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| Page 1 of 2
jMULTICENTER STUDY OF HYDROXYUREA CLINIC No. CuRLLIN
; ' TSIC
B KLE CELL ANEMIA (MSH) PATIENT T.D. i D
FOUR-WEEK TELEPHONE FOLLOW-UP VISIT Flw N VISTT |
EART I: IDENTIFYING INFORMATION |
1. Patient Name Code: ~--w-eeueooooooiL Lo . ... NAMECO%
TELEPHONE FOLLOW-U
2. Date patient was contacted or
contact attempts ceased: -~-c-cweccoano_.... —— - VIS“DT
Day Month " Year
3. Type of follow-up:
Routine Four-Week Telephone Follow-up report -e-eeo.oooo. ....._. (1) :
Supplemental report of possible medical contact -e--e-wenoooo.... ( 2)FU‘WPE
If ( 2), skip to Part III,
4. ﬁow many attempts have been made to contact the patient
' in the current four-week period: -------oo. L ... C’ONT"N
_ 5. Was anyone contacted? --~-----eeeeocieaaomniiioooL (1) (2) CON'T'
= ‘ _ Yes No
) 1f NO, skip to Item 5B.
A, Who was contacted (answer each item)? Yas No
L. The Patient ~-=--e--eeuuuoonoioeennono oo (1) ( CoN_PT
2. Family member ------e-o.o..... . . . ___ ... (1) ( 2)OpN_FM
3. Other weee T (1) (2 '
‘ Specify: WHO CoN_ar :

If pati.en'c was nof contacted (Item 5ALl is answered { 2) NO), answer Item 5B.

B. Reason(s) patient was 0oL contacted (answer each item): Yes No
T

1. Patient reported hospitalized or other

medical contact ----e-eooooLLilL L L. ... (1) «( 2)PmHOS
2. No answer at primary or secondary telephone numbers -- ( 1) ( 2) NOANS
3. Wrong telephone number(s) given on Form 10 ----vucuun.. (1) (2)WRTEL
4. Patient’s whereabouts uncertain --------o.-.......... (1) (2) LOCUNK
3. Patient reported relocated --=----e-eeeueoooonooo..... (1 (220
6. Primary telephone disconnected --eveeeeeeeoonenoo ... (1) ( 2eLpIS
7. Primary telephone is not in patient’'s residence ------ (1) ( 2) NOTRES
8. Unknown ---eo-eeenoo ] (1) ( 2)REAUNK
9 Other - e - (1) ( 2)REAOTH

) Specify REARMK R

*The hospitalization or madical contact should be confirmed with the patient and recorded

in Item 7 on this or a subseguent Form 39.



PART ITI: POSSIBLE MEDICAL CONTACTS

6. According to the patfept’s Leport, has the patient
been to a doctor or hospital since the previous

telephone follow-up? ~--mweeeeo

If NO OR UNK, skip to Item 8.

7. ates and loéations ot medical contacts:
\ VISDTA .
TDay  THomth Vear—

C.
5 NTSDTZ .
"Day  Momth “Year
F.
. . VTSDT3
"Day " Momth “Year
o __ . Vs
Day Month Year
. . VISDTS
"Day " Month “Year

PART IV: coo ]

8. Form checked for completeness and accuracy.

A. Certiffcation Number: ----weoeoeeoooooooo ... _____

B. Signatura:

MSH Form 39
Rev 1 9/10/93
Page 2 of 2

\&S_aq

(1) (2) (a)
Yes No Unic

600 Wyndhurst Avenue
Baltimore, Maryland 21210

Retain a copy of this form for your files.
original to the MSH Coordinating Center. Us

MSH Data Coordinating Center
Maryland Medical Research Institute

Telecopy (FAX) or mail the
@ MSH mailing labels:

PATIENT I.D.
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