (1)
3. Morphine -----c-veeooan... ( UMOR _ _HO_K:PQ_ (v
4. Hydromorphone (Dilaudid) - ( OND ___HiD__‘_-DQ (1)
5. Codeine -------c--eaooa . ( DL __CQ]_)"_'_I?E_ (1)
6. Fentanyl patch «---------- ( DN — EE_\_)—:@O__ (1)
Other (Specify): ,
7. Qrl (n  _ORLDO (D
8. OQ-?_- { 1) ' __(B&--P'_O_ { 1)
: . ’ }*zE;éﬁ- Yes No Suspect Unknowﬁ
10. 1s the patient or partner Pregnant? -~---------.-. - sete--a (1) ( 2) (D ( )
' If YES or SUSPEGT, see Form 20 Instructions.
)
11. 1Is the patient adhering to study requirements Yes No N/A*
to avoid Pregnancy? ---=-eeso e EU?(?Z]E;; ----- (1) ( 2) { 3)
12. Has patient had a therapeutic phlebotomy since 77f [ﬁ4[’ Yes No  Unknown
" the last completed follow-up vigit ---cceoman 2t P St S (1) ( 2) ( 2)

PART IV: TREATMENT REVIEW

RX

13. Has patient returned bottles and capsules of study treatment from FE;T; Yes No
' any previous follow-up visit (do not list folic acid)? ~eeceeccommconioo-. (1) (2)

If NO, skip to Item 13D.

Number of

A. Bottle Prescription Number B. "For-FV" Number €. Capsules Returned
S

_RxwogLl v REFVIL] RY=CTEC]

| r— — . —— i —— — r— ——

: if-‘)b

| e — ey — gy

L
433323

I.D. No. -

*Answer N/A if patient is on permanent stop. Visit Flv - 1




s

2. (Continued)

~ D. Has patient taken

study treatment in Yes
the last 14 days? - ( 1)

No Unknown

(2 (3)

If NO or UNKNOWN, Skip to Item l4.

Tk _TIM

1. How long ago?

( 1) hours
_ ( 2) days
A

—

]

TK-UNIT
4. Since the last completed
follow-up visit, has
this patient had a
‘medically indicated
interruption to pre-
scribed study medi-
cation, other than an
an MSH STOP ORDER
(Form 33)7

THINTC
N/A

No Unknown

{ 2) ( ay=

Yes

()

If NO or UNKNOWN, skip to Item 15.

A. Number of days of
treatment interruption:

OR check here if unknown ---- ¢ 1)

|

B. Reason for treatment interruption:

TXINTR

RX.OK

Yes No
(1) (2)

15. **Is patient cleared for
receiving study treatment
for next two weeks?

If NO, skip to Item 16.

A. Dispense study treatment
and folic acid labeled
for the next two weeks.
Were study treatments
dispensed?

RXDISP
o

Yes

(1)

_}“&nswer N/A for patients on permanent stop.

ee Form 20 Instructions..

/

MSH Form 20
Rev 4 7/26/93
Page 3 of 3

16, Have telephone number(s) or
best times to contact the
patient by telephone

changed?

TE&?H

Yes No

(1 (2

If YES, submit a revised Form 10,
Telephone GContact Schedule Form.

1. Make sure to schedule a follow-up visit in
two weeks.

2. Give patient the diary sheets for the next
two weeks and a spare.

3. Provide patient with appropriate reimburse-
ments.

4. Remind patient that he/she may get a tele-
“phone call from the Central Office con-
cerning either stopping taking the study
medication, or about visits to doctors or
hospital.

3. Remind patient about avoiding pregnancy.

PART V; REIMBURSEMENTS

17. A,

Record amount of cash : C}%S?JIIT

reimbursement for diary --- §

CASHTR

of cash
for travel --

B. Record amount
reimbursement

of cash
for

C. Record amount
reimbursement
telephone

BART V: COORDINATION

18. Check for completeness and accuracy
CERT-NO

A, Certification No.:

B. Signature:

Retain a copy of this form for your files.
Send the original to the MSH Data Coordinating
Center. Use MSH mailing labels:

MSH Data Coordinating Center
Maryland Medical Research Institute
600 Wyndhurst Avenue

Baltimore, Maryland 21210

I.D. No. -

Visic F |V . - 1
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