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EVENT CLASSIFICATION FORM
'INSTRUGTIONS

Crisis Review Committee members are requested to complete Items 3.-12. of
Form 44 based on review Form 25 (Medical Contact), Detailed review of
- attachments to Form 25 may be necessary to complete Form 44.

la use ollow da i 8

For Items 3.-7., 9. and 9A., place a check mark or an X between the
parentheses of the desired response. Mark one rasponse per item. For Item 4.,
pPlease write-in one to three diagnoses for the medical contace.

For Item 10., provide brief bur explicit requirements for any additicnal
Information, if needed. For example, if you note "Chest X-ray”, every attempt
will be made to obtain the film for your review. If you note *Chest X-ray
report”, a standard report or narrative abstract of the chast X-ray will be
obtained from the Clinical Center.
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MULTICENTER STUDY OF CLINIC No. CURLLTN
HYDROXYUREA | — ) D
IN SICKLE CELL ANEMIA (MSH)
. VISIT F . ANTSTT
CRISIS REVIEW COMMITTEE x
EVENT CLASSIFICATION FORM . T
CODERYLL
D ING 0
1. Patient Name Code: -~-----cuucuuucoon.. Seemmeaseeecaaa _]\IA_N_\_EED_E_ -
2. Date of and time of presentation: ----}--- A, S S
Day- Month Year
B. Military time: _ —_
PART II: EVENT ?KESI)A’TI—-
, Uncer-
) Yes Ne tain
3. Did this patient have pain on presentation? --+---c-ean... { 2) ( 2) ( 3)
PINevT
If NO, or UNGERTAIN, skip to Item 6.
4. Was the patient in acute pain unrelated to
sickle cell anemfa? ---v---neoenn oLl ... (1) (z2) (2)
PAIN _NsC.
5. Did the patient have pain from a sickle cell anemia-related
- chronic condition(s) (e.g., gout, ankle ulcer, aseptic
necrosis) at the time of this event? ----evccceecan. m——-- { 1) { 2) ( 3)
| PAIN-3C
6. Did this event involve: : Uncer-
E¢T.S Yes No tain
A. Chest syndrome (or pneumonia) ___.CHEéI.-X-..- (1 (2) (3
B. Hepatic sequestration ----- eemnas et d v~ SEP R (1) (2> (9
C. Hematuria -----ececeaoeieoonoo.... J‘:ff;M-.l_..UK.-- (1) (2> (3
D. Stroke +ee-ccecmcecmnana, Y = (1) (2 (3)
E. Death =-ces-eeccccaacaman-- PR - Al...... (1) (2 ()
Uncer-
Yes No tain
7. Did this event involve an acute vaso-occlusive CRISIS :
(painful) crisis? --c-mecceimmnnnic L 1) (2 (3
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R 8. Diagnoses: A, DIAG”A'
B. DAL B
c. DIAG.-C
IT: NFORMATION REQUIRED
Yes No
9. Was the answer to any of Item 3-7, UNCERTAIN? +-eccocconmancen.. ( 1) ( 2)
| UNCERT
If N0, skip to Part 1V,
If the answer to Item 7 is UNCERTAIN.
this event is not finally classified.
: Yes No
A. Is any additional information NeCesSsSary? ----c-cecemmea oo, (1) {2
ADD . INFD

' ) 1f the answer to Item 7 is UNGERTAIN,
additional information must be necessary.
If NO additional information is necessary,
skip to Part IV,

10. What additional information is needed?

I.D. No. -
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IV: CRIS IEW COMMI MEMBE
11. Signature: _
12, Date: ~-eceeei e ___-____:_
Day Month
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
Data Coordinating Center Use Only:
Lo CROM - e c e me e CRC_mem
2. ICDA code of d1agnosis A ~--cceececoeeeo ... — e
3. ICDA code of diagnosis B -=-e-ccececaveen... — e
4.

[

ICDA code of diagnosis € ---eemecuooaa ..

—— ——

Yea

I.D. No.
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