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ASYMPTOMATIC CARDIAC ISCHEMIA PILOT

ACIP FORM 3D

CONFIRMATION OF ELIGIBILITY

GENERAL INSTRUCTIONS

This form should be completed for all potential ACIP candidates (PAC) for
whom a 48-hour AECG is being submitted to the AECG Core Laboratory. These
patients should have an abnormal exercise treadmill stress test by any
screening protocol.

If a check mark (J) is made in any space on this form designated as "STOP,"
the patient is ineligible for further consideration for entry into the
study. Do not complete the rest of the form and do not send form to the
Clinical Coordinating Center.

If a check mark (J) is made in any space on this form designated as "INEL,"
the patient is ineligible for randomization in this study. Complete the
entire form through Part III: Exclusion Checklist even if an "INEL"  item is
encountered and send in Form 3E -- Change of Status Form.

ITEX INSTRUCTIONS: Items with instructions outlined below have the
symbol [*] preceding the item number on the form.

Refer to Item 12.

Svmntomatic Ischemia

Chest pain characteristic of myocardial ischemia. Asymptomatic
patients who develop symptoms during medication tapering or off
medication for the required screening tests are subsequently
considered symptomatic.

AsvmntomatiC Ischea

a. No angina within the 6 weeks prior to qualifying AECG in
patients with previous history of chronic stable angina, new
onset angina, or myocardial infarction.

b. No history of angina.
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C~)RC~\~J  1 Clinic No. 1 1 (-1 I

NEWU _ ID No. _
1

v\s\-T Visit Type IQi++l

p T :e&TIIDENTIFICATION
tqrW&QmE

1. Patient's NAME CODE: _________-_-_----------------------~~~~~_--
- - - - -

2. Screening date:
\IWOT -__________________-----------~-~~~-_

-- --- --
Day Month Year

WC0NS
3. A. Patient consent: __________--.-------- ----_---___________________

(1 1 (IN=)

B. Physician consent: _________

4. Gender: ____________________----

5. Ethnic origin:

~~~~~~~~~~~~~~---_~~~~~~~~~~~~~~~___  (lj (IN=)
Yes

SEX No________---___-_-__-________________  (1 )
(2 )

Male Female

White -____- ~~_~~~~_~~~_~_~~-___~--~~~--~----~~~~~~~~~~~~~~~~~~~~~~___~~~_  (s )

G\(;L?HDT
6. Date of birth: _________________-__----------------- _-m-----

Day Month Year

AGE
A. Age: ____________________-------------------------------~~~-~-___~~- --

7. Abnormal screening exercise tolerance test (ETT) or arm
ABsCETT

exercise test or

8. A. Angiographic evidence of obstructive coronary

Stress  image perfusion study? --___--_________________ (1 ) (STOP)
Yes No

artery disease? ____________--____________________________- (I ) (STOP) (3 )
Yes No Not Yet

Availablt
B. At least one coronary artery narrowing 2 50% (measured

with calipers) in a major vessel suitable for coronary
G-rici\t\r$O

revascularization?  ______~~~~___~~~__~~~~~_~~__~~~~____~___  (1 )  (STOP) (3 )
Yes No Not Yet

Available

ID No. I 1 (_/ 1 / 1 1
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9. Are

A.

B.

C.

D.

E.

F.

G.

H.

I.

J.

K.

L.

M.

N.

0.

P.

Q.
R.

S.

T.

U.

V.

10. Are

any exclusion conditions present? (Answer each item.)
m &

h3= _________---------- ~~~~-~~---~------~---~~---------i;--~~~~~~_~~~__ Not Applicable

Pregnancy ejXGEXC_____________-____--------------------------  ---_-_________ (-EL) (2 1
Myocardial infarction within four weeks of qualifying AECG _t‘nr_"!_E_X  (INEL)  (z )

PTCA within six months of qualifying AECG
J?CAEXC___________- _______________ (INEL)  (2 1

Coronary artery bypass grafting (CABG) within three
months of qualifying AECG

CPBGSXC (INEL) ( )_____________________________________--___________

Unstable angina at the time of qualifying AECG _____-___u_~_~_C-E~~_  (IIqEL)  (1 )

Noncardiac illness which would significantly contribute to
mortality (i.e., renal disease, lung disease)

5riEXC--___--_---_---_________ (INEL) (2 )

The presence of a significant noncoronary cardiac disorder
which in itself would require surgery or increase mortality CAe;qW-(I,,) (2 )

Left ventricular failure of NWA Class 111 or IV, and
on medical therapy \IEluTEXC (INEL) (2)_~_~~~~~_~_~__~~__~_~~~~~~~~~~~~~~~~~~  ____________

Inadequate angina control on maximal medical therapy ---LWX%___ (INEL) (2 )

Left main coronary artery disease L 50%
EAOEXC______________-____________---___  (INEL)  (2 )

Inability to perform exercise tOhranCe  test ------------------------.  Not Applicable

ECG findings which interfere with AECG analysis
~~_&!zW--------~=-~~~~,,,,,,, (I=L) (2 )

Presence of abnormal baseline ST-segment morphology -- S7,S,JzX%_ (TNEL) (2 )

Inability to discontinue digitalis __________________ _-W&X??zc__  (TlqEL)  (2 )

Investigational new drug within 30 days of qualifying AECG -7,t%W& (INEL) (2 )

Participation in competing protocol pg~'i'EXc__________________ _____________ (IMEL)  (2 )

Unreliable LjNREI-E&C________________________________________~  _________________ (IN=) (2 1
Geographically inaccessible for follow-up _________W==-__-______________  (IlqEL)  (2 )

Requires beta blocker in dose > atenolol 50 mg qd which
cannot be safely discontinued for two to three days  for
eligibility assessment

&&7A W(C._~_~_~__~___~__~~___~~~~~~~~~~~~~~~~___________ (IrnL) (2 )
Requires calcium channel blocker in dose > diltiaxea
sr 60 mg bid which cannot be safely discontinued for two
to three days for eligibility assessment

&+ICEAC-___________________-________ (INEL) (2 1

Contraindication to both Regimen D/I (diltiazem sr followed by
isosorbide dinitrate) and Regimen A/N (atenolol followed bycOUaTEXC
nifedipine sr) ___________________ ________________________________________ (INEL) (2 1

any "INEL" conditions checked in Part III?
7CJELEXC.-_-_________ ______________ (TNEL)  (2 )

Yes No
4

Send in Form 3E -- Change of Status Form.

Skip to Part VI.

ID No. I
I
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PART IV: MgDICATION

11. Treatment information to assign randomization:

‘TEL AS MTRandom assignment with no restrictions ---------------------------------- (1 )

Atenolol/nifedipine  sr without background therapy (i.e., contraindication
to diltiazem sr/isosorbide dinitrate) ----_----_---------_-------________ (z )

Atenolol/nifedipine sr ti background therapy (i.e., requires
beta-blocker therapy) -__------------------------------------____________  (3 )

Diltiazem sr/isosorbide dinitrate without background therapy (i.e.,
contraindication to atenolol/nifedipine sr) ---------------_____--_--____ (, )

Diltiazem sr/isosorbide  dinitrate lJith background therapy ___-_--_-_-__-_  (5 )

WV: STRAW

[*]12. Angina1 status during the 6 weeks prior to qualifying AECG :

13.
QQ.EW~8G

Previous CABG more than 3 months prior to qualifying AJXG? --------------- (I ) (z )
Yes No
4

A. Date of CABG: - - m m - -
Month Year

PART VI: AD~IVg~

14. Research Coordinator:

Signature: CVmQs\q COOI pcnTACIP Staff No.: _ _ _ _ _

ID No. /
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ASYMPTOMATIC CARDIAC ISCHEXIA PILOT

ACIP FORM 3E

CHANGE OF STATUS FORM

GENERAL INSTRUCTIONS

This form should be completed and submitted to the Clinical Coordinating
Center if the patient is identified as being ineligible for ACIP and any
one or more screening or qualifying forms have been submitted to the
Clinical Coordinating Center and before the Randomization Visit has been
completed.

1 1



ASYMPTOMATIC CABDIAC ISCHEMIA PILOT p-ogm ACIP Form 3E

CHANGE OF STATUS FORM
REV R e v  0 08/21/91 ’

Page 1 of 2

c u PCiJ- b’ Clinic No.
1

N ewxD ID No.

\/I5zT l.VisitType ( Q 1 V IO IO I

PART I. IDENTIFYING INFORMATION

1. Patient's NAME CODE:
r\l AMECODE___________________________---_-- - - - - -

2. Date this form started: ________________ _ \I\5oT -----_ - -
Day Month Year

PART II. REASON FOR INELIGIBILITY

3. Primary reason for ineligibility: (Check only one.)

Qualifying angiogram shows that patient does not have CAD I/4EJ-REk

which meets study eligibility ____________________-___---_-___  (01)

Qualifying angiogram shows that patient is not suitable
for revascularization ~~______~__________~~~~~~~~~~~~~~~~~____  (c2)

Qualifying exercise tolerance test shows that patient
does not meet study eligibility ____________________----___--- (03)

Qualifying AECG shows that patient does not
meet study eligibility ________~~_~_~_~__~~~~~~~~~~~~~~~~~~~~~  (04)

Exclusion criteria _~__~_~~__~~_~~_____~~~~~~~~~~~~~~~~~~~~~~~  (o5)

Death ___~__~_~___~~_____~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~  (06)

4

If DEATd,  submit the Notification of Death Form
(Form 15), Cause of Death Form (Form 16).

Myocardial infarction ___~~~~~~___~~~~_~~~~~~~~~~~~~~~~~~~~~~~  (07)

PTCA or CABG ____~~~~~~___~____~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ (08)

Patient not willing to participate ~_______~__~~~~~~~~~~~~~~~~  (o*)

Patient missed Qualifying Visit(s) _______________________~~__  (1o)

Personal physician not willing for patient to participate ---- (rl)

Other ~___~________~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ (12)
4

I If Other, specify:

ID No. -
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PART III. ADMINISTRATIVE MATTERS

4. Has the Treatment Allocation Mailer been received
for this patient? ___~~~~--_~~~_~~~~~~~~~~~~~~~~~--~~~~~~~~~ (1) (2)

Yes No
c

5.

If YES, the Treatment Allocation Mailer should be
returned unoDened to the Clinical Coordinating
Center with this form. If the Treatment Allocation
Mailer is not returned, the Clinical Unit will be
responsible for follow-up of the patient. If the
Treatment Allocation Mailer is returned opened, the
Principal Investigator must submit a letter of
explanation to the Clinical Coordinating Center and
the Clinical Unit will be responsible for follow-up
of the patient.

ACIP Staff member completing form:

Name: ComQs\G

ACIP Staff No.:
Con pCCLLT

~~~_~__~_~____~~_~~~~~~~~~~~~~~~~ - - - - -

FOR CLINICAL COORDINATING CENTER USE ONLY

Treatment Allocation Mailer

Not sent to Clinical Unit __________________________________ (1 )

Not included with this form _____________________~~__~_~__~~  (z )

Unopened and included _____________________~~~~~~_~~~~~~~___

Opened and included ~______~__~_~~~~~~~~~~~~~~~~~~~~~~~~~~~~  I: ;
c

A. Has a letter of explanation been provided
by the Principal Investigator? ------------ (r ) (z )

Yes No

ID No.
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ASYMPTOMATIC  CARDIAC ISCHWU PILOT

ACIP FORM 04

BASELINE FORM

GENERAL INSTRUCTIONS

Complete this form at the Randomization Visit for all patients entered into
ACIP.

ITEM INSTRUCTIONS: Items vith instructions outlined belov have the
symbol [*I preceding the item number on the form.

Refer to Item 7.

.DESCRIBE THE PATIENT'S CURRENT OR MOST RECENT MAJOR OCCUPATION.

Professioml, technical, and related occupations (ex: teachers, professors,
nurses, lawyers, physicians, and engineers).

Managers, administrators, or proprietors (ex: sales managers, real estate
agents, or postmasters).

Clerical and related occupations (ex: secretaries, clerks, or mail carriers).

Sales occupations (ex: sales persons, demonstrators, agents and brokers).

Service occupations (ex: police, cooks, or hairdressers).

Skilled crafts, repairers, and related occupations (ex: carpenters, repairers,
or telephone line workers).

Equipment or vehicle operators and related occupations (ex: drivers, railroad
brakemen, or sewers).

Laborers (ex: helpers, longshoreman, or warehouse workers).

Farmers (ex: owners, managers, operators, or tenants).
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ASYMPTOMATIC CARDIAC ISCHEMIA PIMT

ACIP FORM 0 4

BASELINE FORM
(Continued)

Refer to Item 10.

FUNCTIONAL CLASSIFICATION: A method of assessing the patient's general
cardiovascular disability taking into consideration the symptoms of CHF. Record
the class that best characterize the patient's overall level of disability due
to congestive heart failure.

1. Patients with cardiac disease but without resulting limitations of
physical activity. Ordinary physical activity does not cause undue
fatigue, palpitations, or dyspnea.

2. Patients with cardiac disease resulting in slight limitation of physical
activity. They are comfortable at rest. Ordinary physical activity
results in fatigue, palpitations or dyspnea. Ordinary physical activity
includes walking more than 2 blocks on level ground, climbing more than
1 flight of stairs at normal pace, walking uphill, walking or climbing
stairs rapidly, walking or stair climbing under adverse conditions
(cold, wind, emotional stress).

3. Patients with cardiac disease resulting in marked limitation of physical
activity. They are comfortable at rest. Less than ordinary activity
causes fatigue, palpitations or dyspnea. Less than normal activity
includes walking 1 to 2 blocks on level ground or climbing 1 flight of
stairs at a normal pace.

4. Patients with cardiac disease resulting in inability to carry out any
physical activity without symptoms of fatigue, palpitations or dyspnea.
Symptoms may be present even at rest. If any physical activity is
undertaken, these symptoms are increased.
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BASELINE FORM

ACIP Form 04 i=okfl
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Page 1 of 6

CilILcJ-~~ Clinic No.

NEW50 ID No.

vj3s-r Visit Type RIV 0 1
I

PART I: IDENTIFICATION

p4MECobE
1. Patient's NAME CODE: ~~___~~_~~_~____~~__~~~~~~~~~~~~~~~~~~~~~~- -em--

ij?SDT
2. Randomization date: ____________________------------ - - - - - - -

Day Month Year

PART II: BACKGROUND DATA

3. Education (check

Grade 11 or
High School
High School

4. Native Language:

5. Current marital status (check one):

6. Homemates (check all that apply):

ihNG

A. Lives alone
B. Spouse or significant other ___________--______------
C. Other independent adults
D. Children _______________________________~~~~~____
E. Other dependent adults

ID No.
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r+17. Which category best describes the patient's current or most recent major occupation?

Professional, technical, and related occupations ___--_________ Q',cc_____  (01 )
Managers, administrators, or proprietors _~___~~_~____~____~~~~~~~~~~~~~~~  (()a )
Clerical and related occupations _~~___~~~~__~~~_~~~~~~~~~~~~~~~~~~~~~~~~~

(03 )
Sales occupations ~___~_~~________~_~_~~~~~~~~~~~~~~~-~~~~~~~~~~~~~~~~~~~~ (04 )
Service occupations ___________________________~~~~-----~~~~~~~~~~~~~~~__~  (o5 )
Skilled crafts, repairers, and related occupations ____________________---  (o6 )
Equipment or vehicle operators and related occupations ___________________ (07 )
Laborers ___________________~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ (08 )
Farmers ______________________________________~~~~_~~~--~~~~~~~~~~~~~~~~__  (09 )
Members of the military _~~~___~~~~~~_~~___~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

(10 )
Other _________________~__~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

(11 )
4

I Describe:
I

Never worked _______~~__________~~~~~~~~~~~~~~~~~~~ ________--_____________

7A. Homemaker ~~~__~______~~~~~~__~~~~~~~~~~~~~~~~~~~~~~~~~~~ _____MOM_____ ( ,:"))
YL ;o

Employment at time of screening:

P .B.

9. History of myocardial infarction (MI) _____________-__--------------- (1 ) (2 ) (3 >

Y e s No Unknown

c

A. Date of most recent MI:
wl,MoN

______________-----_----- MS’lR  ( >

- - - - -
Month Year UnLnown

ID No. _
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[*Ilo. Does patient have a history of congestive heart CHF

11.

12.

13.

14.

15.

failure requiring treatment? ~~~_~~~~~______~~~~~~~~~~~~~~~~~~~~~~  (r ) (z ) (a )
Yes No Unknown

4

History of cigarette smoking? ~____~~_~~_~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ (1 ) (2 )
Yes No

CLkShKE
A. Current smoker (within 4 weeks)? _________________________________ (1 ) (2 )

Yes No

&unknown
Family history (parent, sibling, child) of coronary CAD055
artery disease before age 551 ________~~~~~~~~~~__~~~~~~~~~~~~~~~~~  (1 ) (2 ) (a )

WY
History of hypertension requiring medical treatment? _____________- (1 ) (z ) (a )

DlR00ES
History of diabetes? ______~~_~_~~~~~__~_~~~~~~~~~~~~~~~~~~~~~~~~~~ (1 ) (2 ) (3 )

4

A. Record current therapy:
Oral medical

DLRBRY_______~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ (1 )

Does patient have a history of hypercholesterolemia (>240 mg/dl t-lW%OL
or 6.0 mMol/L) ________________________________________------------ (1 ) (2 ) (3 )

A. Does patient know a recent cholesterol level?--------------- (1 ) (2 )
Yes No

UXCl.\&L

Cholesterol level: ______________________________l) - - - mg/dl MX!HMG

or 2) - -*s mwol/L KsCHMA 01

ID No.
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16. History of other mficant illness:

A. Cerebrovascular accident, transient
ischemic attack.or carotid surgery _______________$j~Qx_!L_  (

1
)

B. Peripheral vascular disease (claudication, peripheral
vascular surgery, or abdominal aneurysm) QVr> 0______________ _______

1

C . Asthma ~s~w+n ( )~____~~__~~~~__~___~~~~~~~~~~~~~~~~~~~~~~~~~~ __________

D. Chronic bronchitis ________________________________I%w%H_ ,: )

N!2

(2 1

(2 1

(2 1

(2 1

17. Any prior cardiovascular procedures? _____________-_____ HM!3% ( )1 ( )2
Yi?S NO

4

B. Other cardiac revascularization QTHFLTECH

interventional technique _____--______ (1 ) (2 ) (3 )
4

Specify:

j+7SUR6

C. Heart surgery other than CABG -------- (I ) (2 ) (3 )
4

Specify:

I I

unknowQ

(3 )

(3 )

(3 )

(3 )

ID No. _
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18. Record all treatment taken within 2 weeks of date of study entry:

A.

B.

C.

D.

E.

F.

G.

H.

I.

J.

K.

L.

M.

N.

0 .

Long acting nitrates U-J____________________-~-~~~-~-----~~~~
If yEs, specify name and dose:

Short acting nitrates S A N_____~~__~~~~~~~~~~~~~~~~~~~~~~~~~~~
If yEs, specify name and dose:

Beta Blocker therapy _.______________.___BS_____________
If yEs, specify name and dose:

Calcium channel blockers ________________C~_@____________
If m, specify name and dose:

ASA
or dipyridamole or sulfinpyrazone /+I\I~-mM__________ ______-______

Anticoagulant _______________________________A_~_~~_qA_~

Lipid lowering agent UQIO_____~~~~_~~~~~_~~~~~~~~~~~~~~~~~~~~~

Diuretics
DcLUl2________________________________________--------

ACE inhibitors ____________________________~~~________,.

Other vasodilators or antihypertenaives o7HRYAS__________________

Antiarrhythmic agent
p&7ZAQE_____________________________________

Digitalis ________________________________________--------

%VN\lcrTRO________________________________________-
m,

I!22

(1 )

(1 )

(1 )

(1 )

(1 )

(1 )

(1 )

(1 )

(1 )

(1 )

(1 )

(1 )

(1 )

(1 )

(1 )

19. F- ‘TGW-
Height (without shoes): _________________________ __~_~~~___~~~~~~~~~~~~

20. Weight: _________________________._______________~_~~GUII___________

BQ

(2 1

(2 1

(2 )

(2 1

(2 )

(2 1

(2 1

(2 1

(2 1

(2 1

(2 1

(2 1

(2 1

(2 )

(2 )

unknowlJ

(3 )

(3 1

(3 )

(3 1

(3 1

(3 1

(3 1

(3 1

(3 1

(3 )

(3 1

(3 )

(3 1

(3 1

(3 1

Cm- - -

--- kg

-

ID No.
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21. Blood pressure (sitting):

22. Heart Rate: ____~~__~~_~___~_________________~~~~~~~~~~___~~~~~~_______~__ HTKRTE bpm
mm-

23. Findings:
No

A. S3 s3~~__~___~____~~_~___~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ (1 > (2 >
B. Rales that do not clear with cough ~LALES_______~~_~~________~~~~~~~~~~~~~~  (1 ) (z )

C . JVP > 8 cm of water 3\18________~~~________~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ (1) (2)

D. Carotid bruit f3WIT__~________~___~~__~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ (1 ) (2 )
L

WUI7 e 1. Right ---- (I ) (2 )

f&U'lYL- 2. Left ----- (1 ) (1 )

E. Peripheral edema
PEREDEMA -_~~~~_______~_~~___~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ (1 > (2 )

F. Hepatomegaly _______________-____------------ _____WQfi70ME_________________ (1 ) (z )

PART Q: ADHINISTRATIQE MATTERS

24. Research Coordinator:

ConWeT
Signature: CtXWS3G ACIP Staff No.: --- e---e

ID No. 1



Rev 2 07/23/92

-

ASYMPTOMATIC CARDIAC ISCHEMIA PILOT

ACIP FOEU4 6A

PTCA AND OTHER INTERVENTION PROCEDURES

GENERAL INSTRUCTIONS

Complete this form each time the patient undergoes an attempted PTCA
procedure or other interventional procedures. Include all parts of a
staged procedure on one form. The original form is sent to the Clinical
Coordinating Center. A copy of this form is sent to the Angiography
Core Laboratory for protocol procedures performed in patients assigned
to revascularization.

A narrative is required if complications occur or if non-standard
procedures are performed.

ITEM INSTRUCTIONS. Items with instructions outlined below have the symbol
[*] preceding the item number on the form.

Refer to Item 11:

% Stenosis: Measure % diameter stenosis by calipers.

I
Refer to Item 12:

Intervention Outcome:

If the residual stenoses in the major coronary arteries are all
< 50% diameter as measured by electronic calipers, the patient is free
of angina, has not had a procedurally related myocardial infarction and
has not had to undergo emergency CABG, the immediate intervention
outcome will be classified as successful.
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ASYMPTOMATIC CARDIAC ISCHEMIA PILOT

ACIP FORH 6~

PTCA AND OTHER INTERVENTION PROCEDURES
(Continued)

Refer to Item 20:

The cineangiogram which documents performance of PTCA for patients
assigned to revascularization (i.e., Item 3 - 1) should be submitted to
the Angiography Core Laboratory along with a copy of Form 6A.

Refer to Item 21:

A narrative is required if certain complications occur or if non-
standard procedures are performed. If any of the following items has
the indicated answer, a narrative is required.

Item0 Answer

10 Yes
11 Unstable or Deceased
1l.A Yes
12 No
13C 2-6 Yes
14C 2-6 Yes
1% 2-6 Yes
16C 2-6 Yes
17 Yes

The narrative should describe 1) the clinical circumstances under
which the complication occurred, 2) treatment administered and 3)
outcome or clinical impact of the complication.



ASYMPTOMATIC CARDIAC ISCHE36IA PILOT FoRFI\ ACIP Form 6A I

PTCA PROCEDURES FORN 6A

PART I: IDENTIFICATION

REV Rev 2 07/23/92
Page 1 of 6

1. Patient's NAME CODE: ~~~_____~~~~__~__~_~~~~~~~~~~~~~~~~~~~~~~~ /W4MMECODE
- - - - -

\I15 O?
2. Date of procedures: ~_~~~~_~~~~~~~_~~~__~~~~~~~~~~~ _- - - - - - -

Day Month Year
. ROCEDW NOT=

3. Why was this procedure performed?

Protocol Randomization (Revascularization Strategy) --------- ( 1) + [Skip to Item 7. 1

All others ~____~~___~~~~__~~~_~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~  ( 2)
4

k. Check all the reasons for revascularization which were fulfilled at the time of
performance of this procedure:

E. Coronary anatomy
F. Decision of personal physician
G. Clinical decision not
H. Other ____~~~~~~~~_~~~__~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

c

Specify:

*Submit appropriate event forms.
**PROTOCOT, VIOLATION if procedure performed within twelve weeks of study entry

and none of Items A-D is checked.

ID No.
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7. Category of procedure:

_____________________-----_---__ fRi?_CCRI______  ( 1 )

Kepeat revascularization ~~~_____~~~_~~~~_~__~~~~~~~~~~~~~~ ________________ ( 2)

8. Is there a significant change in anatomy from
the qualifying angiogram? CHG R id AT~___~_~_~~___~_~~~__~~~~~~~~~~~~~~~~~~~~~~~~~~~~  ( 1) ( 2)

Yes No
4

9.

10.

11.

Was thrombolytic therapy administered during procedure? ___________ ( 1) ( & ( 3)

Was cardiopulmonary support used during procedure? 0REfE~------__________ ( l)t ( 2) ( 3)
Yes No Unknown

Condition of patient upon leaving Cath Lab:

Complete Cardiac Catheterization and Angiography Form 7A.

T\XI‘/\-RDM

- -
Yes No Unknown

If deceased, Submit Death Notification Form 15
and Cause of Death Form 16.

1l.A. Was patient admitted to a special care unit (Coronary Care Unit or cccla4l-m
Intensive Care Unit) for more than 24 hours following the procedure? ----- ( l>t ( 2)

Yes No
OLI-KLOME-

[*]12. Was intervention outcome successful? _______‘_____________________________~e~) ( 2)t
No

tSubmit Narrative

ID No. _

I I
Visit Type
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PART III: LESION DETAILS

Refer to the diagram after instruction page to answer Items in Part III. Complete
this section for each lesion attempted by operator.

13. Coronary Artery segment code (record native coronary ~,qSe@Si-
artery or insertion site of bypass graft): ________________________~________

@xX
A. Native Coronary Artery or bypass graft? ______________________(  1) ( 2)

Native Graft
S-WWU

B. Stenosis pre-intervention --____ _____________________-----____ %- - -

C. Type of intervention (check all that apply):
1. Standard Balloon Angioplasty

:::
t6. Other device

Specify:

D. Stenosis post-intervention
gtww5~i

___~~~~___~~~~_~~~_~~---~~~~~~~~~~~ %- - -

14. Coronary Artery segment code (record native coronary CA%NO=
artery or insertion site of bypass graft): ___~~~~__~~~__~~___~~~~~~~~~~~~~~ - -

wL.Ax
A. Native Coronary Artery or bypass graft? ______________________(  1) ( 2)

Native Graft
z3-T-TeNPR~  2

B. Stenosis pre-intervention _~~~~~~~~~~~~~_~~~~~~~~~~~~~~~~~~~~~ %- - -

C. Type of intervention (check all that apply):

+::
Standard Balloon Angioplasty

Other device
Specify:

D. Stenosis post-intervention _____~~~~~~____~~~__~~~~~~~~~~~~~~~ %--.c
5TAGrDL

E. Part of staged procedure _~~____~~~~~_~~_~~~~~~~~~~~~~~~~~~~~~~~ < 1) ( 2)

Yes No

Q7WEUV s
ME2

1. Date if different than first stage --w-m-- or ( r)
Day Month Year same date

tSubmit narrative for non-standard procedures.



.-

ACIP Form 6A I
Rev 2 07/23/92
Page 4 of 6

15. Coronary Artery segment code (record native coronary CiqscooeS
artery or

A.

B.

C.

D.

E.

insertion site of bypass graft): _____________--____ ---___________

Native Coronary Artery or bypass graft?
h'CA3 --____--------__________(  1) ( 2)

Native Graft

Stenosis pre-intervention
SrlzWPR4

~~~~~~_______~~_~~--~~~~~~~~~~~~~~~~ %- - -

Type of intervention (check all that apply):
1. Standard Balloon Angioplasty

f::
Stent ~~_~~_~~~~~~~_~~____~~~~~~~~~~~~~~~~~~~~~~

t6. Other device
Specify:

C%TENf5~3
Stenosis post-intervention ~~_~~___~~~_~____~_~~~~~~~~~~~~~~~~

Part of staged procedure ~~~~~_____~~~_____~~~~~~~~~~~~~~~~~~~~~  ( r) ( 2)
Yes No

STAGE3DT 4 s&Y&3
1. Date if different than first stage _---w-V- o= ( t)

Day Month Year sama date

Coronary Artery segment code (record native coronary C&KOfWj
artery or insertion site of bypass graft): ---------------------------------

NCXW-
Native Coronary Artery or bypass graft? ________-_____________(  1) ( 2)

Native Graft

B. Stenosis pre-intervention
STENfxEq

__________________--________________ %- - -

C. Type of intervention (check all that apply):
1. Standard Balloon Angioplasty ~~~~~~~~~~~~~--~~__~~~

:::
Stent
Atherectomy __~~_~_~~~~~~-~~~~~~~~~~~~--~~~~~~~~~~~
Laser
Laser Ba~~oon~~~-~~~~~-~~~~~~~~~~~~~~~~-~~~~~~~~~__

t6. Other device
Specify:

D. Stenosis post-intervention _____~~~~~~~~~~_~~_~~~~~~~~~~~~~~~~

E. Part of staged procedure
ST-KGEDq

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ ( 1) ( 2)
Yes No

I 4TAGC.i  bT 9AME4
1. Date if different than first stage m m - - m - - or ( 1)

Day Month Year same date

tSubmit narrative for non-standard procedures.



ACIP Form 6A I
Rev 2 07/23/92
Page 5 of 6

17. Did patient experience any major events during or within
flAJOCZE'\17

24 hours after PTCA? ________________________________--_____________  ( l)t ( *) ( J)
Yes No Unknown

Answer

A.

each i tern: Occurred Occurred. n Lab Within 24 Hours
Death ___________________

B.
c.
D.
E.

F.
G.
H.
I.

J.

CARDIOVASCULAR EVENTS
Non-fatal cardiac arrest ---
Suspected non-fatal MI ---
Abrupt reclosure

Arterial embolus of extremity pf.
loss of pulse requiring treatm

Hypotension requiring treatment

NEZJROLOGICRVIINTS
K.
L.
M. Coma ____________________--

N.
ALLERGIC EVENT
Hypersensitivity reaction -- A~~_~ftw! ( 1>

0.

P.

PUIMONARY EVENTS
Respiratory failure (include

non-cardiac edema)
Pulmonary embolus _-__-__----

Q.
RENALEVENT
Renal failure requiring dialysis @!+LQ~@ ( I)

R.
PROCEDURAL EVENTS
Emergency CABG _______~_~~~~~CP,______  ( r)

s.
OTHER  EVENTS
Other events QTHQ-T~A____________ ---___-----_-- ( 1)
Specify:

( 2>*

1 q-
2*+

( 2)

i :;

2

I :;

1 j

2

( 2)

I 2;2

( 2)

( 2>-

( 2)

*Submit Death Notification Form 15 and Cause of Death Form 16.
**Submit Suspect Ischemic Event Form 23.

***Submit CABG Surgery Form 25.

( 31*

; :;**
( 31**

( 3)

1 :I

3

I ;;

( :i

3

( 3)

( 3)

( 3)

( 3)

( 31-

( 3)

'Submit narrative

ID No.

Visit Type I I I I I



ACIP Form 6~ I
Rev 2 07/23/92
Page 6 of 6

18.

19.

[*]20.

[*]21.

PTCA Operator:

Name: /%!R51G ACIP Staff No.:

Research Coordinator:

Signature: &J,ppl;f:G ACIP Staff No.:

Was the PTCA cineangiogram submitted to the
hgiography Core Laboratory? _~~~_~__~~~~___~~___~~~~~~~~~~~~~~~~~~~~~~~~  ( 1) ( 2)

Yes No

NARRATT
Is narrative attached? ___~_~~_____~~~_____~~~~~~~~~~~~~~~-~~~~-~~~  ( 1) ( 2) ( 3)

Yes No Not
required

I 22. CCC Use

Yes No
Narrative ----- ( 1) ( 2)

ID No.

Visit Type
I I I I I



ACIP Coronary Artery Diagram

01 Proximal right coronary artery (Prox RCA)
02 Hid-right coronary artery (Hid RCA)
03 Distal right coronary artery (Dist RCA)
04 Right posterior descending artery (RDPA)
05 Right posterior atrioventricular (RPLS)
06 First right posterolateral (1st RPL)
07 Second right posterolateral (2nd RPL)
08 Third right posterolateral (3rd RPL)
09 Posterior descending septal perforators (Inf septal)
10 Acute marginal (AC marg)
11 Left main coronary artery (INCA)
12 Proximal LAD artery (Prox IAD)
13 Mid IAD artery (Hid LAD)
14 Distal LAD artery (Dist LAD)
15 First diagonal branch (1st Diag)
16 Second diagonal branch (2nd Diag)
17 First septal perforator (1st Septal)
18 Proximal circumflex artery (Prox CX)
19 Mid circumflex artery (Mid, dist CX)
20 First obtuse marginal branch (1st Ob marg)
21 Second obtuse marginal branch (2nd Ob q arg)
22 Third obtuse marginal branch (3rd Ob marg)
23 Circumflex artery AV groove continuation (LAV)
24 First left posterolateral branch (1st LPL)
25 Second left posterolateral branch (2nd LPL)
26 Third left posterolateral branch (3rd LPL)
27 Left posterior descending artery (LPDA)
28 Ramus intermedius (Ramus)
29 Third diagonal branch (3rd Diag)



ASYMPTOMATIC CARDIAC ISCREMIA PILOT Fbm ACIP Form 6B
RkV Rev. 0 06/26/91

REVASCULARIZATION NON-PERFORMANCE FORlf Page 1 of 1

Complete this form for any patient/i;lf;  ;yni-y  N o .
randomized to revascularization who

I

does not receive the procedure.

qx.5xT Visit Type I T 0 1

PART I: IDENTIFIC&JION

1. Patient's NAME CODE:

2. Date form completed:

flAAMECo=
~~~~~__---------------~~~~~~~~~~~~___~_~~~~~ - - - - -

V3SD?
~___~_~~~~~__~~~~__~~~~~~~~~~~~~~ - - - - - - -

Day Month Year

3. Reason Protocol revascularization was not performed: (Check all that apply):

A.

B.

C.

D.

E.

Physician refused ----
Patient refused ----_-

Patient deceased -----

Complications of cathe
Unsuitable anatomy ---

___________

______--___

__--__---_-

terization CATHN n~___~~_~~_~~~~_~___~~~~~~~~~~~~
,4NATaMj___________________ __________

__-_____

--______

________

----____

________

(1 )
(1 1
(1 1
(1 )
(1 1

Specify:

F. Inability to cross the lesion
NOLt=od~~~~~~~______~_~~~__~~~~~~~~~~~~~~~~~~~~~~  (r )

1. Inability to enter the artery
2. Inability to pass wire
3. Inability to pass balloon
4. Other cause

Specify:

G . Inability to dilate the lesion
!y%LLATE_____________________~_~~~~  _____________ ( >

1
4

1. Complication ___-----___-
2. Rigidity of the lesion --
3. Elasticity of the lesion
4. Technical failure ---_---
5. Other cause _-__-_-_-----

_______________________~~~__
____________________--------
____________________--------
____________________________

Specify:

I: ;
I: ;
(1 )

H.

I.

Specify:

4. Research Coordinator:

Signature: &)VWS~G
.

ACIP Staff No.: --- - - - - -

ID No. _



Rev. 2 12/04/91

ASYMPTOMATIC CARDIAC ISCHEMA PILOT

ACIP FORM 7A

QUALIFYING CARDIAC CATREIERIZATION  AND ANGIOGRAPRY FORM

GENERAL INSTRUCTIONS

This form should be completed to document the qualifying catheterization and
angiography procedures:

The original form is sent to the Clinical Coordinating Center. A copy of
this form is sent to the Angiography Core Laboratory.

ITEM INSTRUCTIONS: Items with instructions outlined below have the
symbol [*] preceding the item number on the form.

Refer to Item 4.

co1 1. Artery Code - refer to diagram at end of instruction pages
to answer Artery Code.

Refer to Item 4.

co1 2. Enter X diameter stenosis measured by calipers.



ASYMPTOMATIC  CARDIAC ISCHEMIA PILOT +kru\ ACIP Form 7A

PEV Rev 3 05/26/92
QUALIFYING CARDIAC CATHETERIZATION Page 1 of 2

AND ANCIOCRAPHY FORM

1. Patient's NAME CODE:
nl l+MECCDE

-_______________________________________----- - - - - -

USSOT
2. Date of catheterization: ____________________--------- _--m-m--

Day Month Year

PART II. CORONARY ART~OCRAP~

3. Coronary Anatomy: Vessel or Major
Brwed
2 50X diameter

stenosis by caliper

4. Complete for each lesion 2 50% diameter stenosis.
For multiple lesions in the same artery code, record only the

1) I"1
Arterv Co4

2) 3) [*I
Vein Gr_&& x St-

1) [*I

’ A. At-R- -

B. AC6-e
c. A C C- -
D. AU- -
E. ACE

F. FK F--
G. k+CG--
H. Acft
I. AU--
J. ACT

( 1) ( 2)

I :! I ::

( 1) ( 2)

most severe.

2)
u Graff

5. Coronary anatomy suitable for revascularization

ID No. _
1



I
ACIP Form 7A
Rev 3 05/26/92
Page 2 of 2

6. Ventricular function:
\IEWW-IG

A. Is the ventricular function adequate for revascularization? --------- ( r) (INEL)
Yes No

v 137  DT
B. Date: ______________--- __________________-_----- _-- --m wm

Day Month Year

C . Method used:

Radionuclide ventriculography ________________- 1 )

LV contrast angiography ~~_~~~_~~~~~~_~_~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ ( 2)

D. Global ejection fraction (recent estimate): __________________-_ o.__ (1)
Not

Available

PART III: ADMINISTRATIVE MATTERS

7. Procedure to be performed if this patient is assigned to revascularization:
TT PRoC

8. Angiographer reviewing cineangiogram and ventricular function data:

AN&S-32
ANGUT

Name: ACIP Staff No.: --- _---__

9. Research Coordinator:

Signature: O_omf sl-c ACIP Staff No.: ---
CompCRT

- - - - -

ID No. _



ACIP Coronary Artery Diagram

.-- 0 1 Proximal right coronary artery (Prox RCA)
02 Mid-right coronary artery (Mid RCA)
03 Distal right coronary artery (Dist RCA)
04 Right posterior descending artery (RDPA)
05 Right posterior atrlovantrfcular (RPLS)
06 First right posterolateral (1st RPI.)
07 Second right posterolateral (2nd RPL)
08 Third right posterolateral (3rd RPL)
09 Posterior descending septal perforators (Inf septal)
LO Acute marginal (AC marg)
11 Left main coronary artery (LMCA)
12 Proximal IAD artery (Prox IAD)
13 Hid IAD artery (Mid LAD)
14 Distal LAD artery (Dist IAD)
15 First diagonal branch (1st Diag)
16 Second diagonal branch (2nd Diag)
17 First septal perforator (1st Septal)
18 Proximal circumflex artery (Prox CX)
L9 Hid circumflex artery (Mid, dist CX)
20 First obtuse marginal branch (Lst Ob marg)
21 Second obtuse marginal branch (2nd Ob marg)
22 Third obtuse marginal branch (3rd Ob marg)
23 Circumflex artery AV groove continuation (LAV)
24 First Left posterolateral branch (Lst LPL)
25 Second left posterolateral branch (2nd LPL)
26 Third Left posterolateral branch (3rd LPL)
27 Left posterior descending artery (LPDA)
28 Ramus intermedius (Ramus)
29 Third diagonal branch (3rd Diag)



ASYMPTOMATIC CARDIAC ISCHEMIA PILOT ACIP Form 7F FORM 1
Rev. 0 08/24/92 F,fZv

CORONARY ANGIOGRAM VISUAL ASSESSMENT
(FOR ANGIOGRAPHIC CORE LAB USE)

Page 1 of 7

Clinic No. I I I-I I

ID No.

1 xxc-T Visit Type 1
I I I I

PART I: IDENTIFICATION

1. Patient’s NAME  CODE:  ________________~___~~~~~~~~~~~~~~~~~~~~~~~~_
-----

V1SD-T
2. Date of angiogra: ___________________________________ - - - - - - -

Day Month Year

3. Angiogram type (Answer all that apply.):

A. Qualifying
B. Confirmation of anatomy prior to protocol revascularization
C. Protocol PTCA ___________________________-----------___________

PART II: ASSESSMENT OF ANGIOGRAM OUALITY

4. Quality:
piWxW%___________________

(1 )
Superior

(2 1
Satisfactory

(3 1
Unsatisfactory

(4 1
Uninterpretable

& c
Am-w~

A. This coronary angiogram was (check one): -- (1 ) (2 ) (3 )
Suboptimal Rejected Incomplete

4

1 AnswerB -G. /

Indicate reason(s): (Check all that apply.)

B. Image film qualify too poor to permit analysis 13AOrlrM_______________________~

C. Lesion(s) obscured by overlying branch arteries _________CESl>DS_______

D. The entire artery was not visualized because of
1) Too high magnification ____________________-_--- Hw&f$"_____
2) Excess collimation ______________________________

#~hJ?i(;1&--3) Inappropriate panning _____________________________ _________
E. Injection rate too slow/contrast does not fill the artery 1

throughout the cardiac cycle u!!&lJfW~E

F. Incorrect projection

'___'_'_'_"_______'________~~~~~~__
__~__~_~~~~~___~~~_~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

G. Other ___________________________________________--________ fxtiR_____

Specify:

I: :
(1 )

I: ;
(1 )

Skip to Part VII.



ACIP Form 7F
R e v .  0  08/24/92

I

PART III: ANGIOGRAPHIC  ASSESSMENT
Page  2  of  7

5. Native segment assessment (list only site codes with stenosis > 50%).
1) 2) 3) 4) 5) 6) 7) 8)

Eccentrk  IE)

A.

B.

C.

D.

E.

F.

G.

H.

Perfusion Collateral Stenosis
s?I

Thrombu Concentriq
G r a d e

At&;-nr,w~A AT?&Xx/

- -

6. Bypass grafts assessment

1) 2) 3) 4) 5) 6) 7) 8) 9) 10)

*If NO ot NOTASSESSED do nol answet  coiumns 410 for that site
C O & .

**‘ump Gtafts  - Assign prarimal  and/or Mid location for lesions
ove 1” anastomosis.

- Distal location for lesions between 1” and 2nd anastomosis.



ACIP Form 7F
Rev. 0 08/24/92

I

Page 3 of 7
I='XTCAD

6X. Extent of CAD (O-3, 8) ____________-_______________------_--_-____________________

-'RT IV: ANGIOGRAPHIC ELIGIBILITY Answer Part IV only for qualifying angiograms.

7. Angiographic Inclusion Criteria

2 50% stenosis in a major native vessel or bypass graft

8. Angiographic Exclusion Criteria

A. ~T'X'LM2 50% left main coronary artery stenosis in non-bypass patients ----------- (1 )
B. Significant mitral  regurgitation  _____~~~~__-----__~~------~~~---~~~~~~MnRAC=__ ( )
C. Other ____________________~~~~~~~-~-----~--~~~~~~~~~~~~~~~~~~~-~~~~~~~~~~  (: )

4

Specify:

9. ANGEUGDoes this cineangiogram meet ACIP eligibility criteria? ----------------------- (1 )

10. Is there any unusual feature to be discussed
with the Clinical Unit investigator? ______________________________u_l?U~~~~___  ( )1

PART V: INTERVENTIONAL PROCEDURES Answer Part V only for protocol PTCA.

11. Interventional procedures lesions

1)

Site

A. /-EESSTTEA  Lesion 1
-----

B. QZSIlE~ Lesion 2- - - - -

C.J_E~L-r&. Lesion 3- - - - -

D. I,.6SIT&D Lesion4- - - - -

E.fiSS'ITEc ~~io~5- - - - -

P, L,EsXT& Lesion 6- - - - -

Procedures Code Location Code
l- Standard Balloon Angioplasty P- Proximal D - Distal
2- Stent M- Mid A- Distal Anastomasis
3- Atherectomy **Jump Grafts - Assign Proximal and/or Mid
4= Laser location for lesions above lSt
59 Laser Balloon anastomosis.
6- Other Distal location for lesions between lSt

3)

Pr edure
=&& ’

6) 7) 8)

% Ste ask Grade 7% SteOS&
; m $

No

(2 )

Procedure Approach Code
G = Graft N = Native

and 2nd anastomosis.



12. Post procedural angiographic observations Lesion 1

A. Dilated segment luminal abnormalities:
WiM

(i ) _________ Not assessable

----_____

++-+

_

ACIP Form 7F I
Rev. 0 08/24/92
Page 4 of 7

PP_f.Q-rE
-- Site Code - - -

/Skip
Yes

1. Dissection
2. Transient occlusion
3.

B. Intraluminal opacities:

1. Undefined lucencies ____________________________
2. Intimal flap ______________________________-____ fm_E4W_________
3. Definite thrombus WF-t-HW___~~_________-------~~~~~~~~~~~~~~~~~~~~~~____ (1 )

C. Non-dilated segments:

1.
2.
3. Side-branch
4.
5. Distal embolization ___________________________

No

(2 )
(2 )
(2 )

It ;

(2 )

(2 )

(2 )

I: ;

(2 )

fRz%Ttc
13. Post procedural angiographic observations Lesion 2 ------------- Site Code - - -

A. Dilated segment luminal abnormalities:
fP3,N 4

(1 1 --------- Not assessable +++

Yes

1. Dissection
2. Transient occlusion ______________________________

3. Sustained occlusion ~~_________~~~~_~~~~~~~~~~~~~~

B.

C.

Intraluminal opacities:

1.
ppzunlDUndefined lucencies ~~~~~__~_~___~_~~~~_~~~~~~~~~~~~  _-----------  (i )

2. Intimal flap PP==Uv=____~_~___~___~_~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~---

3. Definite thrombus f=-cti_!M___~~~__~~_~_~___~~~~~_~~~~~~~~~~~~  _-_-

Non-dilated segments:

1. Ostial dissection ____________________________ ______

2. Non-ostial dissection _~~____~____~_~_~~__~~~~~~~~~~

3. Side-branch occlusion ______________________________

4. New side-branch stenosis ___________--_______-~~-~--

5. Distal embolization _____________________~~~~~~~~__~

No

(2 )

(2 1

(2 )

(2 1

(2 )

(2 )

I: ;

I: ;

(2 )

--
ID No. _

Visit Type



ACIP Form 7F I
Rev. 0 08/24/92

14. Post procedural angiographic observations Lesion 3

A. Dilated segment luminal abnormalities:
Pf3w4

(1 ) _________ Not assessable

Page 5 of 7
PP3xE-v

----________ Site Code - - -

+++ /Skip
Yes No

1. Pf3DlsSDissection  ~~~_~~~_-~-~~~~~~~~~~~~~~~~---“--’_~--~~~~~~~~___~~~~~  ___ (1 ) (2 )

2. Transient occlusion ff3 @Ati________________________________ ppJ-3 \jy-y -- (1 > (2 >
3. Sustained occlusion _____~~__~__~______-~~~~~~~~~~~~~~~~-~~~~~~~~  (i ) (Z )

B. Intraluminal opacities:

1. Undefined lucencies  ____________________-_________ Wi3_W@

2.
pp3FL/43----- (1 ) (2 )

I n t i m a l  flap  __~_____~___~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~__~__  (1 ) (2 )

3. Definite thrombus pf3-n-gM_________________________________ ______ ______ (1 > (2 1

C . Non-dilated segments:

1. Ostial dissection
2. Non_ostial dissection ____~_~~~~_~~~~~~~~~~~~~~~~~~
3. Side-branch occlusion ____________________-------_

4. New side-branch stenosis
5. Distal embolization

fW4SITE
15. Post procedural angiographic observations Lesion 4 ------------- Site Code - - -

A. Dilated segment luminal abnormalities:
4fyr\ln

(i ) _________ Not assessable + + -+

Yes

1. Dissection
2. Transient occlusion
3. Sustained occlusion

B. Intraluminal opacities:

1. Undefined lucencies
2. Intimal flap ~_~_~_____~__~~~~~_~~~~~~~~~~~~~~~~~--

3. Definite thrombus

C. Non-dilated segments:

1. Ostial dissection __________________---- _--_--_- (i )

2. Non-ostial dissection ____________________------

3. Side-branch occlusion __________________________ /y-Kla-Y~:~~:

4. New side-branch stenosis
qqq-tjEW____________________-~- (i )

5.

4#_65-<7_______
Distal embolization ________________________________-------------  (i )

No

(2 1

Ir ;

(2 )

i: ;

(2 )

(2 )

i: ;

(2 )

ID No.
I I

Visit Type I I I I I



16. Post procedural angiographic observations Lesion 5

A. Dilated segment luminal abnormalities:
PP5MA

(1 ) _________ Not assessable

,_____

+++

ACIP Form 7F I
Rev. 0 08/24/92
Page 6 of 7

.-____ Site Code gp5srTE1- - -

-

Yes No

1. Dissection
2. Transient occlusion

3. Sustained occlusion ~_______~~~~~---__~~~-~~~~~~~~

B. Intraluminal opacities:

1. Undefined lucencies ~~~~_-_______~~~_-__~~~~~~~~~~

2. Intimal flap ~~~~_~__~~~~~-----~~~~~~~~~~~~~~~~~~~~~~~~~~~~______

3. Definite thrombus

C . Non-dilated segments:

1. Cstial dissection ~~~~~~~~~~~~~~~_~___~~~~~~~~~~~~

2. Non_ostial

3. Side-branch occlusion

4. New side-branch stenosis ~~~~~~~~~~_~~____~~~~~~~~

5. Distal emboliration

17. Post procedural angiographic

A. Dilated segment luminal

observations Lesion 6 ___-_________ Site Code Wokxx- - -

abnormalities:

?fdNh I 1
) _________ Not assessable -+-++ 1 Skip roB. 1

1. Dissection

2. Transient occlusion
3. Sustained occlusion

B. Intraluminal opacities:

1. Undefined lucencies ~~__~__~~______~_~~_~~~~~~~~~~~~

2. Intimal flap ~_~~_~____~~~~______~~~~~~~~~~~~~~~~~~~~

3. Definite thrombus

C. Non-dilated segments:

1. Cstial dissection _,____~_____,,,,,__,,,,,,,,_,,,,,,_

2. Non-ostial dissection __________________-_-----------

3. Side-branch occlusion _______________________________

4. New side-branch stenosis -------------------
5. Distal embolization

18. Complete  revascularizat-on  ___________________________________ CQr?le\-&T_E_  _ (1 )

)



ACIP Form 7F
Rev. 0 08/24/92
Page 7 of 7

PART VI: ASSESSMENT OF VENTRICULOGW

‘9. Ventricular function

A.
VG-RAMNN

LV gram not available ------------------ (1 > +-++ Skip to Part VII.

B. ETFRGlobal ejection fraction --------------- 0 . - - (1 )
Not Available

C . RAO projection not available -----------OWNA c1 > -+-+-e Skip to Item D.

Answer ~y&&k%~ Normal Hvookinetic Dvskinetic Akinetic Not Assessed

1) Ayrq&q&q---  (1 ) (2 ) (3 1 (4 > (5 )

(2 ) (3 1 (4 1 (5 )

:z ; (3 1 (4 ) (5 )

(2 >
(3 ) (4 > (5 1

2 (3 1 (4 > (5 )

D. LAOPMRLAO projection not available ------------------ (I > + + +

Answer each item: Normal Hvookinetic Dvskinetic Akinetic Not Assessed
BR5SEQT

6) BayJ..yl# ----- (1 ) (2 1 (3 ) (4 1 (5 )

7) Ay.j.;~:~"~x&  ---- (r > (2 1 (3 1 (4 ) (5 )

8) Py;FLo,,llpel  --- (I ) (2 1 (3 1 (4 1 (5 )

9) Inferior 1
sof%hTE%

era1 - (i ) (2 1 (3 ) (4 1 (5 )

10) Superior lateral - (i ) (2 ) (3 ) (4 1 (5 )

20. Comments:

PART VII: ADMINISTRATIVE MATTm

21. ACL Investigator:

Signature: ACIP Staff No.: ---- _- - - - -

22. Date form completed:
ctompo7

_________________-_-------------- - - - - - - -
Day Month Year

ID No. _

Visit Type



ASTMPTOMATIC  CARDIAC ISCHEMIA PILOT %eM ACIP Form 8C

eEq Rev 1 04/06/92
AECG RECORD SHIPPING FORM Page 1 of 3

Clinic No.
If the AECG was performed, send the original
of this form with the AECG tracings to the
AECG Core Lab.
the CCC.

Send a copy of the form to ~~~~~
If the AECG was not performed,

ID No. I I i-l I I I i

I send-this form only to the CCC. _ Visit Type I I I I I

PART I: IDENTIFICATION

)/AMECCDE
1. Patient's NAME CODE: __~~~~___~~~_~_~~~~_~~~~~~~~~__~~~___~~___~~ - - - - -

2. Date of study or last date \ILso-i
of window if study not done: _____-_____--____-________ - - - - - - -

Day Month Year

ND
3. Check here if AECG was not'performed: ~~~~~~~_~~~~~_~~~~__--~~~~--~~~~~~~~___~ (1 )

&

4. Reason procedure was not performed (check all that apply):

A. Physician refused ________-_____--
B. Patient refused __________________
C. Procedure contraindicated (cardiac
D. Procedure contraindicated (physica
E. Equipment unavailable -___-_-___--
F. Equipment malfunctioned __________
G. Other __-_________________________

__
__

.ll
__
__
__

__--___
_______
,eason)
disabil
__----_
_______
__--___

_--____
_______
_--____
ity or othe

_
r

Specify: 1

5. Research Coordinator:

NoWRSrG
/WW2cQT

Signature: ACIP Staff No: - - - - -

DO NOT COMPLETE REST OF FORM. SEND ONLY PAGE 1 TO CCC.

6. Item skipped.

PART II: DATA DESCRIPTION

7. First tape recordings started:
CTIsTOT TJ_ljTHR --WTMl

A. Date and military time: __________ - - - - - _- --.--
Day Month Year Hours Minutes

ID No. I



ACIP Form BC
Rev 1 04/06/92
Page 2 of 3

Recordings ended:

B. Date and

8. Second tape

A. Date and

military time: ---------- - - - - - - _
Day

--.-_
Month Year Hours Minutes

recordings started:

military time: ----------
'-r~s7.z _r2s;r\q\ 7~~7~~

------_ .
Day

- -
Month Year Hours Minutes

Recordines ended:u- ------.

B. Date and military time: ----------
T X,s?CST ~~sefi~ TUPM:

--------L_
Day Month Year Hours Minutes

9. Which ECG position strips were obtained (answer all items):
Yes

A. Standing  _~~~~__~~~~___~_~~~~~~~~~~~~~~~~~~~~~~~~~~--~~~~-~~~~~~~  (1 )
B. Sitting _________________________--_-__----__-----_---___--____-_  (1 )
C. R-lateral &yubitus  ___________________-----_-----------_---___--  (1 )
D. Supine ~~_~~_~~_~_~~~_~__~~~~~~~~~~~~~~-~~~~~--~~~~--~~--- _______ (1 )
E. L-lateral decubitus________-~____----__----------~~-----~----_~-~  (1 )
F. Hyperventilation ______~~____~~~~~~__~~~~~~~~~~~~~~~~~~~~~~~~~~~~ (1 )
G. Calibration _____________________--------------------------------  (1 )

No

I: ;
(2 >
(2 >
(2 >
c2 >
(2 >

10. Did the patient have an episode of 15CctREC

ischemic chest pain during the recording? ___~~~~~_~~~~~~____~~~~~~~~~~~~ (1) (2)
Yes
EWMk

10A. Was patient compliant in using the event marker? ________-_-_____--______ (1 ) (2 )
Yes No

PART III: ADMINISTRATIVE MATTERS

11.

12.

13.

14.

AECG Monitoring Technician:

Name: AE&~I,G ACIP Staff No:

Research Coordinator:

Signature: ACIP Staff No:

Date mailed to AECG Monitoring Core Lab: ------------ - - - - - - -
Day Month Year

Comments:

1ID No.

Visit Type 1 I I I I



ACIP Form 8C
Rev L 04/06/92
Page 3 of 3

AECG Lead Selection

Please note where the electrode leads have been placed for this patient.

Please confirm that the morphology of the QRS-T record by the AECG matches the
morphology of the desired leads from the 12-lead  ECG.

Leads: Channel 1 = White - Red

Channel 2 = Brown - Black

Green = Ground

Note: For each bipolar lead, the uooer lead on the chest wall should be the
white lead for channel and the brown lead for channel 2.

The lower lead on the chest wall should be the red lead for channel
1 and the black lead for channel 2.



Inst ruct ions:
Modified AClP Protocol Worksheet

- Indicate m and &at each stage of exercise and for each minute ot
Recovery untrl  symptoms or ST segment changes normlize.

- Indicate the fj& at each stage of exercrse.
- For prolonged recovery > 5100  minutes, indicate the time of recovery c:_ ) as

well  as HR and BP values.
- II -occurs,  indicate (1) at the stage-et occurence.  and an (x) at offset:
- If angtna  worsens as exercise continues. indicate (2).
- If_> 1 0 mm. indicate an (1) at the stage of onset. and an (x)

at offset.

Standing Rest [ I[ ’ I

EXERCISE
1 2.0 0.0 2.5 1 :oo 1:OO  [ ][/I[1 [I [I

2 2.0 3.5 3.5 2100 1:OO ( ][/Irl [I [I

3 2.0 7.0 4.5 4:oo 2:oo [ l[/lrl [I [I

4 2.0 13.5 6.2 6:OO 2:oo [ ]I/] iI [I [I

5 2.0 18.5 7.8 8:00 2:00 [ ][/][I [I [I

6 2.0 24.0 9.1 lo:oo 2100 [ ][/lrl [I [I

7 2.3 24.0 10.5 12:oo 2;oo [ ][/lll 11 [I

8 2.7 24.0 12.0 14:oo 2:oo [ ][/lrl [I [I

9 3.1 24.0 13.4 18:OO 2~00 [ I[/lll [I [I

10 3.4 24.0 15.1 18:00 2;OO [ ][/]rl [I [I

RECOVERY:
IMMEDIATE POST43 0:oo t It/l [I [l

1 1 :oo [ I[/1 [I 11

2 2:oo [ II/l [I 11

3 3:oo [ I[/1 [I [I
4 4:oo [ IL/l II [l

5 5:oo [ I[ 11 [I 11

PROLONGED RECOVERY TIME: _:_ [ Ii/l [I II

Revised:  August 18, 1991



R e v  3 11/26/91

ASYMPTOMATIC CARDIAC ISCHEMIA PILOT

ACIP FORM 0E

ACIP EEERCISE  TOLERANCE TEST FORM

GENERAL INSTRUCTIONS

Complete for ACIP Exercise Tolerance Test performed as required by protocol.
Send original of this form with required ECGs to Rest and Exercise ECG Core
Laboratory and a copy of the form to the Clinical Coordinating Center.

ITEM INSTRUCTIONS: Items with instructions outlined below have the
symbol [*] preceding the item number on the form.

Refer to Items 10 and 11.

_ Indicate m and BP at each stage of exercise and for each minute of
Recovery until symptoms or ST segment changes normalize.

_ Indicate the m at each stage of exercise.
For prolonged recovery > 5:00 minutes, indicate the time of
recovery ( : ) as well as HR and BP values.- -  - -

NOTE : Even if the final stage entered is not for the complete time, enter the
final HR. BP and RPE.

Refer to Item 10 Column 5.

Ratings of Perceived Exertion (RPE) Scale

6
7 Very, Very Light
8
9 Very Light

10
11 Fairly Light
12
13 Somewhat Hard
14
15 Hard
16
17 Very Hard
18
19 Very, Very Hard
20



Rev 3 11/20/91

ASYMPTOMATIC CARDIAC ISCHEMIA  PILOT

ACIP FORM 8E

ACIP EXERCISE TOLERANCE TEST FORM

Instructions for Item 12.

Recordine Staee

Enter stage of onset or offset. If during exercise enter‘ 01 to 10
corresponding to Stage labels for Item 10. If during recovery enter RO to R+
corresponding to Stage labels for Item 11.

Recording Time

Enter time of onset or offset. If during exercise enter total exercise
time, possible values are 0O:Ol to 18:O0. If during recovery enter total
recovery time, possible values are 0O:Ol to time recorded as prolonged recovery
time.

Item 12D and E

Enter stage angina first worsened.



ASYMPTOMATIC CARDIAC ISCHEMIA PILOT

ACIP EXERCISE TOLERANCE TEST FOR24

I
ACIP Form 8E FCkW
Rev 3 11/20/91 kl5v
Page 1 of 4

ax~L~~ Clinic No. _

jJE+QD ID No.

PART I: IDENTIFICATION

NAMX~DE
1. Patient's NAME CODE: ___~___~~~__~____~_~~~~~~~~~~~~~~~~~~~~~~~~ -v---

2. Date of study or last date of window if ~-rSD~

study not done ____________________------------------ _m m - - v - -
Day Month Year

3. Check here if test not performed? ____________________-------------------  ( r)
c

4. Reason procedure was not performed (Check all that apply.)

A.
B.
C.
D.
E.
F.
G.

Physician refused
Patient refused ________________________________________~
Procedure contraindicated (cardiac reason)
Procedure contraindicated (physical disability or other reaso
Equipment unavailable ______________________________________
Equipment problem
Other ~_~~~~~~~~_~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

1)

1)
1)
1)
1)
1)
1)

L

Specify:

5. Research Coordinator:
Signature: NoQEf2SXG ACIP Staff NO:

~@fFI;LCRT_---mm

DO NOT COMPLETE REST OF FORM. SEND IN ONLY PAGE 1 TO CCC AND RECL.

ID No.



I
ACIP Form 8E
Rev 3 11/26/91
Page 2 of 4

PART II: TESTING

6. Did the patient take any of the following cardiovascular medications prior to the start
of the exercise treadmill test? DO NOT LIST ACIP BLINDED MEDICATION.

Yes & Unknown

A. Nitrates (within two hours): -----------------
B. Beta-blockers (within 48 hours):

_____________f~--  ( 1) ( 2) ( 3)

C. Calcium channel blockers (within 24 hours): c & W - -
( 1) ( 2) ( 3)

________;_____ ( 1) ( 2) ( 3)
D. Digitalis (within 2 weeks): __________________ D_3,LGW_% ( 1) ( 2) ( 3)

7. Protocol

A.

description:

Protocol type:

Standard ACIP Protocol (3 miles/hour) j5TPRoT___________---__-___----~  ( 1)
Modified ACIP Protocol (2 miles/hour for patients

B.

C.

with physical limitations) ------------ ( 2>

Total exercise time in seconds:
EYTSCJW________________---_----- m--m

Final stage of exercise

8. Reasons for stopping: (Check one

FiNSTGE
entered (01 to 10) ______________________ - -

Primary and, if appropriate, one Secondary.)

Angina (grade 3 or 4 out of 4) _____________________________ ----_

ST-segment depression 2 3.0 mm __________________________________

ST-segment elevation 2 1.0 mm in non-infarct lead(s) ---_-_-_----

Ectopic supraventricular tachycardia ___________-________--------

Ventricular tachycardia _______________--------------------------
Hypertension _~~_~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ ----_

Hypotension ~~~~__~_~~~~~_~~_~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

Fatigue/exhaustion ________________________________________------

Dyspnea ~_~_~~~~~~~~~_~~~~~_~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~--
Ataxia -~~~~~~~~~_~~_~~_~~_~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ ____W

Bradycardia -_______________________________________~~~~---------

Poor motivation __________________-_____________________---------

Physician's request __________~_____________________________-----
Technical problems (with ECG or Blood Pressure Measurement) _--_-
Adequate heart rate achieved _________________-__________________

Claudication ________________________________________------------

Other ~_~~~~~~~~~~~~~_~_~_~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

Specify:

9. Was test part of imaging study? ________I-______-__------------------- ( I) ( 2)
Yes No



ACIP Form BE I
Rev 3 11/26/91
Page 3 of 4

[*Ilo.

1) 2) 3) 4)

A.

B.

C.

D.

E.

F.

G.

8.

I.

J.

I.
_-

[*Ill. Recovery

A.

B.

c.

D.

E.

F.

G.

1) 2)
1 I

Total
Recovery kB

bpm

RO I

R2 I 2:oo mt)RC- - -

I

R4 4:oo RHRE- - -

R5 5:oo

R+
Prolonged
Recovery

Time - -*- -
PMG
--_

‘, _‘_I.--- 1

RPE
Scale I

&aGT 1--

k%?@ 6, RD@&
-__ ___

I

ID No. M
1

Visit Type



ACIP Form 8E I
Rev 3 11/26/91
Page 4 of 4

12. Did angina occur during study? ( )
2

( )
3

13. Comments:

15.

16.

Uncertain

A. Onset stage
0lrcS-TGE
e-

B. Onset time
oflflti. ONSEC
--*-_

ANGit'Cf2bE
C. Did angina worsen? -- (1) (2)

Yes No
4

F. Offset stage
OFFS -l-GE
- -

5FFsEcG. mm

ETT Technician:

Name: %nrSrG ACIP Staff No.:
p-V=?

_--m--

Research Coordinator:

CO/W%= ACIP Staff No.:
comp@7

_---mm

Material mailed to the Rest and Exercise ECG Core Lab:

A. Form 8E
ZbuqE

tracings only without diskette
Ec!G7RACE___________________----------------- ( 1)

C. ECG tracings and diskette ____________________-------

(5
( 2)

( 2)

MAILDT
D. Date mailed -_--_________________________________ _- - - - - - -

Day Month Year

y



Rest and Exercise:

.MExer%?Tb

A. Standing
at Rest

B. 01 l:oo 001-060

C. 02 2:oo 061-120

D. 03 4:oo 121-240

E. 04 6:00 241-360

F. 05 8:00 361-480

G. 06 1o:oo 481-600

H. I 07 I 601-720

I.1 08 1 721-840

J. 09 16:OO 841-960

K. 10 18:00 961-1080

Recovery:

A.

B.

C.

D.

E.

F.

G.

RO
Inmedicate
Post-RI

Rl 1:oo 001-060

R2 2:oo 061-120

R3 3:oo 121-180

R4 4:oo iai- 240

R5 5:oo 241-300

R+
Prolonged
Recovery

Time . _--*-_ ---ew-



Instructions:
Standard ACIP Protocol Worksheet

- Indicate tf8 and & at each stage of exercise and for each minute of
Recovery until symptoms or ST segment changes normalize.

- Indicate the mat each stage of exercise.
- For prolonged recovery > 5:OO minutes, indicate the time of recovery C:,) as

well as HR and BP values.
- If agg&goccurs..  indicate (1) atthe  stage  of occurenca, and an (x) at off set:
- If anglna  worsens as exemrse continues, indicate (2).
- If ST seament > 1 _O indicate an (1) at the stage of onset, and an (x)

at offset.

Standing Rest [ I[ J 1
EXERCISE
1 2.0 0.0 2.5 1 :oo 1:oo [ I[/][1 [I [I

2 2.5 2.0 3.5 2:oo I:00 [ l[/lr1 [I [I
3 3.0 3.0 4.5 4:oo 2:oo [ I[/][1 II [I

3.0 7.0 6.2 6:00 2~00  [ I[/lr1 [I

5 3.0 10.5 7.6 8:00 2100 [ i[ J I[1 [I [I

6 3.0 14.0 9.1 1o:oo 2:oo [ I[/][1 11 [I

7 3.0 17.5 10.5 12:oo 2100 [ I[/lr1 [I [I

8 3.0 21.0 12.0 14:oo 2:oo [ ][/I[1 [I [I
9 3.1 24.0 13.4 18:OO  2:00 [ I[/lr1 i1 [I
10 3.4 24.0 15.1 18:00 2:00 [ I[ ’ I [ 1 L 1
RECOVERY:
IMMEDIATE POST-EX 0:oo 1 II/l [I (1

1 1 :oo [ II/l iI II

2 2:oo 1 I[ 11 [I II
3 [ If/l [I [I

4 1 I[/1 [I [I

5 coo [ I[ 11 [I [I

PROLONGED RECOVERY TIME: _:_ [ I[ /I [I [I

Revised: August 16. 1991
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ASYMPTOMATIC CARDIAC ISCBEMIA PILOT

ACIP FORn 10

ANGINA QUESTIONNAIRE

GENERAL INSTRUCTIONS

The Angina Questionnaire should be completed at each of the scheduled visits and sent to
the Clinical Coordinating Center along with the Follow-up Contact Form. This form may also
be used as a worksheet during the first twelve weeks of medication adjustment when patients
are contacted to check on angina level.

ITEM INSTRUCTIONS: Items with instructions outlined below have the
symbol [*I preceding the item number on the form.

Refer to Item 5.

STABLE ANGINA: A pattern of angina that is predictably brought on by the activities
the patient engages in. It is promptly relieved by sublingual nitroglycerin or
prevented by nitroglycerin and other antianginal medication. The frequency and
severity of episodes are similar from day to day.

UNSTABLE ANGINA: A changing pattern of angina that has distinctly worsened in
severity and frequency in comparison to the patient's previous pattern. The chest
discomfort of unstable angina, while similar in quality to stable angina, may be more
intense and persist for longer periods of time, and may occur at rest.

Refer to Item 5B.

CANADIAN CARDIOVASCULAR SOCIETY CLASSIFICATION :

I - Ordinary physical activity, such as walking and climbing stairs, does not cause
angina. Angina with strenuous, rapid or prolonged exertion at work or
recreation.

II - Slight limitation of ordinary activity. Walking or climbing stairs rapidly,
walking up hill, walking or stair climbing after meals, in cold, in wind, or
when under emotional stress or during the first few hours after awakening may
cause pain. Walking more than two blocks on the level and climbing more than
one flight of ordinary stairs at a normal pace and in normal conditions.

III - Marked limitation of ordinary physical activity. Walking l-2 blocks on the
level or climbing one flight of stairs results in angina.

IV - Inability to carry on any physical activity without discomfort. Angina1 syn-
drome may be present at rest.



ASYMPTOMATIC CARDIAC ISCHMIA PILOT RLM ACIP Form 10

ANGINA QUESTIONNAIRE

VsXL7
PART I: IDENTIFICATION

~~~,

1. Patient’s  NAME  CODE:  ____________________________--_______________ E\i AIWEWD&
-P-P-

2. Contact date:
VI-55 0-r___~~~~~-__~~__~~__~~~~~~~~~~~~~~~~~~~~~ - -  ----_

PART II: ANGINA Day Month Year

3. Has the patient experienced angina within the past 4 weeks
(or since the ACIP revascularization procedure if procedure ANGDATL~

was performed in interval since the last scheduled visit)? -------- (1 ) (2 > (3 1

Yes No Unknown
4 &

S k i p  t o  P a r t  I I I .

4. -WA&EDoes angina interfere with usual daily activities? ----------------- (r )
Yes

[*I 5. Categorize angina: CA-TAN G____________________-~~-~------------------------  (1 )
Stable

1

A.

[*lB.

How often has the patient had angina (check ONE from each column):
1 2

Brought on by Unrelated to
Physical Activity Physical Activity

None at all _________________-_______  (r )
1 to 3 times a month --_-____----_-_- (2) ?H'iAcT ;: ; WfWAc'

1 to 2 times a week _________________ (a ) (3 )
1 3 times a week but < 1 time a day - (, )
1 to 3 times a day ___________-______ (5 ) I: ;
4 or more times a day --------------- (s ) (6 >

Current Canadian Cardiovascular Society Classification (choose one):
I ~__~~_-~~~_~~__~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~-~~~~~~~ (i )
II __~_____~~~~~_~~~~~_~~~~~~~~~~~~~~~~~~~~~~~~~-----~~~~~~~ (2 > Ah

III ~~~~~~~~~~~~~~~___~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
IV ~~___~~~~~~~_~~~~~_~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ I: ;

Skip to Part III.

C . Categorize unstable angina (answer each item): Yes No Unknown
1) accelerating angina despite stable

therapy
2) angina lasting > 20 minutes
3) angina at rest _________________-_
4) patient hospitalized for above symptoms

m III: ADMINISl'E&$IVE  MA-

6. Research Coordinator:

(2 1
N o

(2 )
Unstable

c

S k i p  t o  C .

Signature: ACIP Staff No.: _---e-



ASYMPTOMATIC  CARDIAC ISCEEHIA PILQT t'oCrM ACIP Form 11
REV Rev 0 O&/06/92

MEDICATION PRESCRIPTION AND ADJDSTHEHT  VISITS Page 1 of 5

1. Patient's NAME CODE: ~_~~~~_~~~~~_~__~~_~~~~~~~~~~~~ /VAlv\ECc,DE.
- - - - -

2. Contact date:
UXSD7

____________~_______~~~~~ - _- - - - - - -
Day Month

CoGxFr
3. Type of contact ~~~~~~~_~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

(1 1 (2 >
Visit Phone

4. Start or increase in open label medication for the control TN'LC?EN
of angina being prescribed at this contact: --------------- (1 ) (2 )

Yas No or
4 None taken

A. If YES, indicate reason: , GQENREA

13 episodes of angina in a week ----------------- (l )

< 3 episodes per week, but patient feels too
limited by angina and wlshes more medication ----- (2 >

Personal physician insists ~~~~~~~~~~~~~~~_~~~~~~~  (, )

[*I 5. Notification received to increase &NDNOTE-
the blinded medication? -----_-___.~_______~__________ (1 ) (2 1 (3 )

Yes No Not
4 Applicable
1

A. Was the new dose level prescribed? @JGeRE__~_---_~-_______----  (r ) (2 )
Yes No

&

B. why wasn’t new dose prescribed?

Treatment of angina with open label
&~tuMWfR

medication increase ~______~~_________________________ (1 )

Side effects ~~_~~__~_~_~~~~~~~~_~~~~~~~~~~~~~~~-~~~~~ (2 )

Other ___________________~.~~_~~~~__~~_~~~~_~~~~~~~_~~ (3 )

Specify:



I

6. Is a decrease in ACIP medication indicated

ACIP Form 11
Rev 0 O&/06/92
Page 2 of 5

because of possible side-effects? __________-----___-_______ (1) (2)
Yes No or
1 None taken

7.

[*IS.

Which medication: (Check ail that apply.)

A. Atenolol open label WU33O____________-__---__-------------~~~~__~_______
B. Nifedipine sr open label p=RNNCP________________-__------~~~~  ____ -______
C. Diltiazem sr open label DECRDICP-__-___-__----------------------~~~~~__-___
D. Isosorbide dinitrate open label _____--___----__-__-__ Qk,cR=ce-_-____

E. Atenolol blinded _________________--_----------------- p EtfLATOi

F. Nifedipine sr blinded
rjEEK.TXi'

~~~__~~_~~~~-~_---~-~~-~~~~~~~~~~~~~_~_______
G. Diltiaxem  sr blinded DsCRD3.  Bi~~~~~~~_~_~_~~~_~~~~~~~~~~~~~~~~~~~~~_~_______
H. Isosorbide dinitrate blinded ~EW?&3i=___~~~~~~~~~~~~~~~~~~~~~~~~~~~_

Check only those side effects that occur:

A.
B.
C.

D.
E.
F.

G.
H.
I.
J.
K.
L.

H.
N.
0.

;:
R.

S.

Bradycardfa __________________~_________________________ pRAO';Z

Hypotension ____________________________________________~-!~'ds-~---
P8lpitations 4p_lzz.$-..---________-____-______-----------------_--__-_ ___w-

Whoezfng WHEEZSE
_______________-_---_L______ --_--__--__-_________-______._

Dyspnea D’@‘NSE____________-_______------------------------------  ________
cough _____-_________________________ cow4 s E-~~~~~~~~~_~_~~~~~_~~_~__~____

DEPRSED.prasrion  __~~~~~~~~~~--~~---------------------------~-~__~____~__
Dizziness _______-____-___________ Q’l22-l SC______~_______________  __________
syncope &'NCo%__________-___--____----------------------------- _________
Fatigue _____--- l=A-rm$SE““““““““““““““““““““_~__  ____
Tremor __--__-______--_-__I------- \ REfiSE~~~~~~~~~~~~~__~~~_~~~~~~~
Headache #ADjE---____-___________________________________-------  _________

(1 )
(1 )
(1 )
(1 )

I: ;
I: ;

(1 1

I: ;
(1 )

I: ;
(1 )
(1 )
(1 1
(1 )
(1 )
(1 )

Diarrhea __________~___~_____-------------------------~-
Nausea ___________~____--_..-----------------------------~~-~~~~~~~
Anorexia &wcIRSE_-_________--_-___----------------------------  ___________

Other
SEO-il-4__________------- _~~~~___~_~~~~~-~~~_____I_______________~~~~

(1 )

Specify

ID No. I_
,

) Visit Type ( I I I 1



ACIP Form 11
Rev 0 04/06/92
Page 3 of 5

II: wePfCATfON PRESCRfBED AT THIS COplTbET

9. Background atenolol or diltiazem  medication: (3AC_r(/-b

1 0 . Was

None ____~~~~~~~~~~_~~-~~~~~~~~~~~~-------~-~~~~~~-~~~~~~~~~~~
Atenolol 50 mg qd

(1 )~~~~_~_~~~~~~~~~_---_______________I____~~_~  (2 )
Dfltiazem sr 60 mg bid _-___-_--__----_---_------~---~--~-~___  (1 )

N EW fLEG

the regimen switched at this contact? ------------------ (l ) (2 )
Yes No
L

A. WhY'l

-1

11. ACIP medication

A. Open label medication prescribed at this contact: oQEWU=

(3 )
None

ID No. _
. !

Visit Type

-



ACIP Form 11
Rev 0 04/06/92
Page 4 of 5

11. ACIP medication (Continued)

[*JB. Blinded medication prescribed at this contact:

Regimen D/I -_-__-_______- ’\, ) Regimen A/N ---_-____*_____  (z )
4 4

1. Diltiazem sr/Placebo  bid:

2. Isosorbide Dinitratc/Placebo bid:

A. Medication code number

y$SMED-sb_ _m------e

3. Atenolol/Placebo  qd:
BLATDO

Nona -----.-_*_--____  (1 )

50 mg ---__--_-__-__-  (z )

100 mg ----__*__L_.._ (3 )

Other I______________  (, )

A. Medication code number
/+7ivEDID

_----FL- -

A. Kedication code number
p/LMEDSD

_ _e - w - - - v -

(3 1
None or

Not
Applicable

12. Was there any unusual adjustment in prescription or
AD~~s-TPI=

a decrease for reasons other than side effects? ------------ (1 ) (z )
Yes No
&

A. Explain:

I ID No. I I I-I I I I I

) Visit Type l I I I I



I
ACIP Form 11
Rev 0 O&/06/92
Page S of S

13. Was other medication prescribed in place of ACIP medication QTHrnms

iur control of angina? -_------____--______---------_~-_____  (l ) (z )
Yes N O

1
1

A. Specify:

*

10. Research Coordinator:

CoMpSLG CGfYW=T
Signature  : ACIP Staff No.: -- ---

--

-

I Visit .Type I I I I I



Rev 2 04/06/92

ASYMPTOMATIC CARDIAC ISCHKHIA PILOT

ACIP FORM 13

FOLLOW-UP CONTACT FORM

GENERAL INSTRUCTIONS
I 1

This form should be completed at each scheduled follow-up contact to report
events, procedures, and medical status since the last scheduled follow-up
contact or since the ACIP revascularization procedure if procedure was
performed in interval since the last scheduled visit. At the four-week
contact report all events, procedures, and medical status since the
randomization visit. The scheduled follow-up contacts (displayed on the
patient appointment schedule) should be completed at 4 weeks, 8 weeks, 12
weeks, 6 months, 9 months, 1 year, 18 months and 2 years after
randomization. All medication adjustment contacts between scheduled follow-
up contacts are considered unscheduled contacts.

I I

ITEM INSTRUCTIONS: Items with instructions outlined below have the symbol
[*] preceding the item number on the form.

Refer to Item 9, Column 3.

Form 11 should be completed at each contact (scheduled or unscheduled) in
which: 1) ACIP open label or blinded medication was first prescribed or
chanced; or 2) notification to increase blinded medication was received: or
3) any medication for control of angina was prescribed.

Refer to Item 10B.

Answer yes if patient has been given open label medication or received a
prescription for open label medication at or since the last scheduled
contact. Answer yes if open label medication was started at or continued
since the last scheduled contact.

Refer to Item 14.

Answer yes if patient has been given blinded medication or received a
prescription for blinded medication at or since the last scheduled contact.
Answer yes if blinded medication was started at or continued since the last
scheduled contact.

c I



ASYMPTOMATIC  CARDIAC ISCXEXIA PILOT

FOI..X.OW-UP  CONTACT FORM

ACIP Form 13
Rev 2 04/06/92
Page 1 of 9

QUfULXN Clinic No. I I I-I I

‘\I -1 s 1-i I Visit Type1 ( ( 1 (

MT I: IDENT-

1. Patient's NAME CODE:
NAM&co=

____~___~__~__~____~~~~~~~~~-~~~---~~~--~~~-~~~ e----

yISDT
2. Date of contact: ~~~~~~__~~~~~~~_~~__~~~~~~~~~~~~~~~~~~~ _ _- -  - - - - -

Day Month Year

3. Type of Contact:
CoNTACT

In person visit ~_~~__~~~_~~~~_~~~~_~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ (1 1

Phone contact ___-_________.______~~~~~~-~~~-~----------------------~-~----~~~ (2 1

4. Did any of the following end points occur since the
last scheduled folloti-up contact (or since ACIP kNOf'@IN‘r

revascularizatlon procedure)? __________________-_____________________------- (1 1 (2 1
Yes N o
4

OF EVENT
I
I

A.

B.

C.

D.

E.

F.

Death -----_-_--OFATuEf----____-____-___ (1 >* (2 )

HI ~-~~~~~~-_~~~~~~ M%&!?_________ (1 >* (2 )

Rest Angina __. ______ AM&P,  ______ (1 > (? )

Angina requir!.ng
increase in medication __?!!G-!!G?~~(l  ) (2 )

Cardiac arrest _________m%?_E,P___  (1 ) (2 )

Stroke STRUEQ___--___-_____-_____________ (1) (2)

*Submit appropriate event forms.

ID No. _



I
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5. Is there evidence of new or worsening CHF since
the last scheduled follow-up contact (or since /b.WCi-\F

ACIP  revascularization procedure)? __________________--__________L (1 > (2 ) (3 )
Yes No Unknown

4

A. Current New York Heart Association Functional Classification:
CJp=ciAS

One ~~_~___~____~~~~~~~~~~~~~~~~~~~~~~~~~~~-~-~~~----~~
TWO ~__~~~____~_~~~~__~~__________________L_----------- :: ;

Three ~________~~_~~__~~~_~~~~~~~~~~~~~~~~~------------  (3 )

Four _____________--___-_____________________---------- (. )

6. Has patient been hospitalized since the last scheduled follow-up
contact for a cardiovascular condition or for any cardiovascular ttGS+CE

complication associated with a noncardiovascular admission7 ------ (1 ) (2 ) (3 >
(Do not include ACIP revascularization procedure.) Yes No Unknown

&

Submit Subsequent Hospitalization Form 14 for each admission.

7. Did patient undergo any of the following special procedures PRWcj
since the last scheduled follow-up contact? ______~__-_------------ (1 ) (2 ) (3 )
(Do not include ACIP revascularization procedure.) Yes No Unknown

1

A. Coronary angiography At\rGx~______-_____-_______~~~~~~~~~ (t >* (2 1

B.CABG c_.me_________-______________________________------ (1 >* (2 )

c. PTCA PrM_______  (__________.~____________________  _ 1
>* (

2
)

D. Other cardiac revascularization
interventional technique -WE!?___ ( )* ( )__--_-___--___

E. Heart surgery other than CABG SLlPG ’ 2_-_--_____-_________ (I ) (2 )

*Submit appropriate event forms.
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8. Has the patient experienced new onset of any of these
symptoms since the last scheduled follbw-up contact

/(/guLE

(or since ACIP revascularization procedure)? _____________------------- (1 1
Yes

(2 )
No

A. Bradycardia
8. Hypotension

___"__~7Y3"'  (1 ) (z )

C. Palpitations -:::::mz:::

D. Wheezing
E. Dyspnea """ (1 ) (2 >
F. Cough ,__,,,,,,___~~_L?csc\_~ (r ) (2 )

G. Depression
H. Dizziness
I. Syncope
J. Fat igue
K. Tremor
L. Headache --____---

M. Diarrhea P,I-sp,~__ (1 1 (2 )
N. Nauer ___________““““-iYA’-CL_  (, ) (2 >
0. Anorexia _________kW~_-__-_- ;r ) (2 1

ID No. m
I

Visit Typo
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PART III :

9. Was the patient contacted since the last scheduled follow-up
contact to discuss medication adjustment? (Include this visit

i\/COUCJ

if medication is adjusted.) _~~______~____~_~~~~~~~~~~~--~-------------  (1 ) (2 )
Yes No

&

Contact Log for Medication Adjustment

1) 3)*
Date AForm

Day Month Year Visit Phone
CON-TAO? CCNTWTA

A. _- -

B. -- -

C. - -

D. m-

E. _-7. -

CoNTGDI _

COEJTCD’I  _

@oNToor  _
-----

(1 > (2 >
0mc.m

(1 1 (2 >

ropA4 I if3

(1 1 (2 1

FORM II c

(1 1
jdi:i

(1 > (2 >

FOrnIIE
(1 > (2 1

LOA. Background atenolol or dfltiazen medication: ~$A&MED

None ---_________-____~__-~---.-----~-~-----~-~--
Atenolol 50 ng qd -____________-_--______________ !: i
Diltiazem  sr 60 mg bid _____________-__--__------ (3 1

*lOB. Is the patient taking ACIP open label medication? -- (1 ) (2 ) -
Yes No

ID No. _

t I I
1 visit Type1 I I I I



ACIP Form 13
Rev 2 04/06/92
Page 5 of 9

Il. ACIP open label medication prescription at the start of this contact: OfkNREG

Regimen D/I ----____-______ (1 )
4

Regimen A/N ________-____  (z )
$

. . . . .
C. Atenolol qd:

of%-_Qo>___None ---- (1 )

SO mg _____-__-______ (2 )

100 mg ______________ (3 )

150 mg ______________ (, )

200 mg _____-________ (5 )

Other _______________ (( )

Specify:

(3 )
None

A. Diltiazem  sr bid:

None ----aPE!w_ (1 )

60 mg _----__._______  (2 )

90 mg _-__-__________  (j )

120 mg -_____-_______  (‘ )

180 mg __-___________ (5 )

Other __--____--_____  (6 )

Specify:

B. Isosorbide Dinitrate bid:

None --- Qcz~~L!E___ (1 )

20 mg _-_____________  (t )

40 mg _---___________  (j )

60 mg _-_____________  (, )
80 mg -__________-___ (5 )

Other ------_--_____- (‘ )

Specify:

D. Nifedipine sr qd:

None ---QQK?~5___ (r )-
30 mg ______--_______  (z )

60 mg _______________ (j )

90 mg _______________ (, )
120 mg ______________ (, )

Other _____--________  (‘ )

Specify:

12. ACIP staff member's best estimate of rhe proportion of the open
label medication ingested since the last scheduled follow-up contact oPENADH
(use Patient Compliance Worksheet attached at the end of the form
to answer this item): ________________________________________ --ex (~)unknovn

OPEN  UN.tc

13. In the opinion of the ACIP staff, why was the proportion of
open label medfcrtion ingested < 90X? (Answer each ftem.)_

Yes No
A. Patfent forgetfulnes8 _W___"______________a?WF-___________ (1 ) (2 1

B. Side effects OfiEME----____________________________________----- (1 ) (2 1

C. Other oPmo7cr~-_~_~~~__~~~~~~~~~~~~~~~~~~~~~~~~~~~~~.~~~~~~~~~~~~ (1 > (2 1

If side effects or other, describe:

ID No. _
I1 I

1 Vi8it Type1 I I I I
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*14.

15.

16.

17.

Is the patient taking ACIP blinded medication? -------- (1 ) (2 ) +
Yes No

jskLp  to I&em 18.j

ACIP blinded medicatlon.prescription-at  the start of this contact: &JIPREG

A. Dilitiazem  sr/Placebo bid:

None _____@i,r>SO??_ ( )

60 mg ____-__-_--__-_  (f )

90 mg ________-_-__.- (J )

Other ____-___---__-- (, )

Specify:

5. Isosorbide Dinitrate/Placebo bid:

None --w-_0_G_??~.k_ (1 )

20 mg ______-____-__- (1 )

40 mg ____--__-------  (, )

Other _________---_-- (, )

Specify:

Regimen A/N ______-_-____  (* )
L

C. Atenolol/Placebo qd:

(3 )
None

ACIP staff me&et's host estimate of the proportion of th?
blinded medication ingested since the last scheduled follow-up
contact (use Patient Compliance Worksheet actached at the end BI_NDAO~~

of the form to answer thfr item): -____________--------------- x (l)U~~-vs

In the opinion of the ACIP staff, why was the proportion
blinded medication ingested < 9OZ? (&awer eaclr item.)

l3umPF Yes No
A. Patient forgatfulnea8 ____________________--------------.- (1 1 (2 1

B. Side effects
&L/4OSE~~~~_~~~__~~~~__~~~~~~~~~~~~~~~~~~~~~--~-~~~~ (1 > (2 1

C. Other @War---~--------~-~~~_~-~~~~~~~~~~~~~~~~~~~ _--___-..-_-- (1 ) (2 1

If side effects or other, describe:



I
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'18. Have there been any changes in non ACIP study medication at or OELiAMED
since the last scheduled follow-up contact? -------------------- (I > (2 >

Yes No

19. Has patient taken-any of the following since the last scheduled
follow-up contact? (Do not include ACIP study medication. Answer
each item.)

A.

B.

C.

D.

E.

F.

c.

H.

I.

J.

K.

L.

n.

N.

0.

Long acting nitrates LAN____________________--~-------------- (1 1
If Es, specify name and dose:

Short acting nitrates sArJ (1)__________________-_----------------
If m, specify name and dose:

Beta Blocker therapy f313 (1)___________________------------------
If m, specify name and dose:

Calcium channel blockers cc0 (1)___________________--------------
If X& specify name and dose:

Aspirin (ASA) Ash (1)_____________-______------------------------

Dipyridamole/sulfinpyrazone __-W___-M--m___----_mW?z (1 )

htiplatelet  agents other than ASA or dipyriclamole

H!2

(2 )

(2 )

(2 1

(2 )

(2 -I

(2 1

AMT.Qti-

Lipid lowering agent
AXED_______________---___________________

Diuretics DXw-2____________________----~~~-~~~~~---------------

ACE inhibitors or other hypertensives WE___________ _-------

Other vasodilators or antihypertensives
OTHR\AS__________e-------

IV Nitroglycerin
TVm.TR@____________________---------------------

If ml specify name and dose:

(2 1

(2 1

(2 )

(2 1

(2 1

(2 1

(2 1

(2 1

(2 1

(3 )

(3 1

(3 1

(3 1

(3 1

(3 i

(3 ;

(3 1

(3 1

(3 1

(3 1

(3 1

(3 1

(3 J

(3 1

ID No. _

1 Visit Type1 I I I I
I I I
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7ART IV: PHYSICAL u

I

22.

23.

24.

Blood pressure (sitting).

A. Systolic:
SW~_~~~~~~__~~~_______~~~~~~~~~~~~~~~~~~~~~~~~~~---~~~~~~~ me- mm Hg

B. Diastolic: _______________________________________________________ D@m-- mm Hg

Findings.

A. s3: s3 (1)---_-___________________________________~~~~~~~-~-~~----~~~---~~

B. PALESRales that do not clear with cou~:--~~~~~~~~~~--~~~~~~~--  -_------_- (1 )

C. JVP > 8 cm of water:
SUP____.______________----------------.------------- (1 1

D. Carotid bruit: #r2U-=__-___~_________~__-____________________-----  --------- ( )
1
c

&a

(2 1

(2 1

(2 1

(2 1

2s.

@.Ui-t-~ 1. Right ---- (, ) (2 )

@zu \+ L j 2. Left ----- (1 ) (2 ) j

E. Peripheral edema:
fEREDWA-~~~~~~~~~~~~.~~~~~_~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ (1 1 (2 1

F. Hepatomegaly:
Wf'ATmL-__~~~~~~~~~~~_~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ (1 1 (2 >

Are ECC findings available? ECGFX?___ (1 ) (2 )____________________-----------.-------
Yes No
c

B. Heart block -- first degree ------------- (1 >
second degree ____________ (? )
third degree _____________ (3 )
none _____________________ (4 )
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26. How was the information on
(Answer each item. )

this form obtained?
Y0S

A. From patient interview

B. From patient interview

at Clinical Unit
P-T\I-l~~~________________-_-_--------~--~~~ ( )

_ L

over telephone

C. From patient's personal physician

D. From patient's hospital medical record (patient still in hospital) __m--__

E. From a surrogate ______-_____________-~~~-~~~~~-------------- ~W~?~?L (1 )
c

No

(2 1

(2 1

(2 1

(2 1

(2 1

Specify surrogate:

27. Research Coordinator:

Signature: COIWS~G ACIP Staff No.: ---
mW_ca-r
-_ - - -

ID No. _



ESTIlfAT.ION OF PATIENT COMPLIANCE

AC;LP Form 13 Worksheet
Rev 2 04/06/92 I

Page 1 of 1

I Clinical Unit Use only - Do NOT Send to CCC.

Date of pill count: ____________________-~~~~--~ _ _- - - - - - -
Day Month Year

PART I : OPEN LABEL MEDICATION

1. Number dispensed at or since last Follow-up Visit: ______ - - - - (A)

2. Number pills returned + estimated lost: _____-______-____ - - - - (B)

3. Number of pills used (subtract A - B): __________________ m m - - (C)

4. Date pills dispensed: ____________________-~~----- _- - - - - - -
Day Month Year

5. Days since pills dispensed: _________________________________ - - - (D)

6. Number of pills per day: ____________________-~~~~~--~~~--~~-~~--~~~~~ _ (E)

7. Total number of pills expected to be used ((D) X (E) ): - - - - - (F)

8. Compliance: (C) divided by (F) times 100: ___--________---__ x- - -

?mT 11 : LINDED HEDICATIQPZ

1. Number dispensed at or since last Follow-up Visit: _____- - - - - (A)

2. Number pills returned + estimated lost: _____-_____--___- - - - - (B)

3. Number of pills used (subtract A - B): ____________--___- - - - - (C)

4. Date pills dispensed: _________________-----~----- _- - - - - - -
Day Month Year

5. Days since pills dispensed: _________________---________ -w--_ - - - (D)

6. Number of pills per day: _____~~_~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ _ (E)

7. Total number of pills expected to be used ((D) X (E) ): - (F)

8. Compliance: (C) divided by (F) times 100: __________________ x- - -

ID No.
I

1 Visit Type1 I I I I



ASYMPTOMATIC CARDIAC ISCHEHIA PILOT ACIP Form 14 r"N"
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1

SUBSEQUENT HOSPITALIZATION FORM Page 1 of 2

Complete this form only if hospitalization
-as for cardiovascular condition or any
cardiovascular complication associated with
a noncardiovascular admission. Information
should be obtained from hospital records
and/or patient, family or physician.

PART I: IDENTIFICATION

1. Patient's NAME CODE: _____________---------- _

Clinic No. [ CuuL~~

ID No. _ j dE’+U

Visit Type

2. Admission date: _~~_~__~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ - - - - - - -
Day Month Year

3. Discharge date:
DiZ;cAD~

~~___~___~~~~~__~~~~~~~~~~~~~~~~~~~~~~~~~ _m- --- --
Day Month Year

4. Name and address of hospital:

Hospital:

Address:

5. Diagnosis:

A. Admission

B. ICD9 Code
~WWxxz

---*--

C . Discharge
OZsCODfk

D. ICD9 Code ---*--

6. Is this form being submitted to report on a hospitalization
for a cardiac condition or cardiac complication occurring CAWN=p
as a result of an admission for a noncardiac cause? ________________-_  (i ) (STOP)

Yes No
PART II: MAJOR EVENTS

7. Events during this hospitalization (answer each item).
Definite No

A. MI ~~~~_~~~~~~~~~~~~~~_~~~~~~~~~~*~~~~~~~~~~
B. Angina ____~______~~~~~___~~~~~~~~~~~~~~~~~~
C. Congestive heart failure
D. Arrhythmia ___~_~~~~____~__~___~~~~~~~~~~~~~
E. Stroke
F. Cardiovascular procedure
G. Other ~_______~~~_~~____~~~~~~~~~~~~~~~~~~~~~ 0-Wtiq3_c____

+ &

Specify:

ID No. _



ACIP Form 14
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8. Did the patient undergo any of the following tests or cardiovascular procedures?

Submit appropriate forms for each procedure.

A. Coronary angiography AN&m___~~~___~~__~~_~~~~~~~~~~~~~~

B. PTCA f%.A~~__~~____~~~_~~_~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

C. CABG CAOG~~~~~~_~~____~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

D. Other cardiac revascularization 3i\(-TEt?.interventional  technique ______________--____--------

1)
Yes No

(1 > (2 >

(1) (2)

(1 > (2 >

(1 > (2 >

2)
# Performed

Specify:

SUi-LG S\)RGN~R
E. Heart surgery other than CABG ____________________---  (1 ) (z ) _ _

c

Specify:

PART III: ADMINISTRATIVE MATTERS

9. Research Coordinator:

Signature: ComQ=G ACIP Staff No.: cGtn@LT
e---e

1 ID No. I I I-I I I I I
Visit Type

1



..I a.*_  &.a....__- “.a.-_---  _I  -..-.-a * a- -

SUSPECT ISCHEMIC EVENT

Complete this form whenever patient has pain
of myocardial ischemia lasting longer than
20 minutes or ECC changes or enzyme
measurements are suggestive of acute
coronary insufficiency, unstable angina or
a myocardial infarction.

Clinic No. 'CW2Ci~N

ID No. _

Visit Type

PART I: IDENTIFICATION

1. Patient's NAME CODE: ____________________________________________ #flECOo&
m----

VI_=7
2. Date event occurred: ________________________________ _- - - - - - -

Day Month Year

3. ~SCt+Hf2 .XLMXti (5:“'"'
Onset of symptoms (military time): ---------------------- -*--

Hours Minutes R&own

PART II: EVIDENCE

4. Evidence of event: x!z% No

A. Pain of myocardial ischemia
ISCHW

~________~~~~~___~~_~~~~~~~~~~~~~~~~~~~~~~  (r ) (2 )

-I.SCH~UR
1. Duration of pain of myocardial ischemia:

o- 19 min ____________ (r )
20 min-1 hour _________ (z )
l-3 hours _____________ (3 )
4-6 hours _____________ (& )
1 6 hours _____________ (s )

B. ECG evidence: ECG E\/_~_~_~~_~~~___~__~~_~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~  (1 ) (2 )

C. Enzyme evidence: ___.__.__________________________________.N?~M~\!_  ( )1 (
2

)

D. Angiographic evidence of occlusion: ww~_y/__ (r ) (2 )_______________________

E. Other: _________._________________________________________~~~~~____  (1 ) (2 )
a

Specify:

ID No. _
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Page 2 of 3

PART III: ECG RESULTS

Were new Q-waves observed?

tdEWqYes __________________________________________-------_________ ----________
No _______________________________________________---_________-----________

Unknown ___________________________________-------------------------------_

6. Were new ST-T abnormalities observed?

N\IusT7Yes _________________________________------------------_---------------____

PART IV: ENZYME RESULTS
E_NZYM H4

7. Enzyme results not available (1 ) -+ Skip to Item 11.

i: ;
(3 )

(1 )

(2 1

(3 1

Yes No

8.
bklWXMWere CK and CK-MB normal? _~~~_~~~~~~~~~_~~~~~~~~~~~~~~~~------~----~~~~~~~ (1 ) (2 )

L.DH enzyme level:
(Record highest value associated with this suspected event.)

1) 2) 3)
UDDer Licaif

whest of Lab Normal Soecify

L_Dti DT
Value Ranee Units

A. LDH:
LDU M AK Lr>HUWR L0i-i UNLT------_ - -- -  - - -  - - - - - - - - -

Day Month Year

Skip to Item 11.

9. CK and CK-MB - Upper limit of laboratory normal range:

Total CK CK-MB

A)

IU/L

B)
X or

Relative
Index

Cl D)

or IU/L or ng/ml

T.,kkvPfE _rbJOW~ -rULWfvR r\lCMLWppR
---_- --*- - - - - - -

-



ACIP Form 23
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LO. Peak CK and CK-MB:

Total CK CK-MB

cr: D4)
C)

('.LDJ4  E,
P) G) H)

X or TuipEAk /&MlLtiI(CI(MBh’
Date Militarv Time e_kcPEAk Not Relative Not

Day Month Year Hours Minutes (IU/L) Done +IJ$~Ic~ or IU/L or ng/ml Done

---------.------- (1) --._ - - -  --_ (1)

11. Other objective evidence of ischemia severe enough for hospitalization? ---- (1 ) (a )
Yes No

Describe:

PART V: ADMINISTRATIVE MATTERS

Submit a narrative summary 5 1 double-spaced page' in length, which describes pertinent
clinical features. This narrative should be recorded in such a way as to maintain treatment
blinding and patient confidentiality.

_.
12. Are the following materials available and are they being submitted with this form?

(Answer each item)
1) 2)

/WRRAVA
Available Submitted
Yes ho NA RR-J ~‘8

A. Required Narrative Summary to CCC. ~~______~~~~____~__~~~~~~~~~~  (1 ) (z ) (1 )

B. Required ECG(s)  (Include ECG's immediately before event ECGSu6
and during convalescence, if available) _______________~_~~A_ (i ) (2 ) (1 )

13. Research Coordinator:

Signature: &frl f=G ACIP Staff No.: --- C00lp_CH
- -  - - -

FOR CLINICAL COORDINATING CENTER USE ONLY
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ASYMPTOMATIC CARDIAC ISCHMIA PILOT

ACIP FORM 25

CABG SURGERY FORX

GENERAL INSTRUCTIONS

Complete this form for each CABG surgery procedure performed.

ITRM INSTRUCTIONS: Items with instructions outlined below have the
symbol [*I preceding the item number on the form.

Refer to Item 8.

Indicate the total number of distal anastomosis sites made during this procedure.

Refer to Item 9.

Indicate the total number of conduits used to perform this procedure.

Refer to Item 15.

A good immediate CABG outcome is defined as discharged from hospital alive with an
uncomplicated post operative course (including no post operative myocardial
infarction and no cerebrovascular accident) and the complete relief or significant
improvement of angina.



-~nrI”M1*u \rAA&JIAc,  ADUnlLnAA CAM.1 ALlr Form 23 turrfr

Rev 0 06/21/91 REV
CABG SURGERY FORM Page 1 of 5

cuWL~fl Clinic No. -

N&W'SL ID No. _

iJ15J-7 Visit Type
I

PART I: IDENTIFICATION
NAMIZWOE-

1. Patient's NAME CODE: ________-__________________--___- - - - - -

2. Date of surgery: vr.5'37____________________--- -------_
Day Month Year

PART II: PROCEDURE NOTES

3. Why was this CABG performed?
&Zocf'E~F

Protocol Randomization (Revascularization Strategy) ----- (1 ) +
All others ~__~~______~_~~____~~~~~~~~~~~~~~~~~~~~~~~~~~~  (z )

4

4. Check all the reasons for revascularization which were fulfilled at the
time of performance of this surgery:

MXf’RocMI __~____~~~~_~_~~~~~~~~~~~~~~~~~~~~~~~~
Unstable angina ____________________-----
Canadian Cardiovascular Society Class III
Severe ischemic response on exercise ECG
Failed PTCA _~_~_________~~~~___~~~~~~~~~
Coronary anatomy ________________________
Decision of personal physician --___--__-
Clinical decision not specified by protoc
Other _____________~~~~~~_~~~~~~~~~~~~~~~

A.
B.
C.
D.
E.
F.
G.
H.
I.

(1 )*

I1 ;c: >*
I1 ;:*c: >**
(1 >**
(1 >**

4

____ ____ -em_ ____
____ ____ ____ ____

IV angino r .a --
--__
__--
---_

____
____
-__w

mm__

____

e___

____
a-__

____

____ ____ e-e_ ____
:ol - -__s em__ w-__

____ --w_ _s__

Specify:

*Submit appropriate event and procedure forms.

**PROTOCOJ, VIOLATION if surgery performed within twelve weeks of study
entry and none of Items A-E is checked.

Indicate surgical priority:5.

6. Patient's angina1 status at time of surgery:

-

ID No.



I Conduit codes for use in Question 7,
Column 2.

A. Saphenous vein(s).
B. Left internal mammary artery.
c. Right internal mammary artery.
D. Other.

Rev 0 06/21/91 I
Page 2 of 5

Distal Vessel Quality Codes for Question 7,
Column 3.

1. Normal.
2. Mild, diffuse, intimal thickening or

plaque formation.
3. Moderate, diffuse, intimal thickening or

plaque formation with some luminal
compromise.

4. Severe, diffuse, intimal thickening wi th
significant luminal compromise.

5. Endarterectomy.

7. Arteries grafted: Indicate coronary artery segment grafted from diagram after
instruction page.

(1) (2) (3) (4)
Confieuration

Conduit Seauential
Sement Code &!24 Side To Side End To Side Individual

(1 )

(1 )

(1 )

(1 )

(1 )

(1 )

(1 )

(1 )

(1 )

(1 )

(1 )

(3 )

(3 )

(3 )

(3 1

(3 1

(3 )

(3 )

(3 1

(3 1

(3 1

(3 1

[*I 8. Total number of bypass grafts:
e/Qn-~~7~__~~~___~_______~__~~~~~~~~~~~~~~~~~~~~~~~~~~~~~

[*I 9. Total number of conduits used: &pm-707~_~~~~~~~~~~______~~~~~~~~~ _____________________

ID No.

Visit Type



ACM Corm 25
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Page 3 '~A@TDI
10. Were other procedures done at time of CABG? _~~_____~__--~~~_~~_~~~~~~~~~~~~  (I ) (2 )

Yes No

Yes No

A. Left ventricular aneurysm dissection?
~,\/EPm~lE_____________ ____

B. Valve procedure Y AMXGC ;; ; i2 ;_--------___________---------__-_ __
2

4

Yes No

1. Repair ______&@rJz  ( ) ( )
2. Replacement ~~c>k!%_ (: ) (: )

11. Any intended vessels not grafted? ______________________~~~ I\(o&,RAFs________________ (r ) (2 )

Yes No
c

Refer to the diagram after instruction page.

A.

B.
C.
D.
E.
F.
G.
H.

1

Distal Site Code ________ ixci- -
(Check all that apply.)

Too small --- s&M&L__ ( )

Diseased ___D_~x%-sL_  (: )
Inaccessible -%NJ!aL---
Cannot find
Inadequate
Akinetic  segment AKX!&- (1 )
Other ___________Q??L_ (1 )

Specify:

Intended Vessel(s) Not Grafted

3

0x3--

ID No.

I Visit Type I I I I I
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PART III: !fAJOR EVENTS Page 4 of 5

12. Did patient experience any major events prior to discharge /\/1R3c,&zVT
after surgery? ~___~___~_~~~~~_~~~_~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~__~__ (1 ) (2 ) (3 )

Yes No Unknown
4

Answer each item:

Did Not
Occur

A. Death ____________________----- ~_l_yCA& (1 )
cARD10vAScUIAR EVENTS
B. Non-fatal cardiac arrest _______~&XB_G
C. Suspected non-fatal MI
D. Congestive heart

pulmonary edema (cardiac)
E. Cardiogenic shock
F. Cardiac tamponade
G. Arterial embolus of extremity QE

loss of pulse requiring treatment
H. Arterial dissection requiring repar
I. Arrhythmia requiring continued therapy
NEUROLOGIC EVENTS
J. TIA =ACA 66____________________________ ________
K. Stroke ~TI?KCA&______________________~~~~_  ___
L. Coma COMF\U06~~______~~__~_______~~~~~~~~~~~~~~~~
ALLERGIC EVEEY
M. Hypersensitivity reaction --- P,LLG(~ABG___________ ( )

1

PULMONARYEVENTS
N. Respiratory failure (include

non-cardiac edema)
0. Pulmonary embolus
RENALEVENT
P. Renal failure requiring dialysisfQ&c
PROCEDURAL EVENTS
Q. Re-operation for bleeding _@&?cp_B_G___
R. Wound dehiscence __________D&ti-LCAQL_____ ____
S. Mediastinitis or wound infectionsNEQ'-6G
HEMORRHAGE
T. Surgical hemorrhage UEMXM3G___________________-_
U. Gastrointestinal hemorrhage GX!Q?.&___-
OTHER EVENTS (Do not include study end point

or ischemic pain.)
V. Other events O-WABG____-_______________--------

(1 )

(1 )

Occurred Prior
to Discharve

Occurred More than ’
Occurred Within 24 Hours
O-R._in 24 Hours After SurFem

(2 1”

I: ;**

I: ;
(2 1

I: ;

(2 1

(2 1

I: ;

(2 )

:: ;

(2 1

(2 1

I: :

I: ;

(2 )

(3 >*

I: ;**

I: ,’
(3 )

I: ;
(3 1

i3 ;

c: >

(3 )

I: !

(3 1

i: ;

(3 )

(3 )

(3 1

(3 1

(0 1”

;: ;**

I: ;
(4 )

(, 1

I: ;
(4 )

I: ;
(4 )

I: ;
(4 )

(6 1

I: ‘,
I: ;
(‘ 1

Specify:

*Submit Death Notification Form 15 and Cause of Death Form 16.
**Submit Suspect Ischemic Event Form 23.



ACIP Form 25
Rev 0 06/21/91

I

Page 5 of 5

13. Condition of patient leaving O.R.: fTC0ND__________________________________ Stable (I )
Unstable (2 )
Deceased (J )

J

Submit Death Notification Form 15 to CCC within 72
hours and Cause of Death Form 16 within 14 days.

1 I

14. Post-bypass pharmacologic/mechanical support?
s WQQUt5__----___-____________-____  (1 ) (* )

Yes No
4

Inotropic agents > 48 hours ----- (1 > (* )
New permanent pacemaker --------- (1 ) (2 )
Left ventricular assist device -- (1 ) (2 >
Right ventricular assist device - (1 > (2 )
Intra-aortic balloon pump ------- (1 > (2 )

115. Good immediate outcome? _____________________________________OU_T_~~~_E_  (1 ) (2 )
Yes No

PART IV: ADMINISTRATIVE MATTERS

16. Surgeon:
SURGSLG 3i)cL$clr-l

Name: ACIP Staff No.: --- - - - - -

17. Research Coordinator:

COmpSS-&
C0l-JJpU.T

Signature: ACIP Staff No.: --- _- - - - -



ALLY Loronary  Artery ulagraa

Code

01
02
03
04
05
06
07
08
09
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29

Proximal right coronary artery (Prox RCA)
Mid-right coronary artery (Mid RCA)
Distal right coronary artery (Dist RCA)
Right posterior descending artery (RDPA)
Right posterior atrioventricular (RPLS)
First right posterolateral (1st RPL)
Second right posterolateral (2nd RPL)
Third right posterolateral (3rd RPL)
Posterior descending septal perforators (Inf
Acute marginal (AC marg)
Left main coronary artery (LMCA)
Proximal LAD artery (Prox IAD)
Mid LAD artery (Mid LAD)
Distal IAD artery (Dist LAD)
First diagonal branch (1st Diag)
Second diagonal branch (2nd Diag)
First septal perforator (1st Septal)
Proximal circumflex artery (Prox CX)
Mid circumflex artery (Mid, dist CX)
First obtuse marginal branch (1st Ob marg)
Second obtuse marginal branch (2nd Ob marg)
Third obtuse marginal branch (3rd Ob marg)
Circumflex artery AV groove continuation (LAV)
First left posterolateral branch (1st LPL)
Second left posterolateral branch (2nd LPL)
Third left posterolateral branch (3rd LPL)
Left posterior descending artery (LPDA)
Ramus intermedius (Ramus)
Third diagonal branch (3rd Diag)

septal)



ASYMPTOMATIC CARDIAC ISCHEMIA PILOT

SUSPECTED ISCHEMIC EVENT CLASSIFICATION FORM

ACIP Form 43 FORM
Rev 0 06/11/93 &?&.\c
Page 1 of 1

q-555-r Visit Type

PART I: IDENTIFICATION

1. Patient's NAME CODE: N\IRIY\EC~DE

-m---

2. Date of reported event:
\IlS’3T

--  -v- --

Day Month Year

VlsHR +S.MrN
Military time: _ _.

\I=‘JNk
- - (1 )

Hours Minutes Unknown

PART II: EVENT CLASSIFICATION

3. Classification decision (check one):

Final --_____ ______FXG\___  (r )

Pending &NDXNG---___-__________-___  (z )

If FINAL, continue with item 4.

- If PENDING, skip to item 6.

4. Classification for event: Yes No

A. Was the history compat-
ible with myocardial CLP,S~ M I
ischemia? - (1 ) (2 >

B. Did the event meet
enzyme criteria
for myocardial CCAS~EN
infarction? - (1 ) (2 )

C. Did the event meet ECG
criteria for myo- CLfiSs  ECG
cardial infarction? - (1) (2)

D. Classification of event: C! LASE\~T
Myocardial infarction --- (r )
Other ischemic event ---- (2 )
No ischemic event ------- (a )

5. Did narrative information reveal
assignment to (not performance of)
revascularization, angina-guided
therapy, or AECG plus angina-guided T~-rf-W-Q
therapy? __________--__--__  (1 ) (2 )

Yes No

Clinic No.

ID No.
II I

6. Specify information required for full
committee to complete classification:

A.
ENZjMEJ  Yes No

B.
C. Narrative --
D. Other _-__-~~~_?!??-__  (1 ) (2 )

State what additional
information is required,
e.g., ECG dates and times;
enzyme assay dates, times
and upper limits of
normal; etc.

PART III: ADMINISTRATIVE MATTERS

7. MMCC member's signature:

I\r\N\CC3I_G

8. Date form completed:

_ CornQDT
- m m - - - -

Day Month Year

CC USE ONLY

9. Basis for Form 43 Status:

Full MMCC _____________-- (L )
Two Reviewers Congruent - (2 )

I Skip to item 7. I



ASYMPTOMATIC CARDIAC ISCWEXIA PILOT

HOSPITALIZATION CLASSIFICATION FORM

ACIP Form 44 !=RM 1
Rev 0 4/23/93 REV
Page 1 of 1

Clinic No. _

PART I: IDENTIFICATION

1. Patient's NAME CODE:
~/J@UX.f=DE

-----

2. Date of reported event:

115DT
- - - - - - -

Day Month Year

PART II: EVENT CLASSIFICATION

3. Classification decision (check one):
jTN AL

Final --_-____________-------  (i )
Pending _________________-___  (z )

6. Specify information required for full
committee to complete classification:

Yes No

A. W'Z-l MC.,Enzymes -- ----li-.-----  (1 ) (Z )
B. ECG(s) -_--__E_%?_>
C. Narrative _r?_&g(fi'-:: I: i t: ',
D. oTHtiWOther _________________ (1 ) (2 )

State what additional
information is required,
e.g., ECG dates and times;
enzyme assay dates, times
and upper limits of
normal; etc.

IF FINAL, continue with item 4.

If PENDING, skip to item 6.
- PART III: ADMINISTRATIVE MATTERS

4. Classification for event:
Yes No

Is an ischemic event ~5CHW~
suspected? ________________ (r ) (z )

I

Primary reason for hospitalization:

5. Did narrative information
reveal assignment to (not
performance of) revascu-
larization, angina-guided
therapy, or AECG plus

_TRT tin

angina-guided therapy? ---- (i > (z )
Yes No

Skip to item 7.

7. MMCC member's signature:

8. Date form completed:

_ CoWW-
- - - - - - -

Day Month Year

CC USE ONLY

Yes N o
9. Form 43 _________-___ (1 ) (z )

10. Basis for Form 44 Status:

Full  mCC _______________  (1 )

Two Reviewers Congruent - (Z )
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ASYMPTOMATIC CARDIAC ISCHEMIA PILOT

ACIP FORM 66

BASELINE FORM FOR ANGIOGBAPHIC
ANCILLARY STUDIES

GENERAL INSTRUCTIONS

Complete this form for all patients entered into ACIP Angiographic Ancillary
Studies.

ITEM INSTRUCTIONS: Items with instructions outlined below have the
symbol [*I preceding the item number on the form.

Refer to Item 4.

FUNCTIONAL CLASSIFICATION: A method of assessing the patient's general
cardiovascular disability taking into consideration the symptoms of CHF. Record
the class that best characterize the patient's overall level of disability due
to congestive heart failure.

1. Patients with cardiac disease but without resulting limitations of
physical activity. Ordinary physical activity does not cause undue
fatigue, palpitations, or dyspnea.

2. Patients with cardiac disease resulting in slight limitation of
physical activity. They are comfortable at rest. Ordinary physical
activity results in fatigue, palpitations or dyspnea. Ordinary
physical activity includes walking more than 2 blocks on level ground,
climbing more than 1 flight of stairs at normal pace, walking uphill,
walking or climbing stairs rapidly, walking or stair climbing under
adverse conditions (cold, wind, emotional stress).

3. Patients with cardiac disease resulting in marked limitation of
physical activity. They are comfortable at rest. Less than ordinary
activity causes fatigue, palpitations or dyspnea. Less than normal
activity includes walking 1 to 2 blocks on level ground or climbing
1 flight of stairs at a normal pace.

4. Patients with cardiac disease resulting in inability to carry out any
physical activity without symptoms of fatigue, palpitations or
dyspnea. Symptoms may be present even at rest. If any physical
activity is undertaken, these symptoms are increased.



ASYMPTOMATIC CARDIAC ISCHEMIA PIMT

BASELINE FORM FOR ANGIOGRAPHIC
ANCILLARY STUDIES

ACIP Form 66
Rev 0 11/09/93
Page 1 of 3

kd@ur\l Clinic No. -

j/EWW ID No.

~XSZ~ Visit Type B L A S

PART I: IDENTIFICATION
NAivl&co~~

1. Patient's NAME CODE: _~_~_~__~~____~____~~~~~~~~~~~~~~~~~~~~~~~-
mm---

VTSDT
_____________

-m  --- --

Day Month Year
2. Randomization date: __________-____--- _

PART II: MEDICAL HISTORY

3. History of myocardial infarction (MI) _

/wwIS-T
_____________________~~____~~~  (1 ) (z ) (3 )

yY No Unknown

/vmMo~ Ml’)R MXiJNk
A. Date of most recent MI: _____________--__--- ---em (1 )

Month Year unknown

CHf
i*14. Does patient have a history of congestive heart

failure requiring treatment? ~_~__~____~~~______-~-~~~~--~~~~~~~~~~~~  (i ) (a ) (3 )
Yes No Unknown

4

--



ACIP Form 66
Rev 0 11/09/93
Page 2 of 3

5. History of cigarette smoking? ~__~_~~_~~~~~~-__~_~~~~~~~~~----~~~~~~~ (1 ) (2 )
Yes No

4

6.

7.

8.

9.

(y,RSrr\CkE
A. Current smoker (within 4 weeks)? ------------------------------ (1 ) (2 )

Yes No

Family history (parent, sibling, child) of coronary
artery disease before age 55?

CAD@T5~~~_~_~_~~~_~_~~____~~~~~~~~~~~~~~~~~~~  (1 )

W-rHistory of hypertension requiring medical treatment? ---------------- (r )

History of diabetes? _______________________.___._._._.___~_~p_B~_~~~(  )1
4

&unknown

(2 ) (3 >

(2 ) (3 >

(2 1 (3 >

A. Record current therapy:

No rmknawn
Does patient have a history of hypercholesterolemia (>240  mg/dl TrG+ol
or 6.0 mMol/L) ~~~~_~_____~___~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~  (r ) (2 ) (s )

4

A. Does patient know a recent cholesterol level?--------------- (1 ) (2 )
Hx(%Lvk yes No

I Cholesterol level: ______________________________l) 'cHMG mg/dl---
or 2~HCHMMOL

--*- mMol/L

ID No. _
I



ACIP Form 66
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10. History of other sienificant  illness:
Yes ~walown

A. Cerebrovascular accident, transient STROKEischemic attack or carotid surgery ------------------------------ (i ) (z ) (J )

B. Peripheral vascular disease (claudication, peripheral . .
vascular surgery, or abdominal aneurysm) e\rD__-________----_ -______ (1 > (2 > (3 >

C . Asi wujAsthma  ________~~~___~~~~~~~~~~~-~~~~~~~~~~~~~~~~~~~~~~ -------- (1 > (2 > (3 >

D. Chronic bronchitis ___________________________________ fxctict\__ ( )
1

( )
2

( )
3

11.
l+XWcC

Any prior cardiovascular procedures? -------------------------------- (I ) (2 )
Yes

4
No

Yes No Unknown

A. PTCA WA__~~~~__~~~~~~~_~~~_~~~~~  --___-- (1 1 (2 1 (3 1
4

mcLAPAoN  _fwwk T&whlJ<- - -
Month

B. Other cardiac revascularization
interventional technique ________-____ (i ) (2 ) (s )

4

Specify:

I I
~TSL'RG

C. Heart surgery other than CABG -------- (1 ) (2 ) (3 )
4

I Specify:

PART III: ADMINISTRATIVE MATTERS

12. Research Coordinator:

Signature: c0.m  (‘5 XG ACIP Staff No.: ---
COinfCRT

- - - - -

I IDNo. I I .1-l I I I I
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