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NATURAL HISTORY STUDY OF NON-A, NON-B POST-TRANSFUSION HEPATITIS

R 0{ 5) MEDICAL HISTORY AND FOLLOW-UP FORM
ecer

TO BE COMPLETED ON EACH STUDY PATIENT AT THE TIME OF EACH FOLLOW-UP VISIT

PATIENT ID: IDFLDE]
BLOOD/ALTERNATE ID: _ B 00 DI D

M0 b TR
oreorvs: P o vt
MO DA
VI
VISIT NUMBER: |__?f_’fm

(First, middle, last)

PART 1: MEDICAL HISTORY

1. Since the time of your [ast visit have you sxperenced any of the following:

YES Comments
a  Jaundice QLA 1 2 Q1A CoH
b. Unusual tredness.... 2./ 1 2 G108 cuf
¢ Lossoleppeie... . P.1C 1 2 @J R 5 /B g |
d. mmwgl’ -? 1 2 LD CcoM
s. Fever oy ] 1 2 7/ .\'_E £alt
. Unusual weight loss... .05 1 2 GIE CoH
{more than 10 Ibs.)
g. Joint pain N 1 2 Q!GSP.’-QJFGQE'A ~& /1€ 5P3
IF YES, Speciy location___( /| C N UH Gi1econ
h.  Muscle pain el H 1 2  (IHSPI -G IHSPA~GIHSPT
IF YES, Specity location____ (o / H AUt GrHcom
L Sweling of abdomen..S...Jn 1 2 GiIcom
}  Abdominal pain GLk 1 2 et I o M
k. Vomiting N 1 2 _GIKLONM
IF YES, with bloed ...2.L[C G LD 1 2
L Bloody S100i8 ... 7 S 1 2 GlLCoH
m.  Black, iy stools .....(2.L.L7 ! 2 LIHCOHM
N Sweling of ankies..... 2L o 2 GL AL OM
2 Hmmmmmmwmmmmmwaa
YES 1
NO 2 (GOTOS)

MHF



3 How many different times were you transfused?

Q3
0 B
NUMBER OF TIMES
TRANSFUSED

4, COMPLETE THE TAELE BELOW FOR EACH TRANSFUSION

DA

DMM
HAMD QuADR QUATR QUAUN
aI I |- f | 1=1__1_1 a |

YR

Name/Location of Hosp

. QYANAME

NAME

LOCATION (CITY /STATE)

qubDR gudYR 45::#
h@# | T Fm E’l f.4] b. QYBNAME
DA YR NAME
LOCATION (CITY/STATE)
5. Have you had any new medical problems since your |ast visit?
S 05A
®5 2 o AT
QL
Record O
B. Since your last visit have you been hospitalized for one or more days for any condition?
| = PRI Qf!"{cnunﬂz TABLE BELOW
FOR EACH HOSPITALIZATION)
QuNUM T R T 2 (GO TO10)
7. What was tha CONDITION B. What date 9. What was the name and address of the docior
for which you were (MO/YR) was this and hospital or clinic whera this [CONDITION]
hospitalized? [CONDITION] was diagnosed and treated?
diagnosed?
a_ Q94 COND/ QEAME. REAYR | ors name: _ QFANAME
MO
Q74 CoND 2 5 HOSPITAL OR CLINIC NAME:
Q74 CoNDR
ADDRESS (CITY/STATE):
o Q7B CoNDI IO CGBIR (onsnave: _QIBNANE
&7 8CoND2 e HOSPITAL OR CLINIC NAME:
8 7BeoND2

ADDRESS (CITY /STATE):

MWF 2




PART 2: CURRENT MEDICATION

10. Have you taken any medication since the time of your last visit? This should include preseription

YES 1 (COMPLETE TABLE BELOW)
NO....... 2 (GOTO11)
a mm.mﬂﬁm.m.ﬁm.m:nddmmmun.muﬁmm
QroNum "=
Medication Name Dosage Frequency Date Last Taken
o mv‘l‘ yE
\ ) w0
QioAol MD h“ ‘?ﬂ_l ﬂt |
lﬁ gp" ai&
ﬂ ‘l'.'
qI0/02MD o q\ul j?wﬁ
Mﬂ
T
QI0Ap3MD o ¢ o R
-
YR
qJ u@k
@ o ot
GloAo4m> Bﬂ |q‘f |@| I
Record 03 e '&g\'i'-
&l0A05 MD @5?" thL| ﬂ| |
)
910806 MD qk@‘g N‘
Dﬁ ‘I"P.‘
xh‘-" o
QIoAgTHD '&" W o
I - | ][}[ |
E_
QI0R08MD Wﬁ t&*\

&\Q

MRE



COMMENCE WITH PHYSICAL EXAMINATION

RECORD o¥%

PART 3: GENERAL INFORMATION (FOR THE WEIGHT IN POUNDS AND HEIGHT, ROUND TO THE NEAREST WHOLE

NUMBER)
G11KG QLB
M. Weight | _|__|__I.J_|_| 2 I_I_I_|
Kgs. Ibs.
q:,rch GI2LIN
12.  Height | _|__|_| ox IFI_I
cm
grsys &13DIA
13.  BloodPressure | [ _ | _[/]_|_|_|
Systolic Diastolic
PART 4: PHYSICAL FINDINGS
16. SKIN
a Nwdhmarmm..@fﬁé,.ﬁ .......................
b, Rashes ... G.1¢.0

-------

Spider angiomata...... (LG G

Coltateral vanous panems... (2L [ ...

MHF

-

[

)

@

14.  Pulse |_|_ |_|

15. Temperature | | |
F

>

NO

>

NO

YES
NO

>

NO

par min

GISF
lor | __|_I-1_|I

GlpLact —40C2
Specify location ASC 3

Specity location (/¢ B Lo¢ 1 — oc 2

Loc3
Duration:____ (CIRCLE ONE ONLY)
@/e BOUR days
woeks Q,n: Buwv
months
TV it (CIRCLE ONE ONLY)
1 - Urticarial
@fﬁBTlfP 2 - Maculo-papular
3 - Erythematous
smym(é!édhﬂg{“iac:
LOE3



18.

ABDOMEN

& ASCHES....oo. Q.J{.ﬁlf?

b. Livertendemess ..... (; 'f? 'B

c. Abdominal tenderness other 4‘ f? C
than the liver
d. Enlarged iver....... @190

e. Enlarged spleen GIIE. ..

MWUHF

—

—

YE§ ——>
NO

G1gwun

>

>

YES
NO

YES
NO

-

YES
NO

>

Specify:
Location

Sin}nng
/ I 832 1
, 2 V&SEL
y¥151 3

[CIHCL_E_GHE ONLY)
;:erumll GI?HSEV

3 = Severa

G‘ﬁc NUuM

Specity location_(f [§C LOC [ ~40c3
AdC 3

Size in cm (span) aﬁﬁ.ﬂﬁ&ﬂ
Size (cm) below RCM_( (5 D RC M
Consistency. (CIRCLE ONE ONLY)

1-Soh - gpe oms

2 - Firm

3 - Stony hard
Surface:.........oeim 1 - Smooth E

b GI905uR
Bl s i 1-Yes

2-no #1790 BR
Size (cm) below LCM fﬁf?ﬁsg
1Single /7 51

2-Muttiple

&1 FN Yr Specity location(s) ¢ (9F 4oc i =~ ~06Ca

Loc3



[{ECORD ©5

20. EXTREMITIES

YES NO
Hands
a  Fingemail clubbing p2oh.0 i 2
b. Dupuytren's contractures ... 2.2, .7l B e w1 2
c.  Palmar enythema.............. Ao H-C 1 2
d.  Lateral tremors GACH R 1 2
R T T — QAN 1 2
Legs (CIRCLE ONE ONL
a Peripheral edema (a6 4502 1 YES > 1= Mid A
2 NO 2= Moderme (204 =-S5V
3= Severs
21. MENTAL STATUS
(CIRCLE OMNE OF THE FOLLOWING)
a  Nomal cognitive function
(P3| b Impaired cognitive function G;i CRADE
3 Evidance of encephalopathy > Grade ... (CIRCLE ONE ONLY)
0
1
2
a
4
Physician’s or Physician's Assistant signature and date
PART 5: BLOOD DRAWING
22.  Was blood drawn from patient's arm?
®22
MR e oo 1 (GOTO23)
0 F R e 2 (GO TO 24)

23M0 0p 23
23, Date blood was drawn: 4’[_I__,_I*q?is‘l_Hq'l_l__|

MO DA YR

MHF e



24.  Reason blood was not drawn from patient's arm: GJL{

Patiant refused.........commenaes 1
Other (Specify) . 2

ATTACH A BLOOD QR ALTERNATE ID NUMBER (AS APPROPRIATE) TO THE FRONT
OF THIS FORM.

RESEARCH ASSISTANT: PLEASE VERIFY PATIENT'S ADDRESS AND TELEPHONE
NUMBER AS WELL AS THE ADDRESS AND TELEPHONE NUMBER OF A CONTACT
PERSON THAT DOES NOT LIVE WITH THE PATIENT. IF THESE HAVE CHANGED
SINCE THE LAST VISIT, PLEASE FILL IN CHANGES ON A LOCATOR FORM, AS WELL
AS THE RIS,

RSCHINIT

Research Assistant’s Inftials: |

I

MHE 7




	DisclaimerBox0: Persons using assistive technology may not be able to fully access information in this file. For assistance, e-mail biolincc@imsweb.com. Include the Web site and filename in your message.


