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MULTICENTER STUDY OF HYDROXYUREA (MSH)
) MEDICAL CONTACT

Form 25
Instruction Sheet

A medical contact is a visit of any duration to a doctor, clinic, or hospital, or hospital
admission, for an acute event or a new (not pre-existing) medical condition. An emergency room
contact resulting in hospitalization is considered a single medical contact. A medical contact has
an attending physician associated with it who is the primary source of medical information about the
contact. The date and time of presentation and discharge are critical items used to uniquely identify
each medical contact and measure its duration.

Information about the contact should be requested Jrom the appropriate facility as soon as
possible after the contact to avoid missing information. Although spaces are provided for noting the
unavailability of individual items (N/A), they should not be marked "N/A" until all reasonable effort
has been made to obtain the information.

Provide a brief description of dose, frequency, and duration of medical treatments administered
during the medical contact. i ,

For Item R4: Yes - definitely present or clear description i}‘:dicating presence;

\ No - explicitly denied or a clear clinical description inconsistent with the item
) or complete clinical description and no mention of the symptom.

Uncertain - clinical description is ambiguous or equivocal about the
symptom’s presence.

For ltem 7B: Provide the number of days or the number of hours since the onset of the chief
, symptom(s) for which this medical contact was made.

For 10-16:  Record treatments administered during the medical contact, ie, between
date/time of presentation and date/time of discharge.

For Item 11: Answer YES if the medical center does not usually use parenteral narcotics or
' ketorolac for the treatment of sickle cell anemia.

For ftem 12: Provide the requisite information for the agent listed if the medication
' - prescribed or administered contains the agent. Provide eit r dose and
duration or indicate N/A.
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Instruction Sheet - Continued

For Item 20: If the patient was discharged within 24 hours of presemtation, the time of
discharge is to be provided if at all possible. Otherwise, the time of discharge
is not necessary.

Every attempt should be made to provide supporting documentation for laboratory and
radiologic studies or any other diagnostic procedures, as well as emergency room notes, doctor’s or
nurse’s notes, etc. Do not report complete blood counts and other hematology studies. In the event
of the unavailability of these documents but a personal contact with the attending physician or the
like, a summary of key findings identifying the date of the communication and the source of the
information may be attached. For all supporting documents, patient names and other personal
identifying information are to be obliterated. The patient’s MSH patient ID and namecode are to
be written on each page of supporting documentation.
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MULTICENTER STUDY OF HYDROXYUREA CLINIC ¥o. ;| | CURCLIN
IN SICKLE CELL ANEMIA (MSH) S :
| ; to.yo. | | | -] | ID
MEDICAL CONTACT b : L
- vsie L | e lvrseT
4 . FYING INFO 4] P: Ixr. Iy INDING
1. Patienc Name Code: 5. Wers any clinical deter-
= minacions/evaluations
_N_w{zo_‘?__ made? ------- R () 2y (% 5VALU)4'TE-
Yes  No Unknown
'PART 11. R ICAL CONTAC I ¥Q or UNKNOWN, skip co lcem 10.|
2. [ a. Dace of presentacion:
) 6. What systems were primarily involved?
2 TDay T THomeh | Year (Answer ‘each itém.) Yes Mo |
PRESDATL .
- B, Milicary cime of presentation: A. Cencral Narvous System - (1) (2) NI URSYS
. B. Pulmonary -------<------ (1) (2 PLLM.SYS
N — o Y €. Cardiovascular ~----v--- (1) (2 cARD_SYS
) D. Genitco-urinary --------- (1 (DURTNSYS
‘ 3. Was cthis medical contacc: E. Obstetrical/
scheduled? ------coceuaoao. (1 (2 SCH- CONT Gynecological --------- (3 (2 QOBSYS
Yes No
7 4, Locations of contact (ANSWER EACH ITEM): 1f YES, answer:
Yes No 1. Is cthe patienc pregnant
A, 1. Medical doctor’'s {Answer "NO" if uncerzain - .
' OEFLCE ~verncmnsonncans (0 (2 MED-OFF oF URKNOWR)? ~veerenea- (v (2 |PREGNT
2. Emergency facilicy ---- (1) ( z)ETVIEK..F‘. .
1. Clinie (noc MSH) ------ { 1) (Z)CLU\”C }
4. MSH Clinmfe ----ccvvavss (v (”MﬂmL F. Gastro-inceascinal/
5. Hospital . . abdominal ----cce-ee--- ()« z)df_SYf
{in patient) ---------. (1) (2 II\L-PAT G. Musculo-skelstal ------- () (DMUSKEL.
" 6. Other ---ccacaucccnna... (v (2} H. Skin and/or hair ---.... OIS T ‘)SKIN-—SYS
I. ENT/upper respiratory
a. Specify TLACE ---emremmmcnasaas (9 () ENT-SYS
" B. Mame of Facilicy J. OCREr =evseeecerensacens () (D OTHESYS
HOSPNAME Specify: SPQC..SVS '
C. Cicy - 7. Were any symptoms
presenc? ------ccoaen (1) () () sYmProms

D.- Telaphona number:

Yes No Unknown

If NO or UNKNOWN, skip to Item 8.!

L-—Psvcu (ves))




7. Continued:
4., UWhat condi:ion: wers
present: --«---- Yes No Unknown
1. Pain -eereeves (v () (3 PAN
2. Distress ----- (0 (2 (1) DISTEES
3. Sweating ----- (0 (2 ()sSweRT
4, Headache ----- 1y (3 (9 HEADACH
5, Maugea =--vvn- (1 (2 (3) NAH%
6. Vomiting ----- () (2 (DT
7. Hair loss ---- (1) (2) (3) 4ARLLS
8. Skin rash ---- (1) (2) (3)SkiNASH
9. Bleeding +---- (u (1) (3)eeeD
DIZ_HEAD 10. Infeccion ---- (1) (2) (3} TNFRECT
- 11, Fevar ++--c--e (1 (2) (3) FeNER
e Wi O O
- . Dyspnea ------ 1 ] 1)
Swetl 14, Other -------- (1 {1 (DorH-3Ym

Specify: ’S%C.- Sqm

£ any icem is "YES", answer {cam 7B.

N/A
L B. Time from onsat of
I ‘)\]S'E‘T prasanting sympComs (1) days ( 1)
B / ¢s medical contact: __ . ( 2) hours
Lda.!jg)
8. Vital signs (prior to treatment):
’ Not
Pulse: . Recorded
PuLse o ___ beats per minute { 1)
. B. Blood Pressurs (mm Hg):
T SAP 1. Systelic: ___ - ()
Y14 2. Diascolic: __ __ (1)
G. ﬁespirazory rata:
KGSPQH'TE — e — per minuze (1)
o p. T Tura:
Tempa CEL.FAR
Tem ;
Temp — . (DF (1)
( )%
' E. Was scleral jcterus
pressnt? ------. (1) (2) (9
SCL_TCT Yes No Unknown
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Wers relavant laboratory
data (chemiscry,
microbiology, urinalysis,

radiolegy/imaging or othar —
studias ngt hemacology) LA 8_Perr
collectad? --cunnna. (1 (2 (1)

- Yas No Unknown

If NQ or ARNOWN, skip to Irem 10.
If YES, attach appropriate reports
(indicacing which in Item 21), or if
resulcs are available (report not
attached), cits key rssulcs and

che dates verbacim,

A. Results availabla:

1.

If more space needed, attach
page(s) to form.

BART [V: TREATMENT

10.

1L.

f
. 1Wisic

Was any treatment TRenTED
adminiscered? --..-.-- (1) (2 (v
Yes No Unknown

1f NO or UNKNQWH, skip to Parc V.

Is this a facilicy where
sickle cell anemia paciancs

are roucinely ctreaced with oral S SAC|L.
or transcutansous analgasics
onLy? cevnecciinnaaan () (2 (9
Yes ¥No Unknown
(I.D. Na. i -




12.

13,

14,
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Was this patient treaced with or prescribed oral or

cranscutaneocus narcotics?

| 1£ 40 or BMRNOWN, skip co Icem 13. ]

..................................

Was this patient treated with parenteral narcocics?

Yas

(0 (0 (0 PAR_NAR |

..................

|

| 1f NO or UNKNOWN, skip to Itam 15.

RAL .NAR

(1Y () ()
Yes No Unknown

&igenc (check all that apoly):  B. Tocal Dose (mg}  C.Davs —war .
1. Meparidine (e.g., Demerol) ---l?a;ﬂ}‘)-OﬂL_ _Dé_ln_:@o Dim_-«')ﬁo (1) DEm-O,.MA-
2. Oxyeodone (a.g., Percodan) ----O)(‘\{TOQL_ _QLY:_D_O_SO OX_Y-_D&_O (DOXY-O_NA
3. Morphins (e.g., MS Cr;m:in)----mc()‘%) _ ___mQR_—'D_QS'O MQK;DﬁO () MOR.O_NA
4, Hydromorphone (&.g., Dilaudid) -?EL;)OKL_ _D'_]:—:_DO_SO D_I_L:_DQO (1) D“_—O._Mﬂ'
3. Codeine -r-vv-vncoiooeonanan.. '50&(;\’!)1 ;)’fg_l_- _.ECE%ID;QSO QI_):D_:? (2 App O_N A
6. Fentanyl Patch --«---ecacuneaa. (1) - _.._DQ_S F’C’N-D (1) = N _
Other (Specify): T FHEN ~N A
1 OR1_RMK Ry ORADOSC  ORL-DO (1 ped _na
S OR2_RMK W ora-boso  0R2-DAO (4 gz Na
. Was this patient treated wich parenceral . ‘ Yes No Unlmown
non-scaroidal anci-inflanmactory drug (e.g., Ketorolag) ---eceecesvenon- (v {2y (3 NSAID
| 1£ 50 or UNKNOWN, skip to Icem 4. |
: s . c . . D. Dose
L. Ketorolac =--evenameouaanes REJOR _ _keT-Dos  KeTDA () reTNA
,, Other (Spacify): NSl_.RMS 5 _ NSL.D0S NS4 DA ASL_NA

No Unknown

. . _ o 'uﬁy_s__ D.NDosa
1. Heparidine (e.g., Demerol) -*-‘?‘:(MI3RA£_ P_E_M’:..DQ_SP DE_M..".'.Dﬁp (v DEM—p-NA'
2. Morphine s--e-vcenenoooanld A-'th R".)..::R— l”Q_ﬁ:_DQSP N..Q.(.:D_M (1) MOR_PNA
3. Hydromorphone (e.g., Dilaudid)- '(L:f _ _Dll“‘MP D_'L: D_AP Y DH_,..P,NA
. Ocher (Specify): PAA _@mMk (0 _ EA};-_DQ_SP E/_Qi-_QAP (D PAL_NA
s PAZRUK (v _PAZPOSP pA2.DaP (y paz na
I.D. No




)

15,

16.

17.

Was this patienc treaced

ANTAIOT

wich ancibioctics (ocher

chan copical)? ------ (y (2 (9
:Yas No  Unknown

Was chis pacient

traacad wich TIZAN $ﬁ,( S

cransfusion? -------- (1Y (2 (3
Yes No  Unknown

1f N0 or UNKNOWN, skip zo Item 17.

A. Tocal amount of whola
blood, packed or adjuvant
red cells:

UANTBL
. U

-----------

V: 0 (o]
Dispesitcion (check only one):

DISPOSTN

Deceased -~-ccccnncnmnnnnana. (v

If daceased, also complets Form 45,
Death Norification and Form 46,
Causa of Death. Skip co Itgem 20.

Hursing home -------- PR {2

Own homs ----+-v-vvaaeanaan. (1)

Other homa ---v-eenvccncaan. ()

Other ----ceceenann rermemes {5)
Specify:

18.

19.

20.
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Condition/activicy: ACT?\“TY
Ambulacory ----ea-eaeaaa. vee (1)
Wheelchair -seecenannanaaaans {2)
Restricead to bed ----- ceeme (1)

Discharge medication (dose, frequency,
and duracion) prescribad. (Use generie
names):

AL

B.

C.

Date and time of dischargs from chis

.medical conztacc:

A. Data of discharge:

DISCOATLZ
-

“E;y‘_— -_HOEEE - Year
B. Milicary time of
discharga: __ _ : {4}
noc
avallable

1.D. No. . .

Visic
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¢ ART VI COORDINATION DCCUMLTS
- - - Yes No
21. Are supporting documents attached? -------=secoeuoeaonmamnnnno e .. (1) (2
If NO, skip to Itam 22,
‘ Check ;i CC Use Only
A. Office notes -----e-eeeenoLLlLll . T] DNOEDE A, () (,) ¢ 1) TE L
B. Emergency room records ---«e--eeeaeooo.... VERCH B, () () 1) ELC
C. Hogpital discharge summary -----w--ec-.... DHD- = ¢c. ¢ o (2 ()
D. Physician’s letter -------eeonoo .o ... UMD, Do () () ()
E. Nurse's notes ------s-ee-eeo oo ... DMIES- - E. () () a)
F. Radiology report(s) -----v--eeceeeoaao. .. 1) RAD. Fool (22 (9
G. Microbiology report(s) ------=eceeouuo.... DAICK- I 6. (1) () ( a)
H. Chemistry report(s) -------weeeceeseoaca-. peeamad w0y 2 (3
L. Urinalysis report (s) ----c-eecececcoeo... DURR - L. () (2 (9
J. Narrative summary (MSH Clinic Staff) ----- LNAR. -+ J. (D (2 (3)
K. Other -cecamme e DOM2L) K. () (2 (2
1. Specify: __ LTR_K MK

22. Staff member completing this form:

) A. Signature:

B. Certification No: «-v-voecmnmmm i

¢ CeXTong

—— . — ——

Use MSH mailing labals:

MSH Data Coordinating Center
Maryland Medical Research Institute
600 Wyndhurst Avenue

Baltimore, Maryland 21210

Retain a copy of this form for your files.
the original to the MSH Data Coordinatin

Send
g Centar,

CC USE ONLY:

23, DfaéharggsDiagnpsis R L T SRR L

I.D. No.

Visit
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