
'SOLVD
HOSPITALIZATION FORM

L -i

FORM: sL]_L| VERSION: [] VISIT: 

SEQUENCE nUMBR: ]
This form is to be used each time a randomized participant has been hospitalized.

If the form is used between SOLYD visits, the visit number entered should be the last
SOLVD visit attended by the participant. The sequence number is needed to indicate the
number of times this form has been used between any two visits. Sequence number
should start ith 01 the first tine the form is used for the participant for a specific
visit number. Print clearly hen entering a response in the appropriate boxes.
For ultiple choice questions, circle the one appropriate letter corresponding to
the response chosen. Specific instructions for various questions are enclosed in
boxes directly below the question. See the SOLYD General Instructions for Completing
Forms for details.
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A. IDENTIFYIN6 INFORI

1. Today's Date:

2.1. Last Name:

2.2. First ate:

2.3. iddle Name:

IATION

month Day Year

I 1 1 I :1.1 1

I I I I I 1 '1 1

1 I1 1 l 1
I I I I 1 I 1

I II 1 1 1 17
3. Hospital Name:

111111I I I I

4.1. Date of Admission:
/ /

month 'm,ay Year
Honth Day Year

4.2. Date of Discharge:

onth Day Year

B. PRIMARY REASON FOR
HOSPITALIZATION

5. Hospitalization ...........

Cardiovascular

Noncardiovascular
C

N

If Cardiovascular C),
go to uestion 7. on page 2.

If oncardiovascular (N), specify:

I III-IEIIII

6o to section C SECONDARY REASONS FOR
HOSPITALIZATION, uestion 11. on page 3.

INSTRUCTIONS:

--

%. R* I MM! XM B Z c - -- L ? E &

.
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'. If Cardiovascular, enter the code fr PRIIMARYP REASON .............................. ]

CODE REASOI

A - Worsening CHF

B - New CHF

C - Worsening or new angina

D - Myocardial Infarction

E - Nonfatal cardiac arrest or
ventricular tachycardia
that required defibrillation

F - Supraventricular tachycardia
or fibrillation that required
DC conversion or pacing

6 - Uncertain tachycardia that required
DC conversion or pacing

CODE

H

I

I

L

N

0

SOLYD HOSPITALIZATION FORM (screen 3 of

REASOI:

- Other arrhythaias

- Stroke

- Cardiac surgery

- Pulmonary embolism

- Peripheral embolism

- Hypotension

- Azotemia

- Any other major event

6 ) (SHF page 2 of 4 )

Myocardial Infarction (1I)

If Yes, indicate the following:

73. Date of Ml: i I,"F
Month Day Year

7b. Time of MI: [ [ n
Hours Minutes

7c. (Circle one) a...... A

p.m. ......

Indicate the presence of the

B.I. Pain.........................

8.2. Elevated enzyes............

8.3. Changes in EC6 ...............

Go to section C. SECOIIDARY
HOSPITALIZATIOI, Ouestin I

P

following:

Yes no

Y t1

Y t!

Y t

REASONS FOP 
11. on page 3.

Cardiac Surgery

9.1. If Ye;,
indicate surgery ......... Gaft

Valve

Transplantation

Graft Valve

Other

B

I
T

B

0

If Graft (G), Valve (V), Transplantation (T) or 
Graft L Transplant (B), go to Question 11., page 3P ~_ _ _ ______

9.2. If Other (0), specify:

III-__TIIILLI
6o to Question 11. on page 3.

Any Other Maicr Event

10. If Yes, specific other major event:

LL . .I [ _l __[_._ §FJ ._. __ .__ ._ __ _

INote: If PRIMARY REASON = Myocardial infarction (D) go to Question a.

If PRIMARY REASON = Cardiac surgery (J) go to Duestion .1.

If PRIMARY REASOI! - Any other major event (IO go to Question 10.

Otherwise, go to section C. SECONDARY REASO!S FOR HOSPITALIZATION, uestian 11. on page 3.

- - - -- - - -- -- -- - - '-'-'-"-----'-'------'-----"-'-I'- --- ----
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C. SECONDARY REASONS
FCR HOSPITALIZATION

11. Hospitalization.........

Cardiovascular

Noncardiovascular

None

C

N

a

If Cardiovascular (C), go to Duestion 13.

If None (0), o to section D. INITIALS OF
PERSONI CONPLETIt!G THIS FORM, uestion 28.
on page 4.

12. If Noncardiovascular (N), specify:

[_ I--I-I L[Ii
. __~ L __ .Z-___.__._.-_ __{ 

Go60 to section D. INITIALS OF PERSON COMPLETING
THIS FORHM, Question 28. on page 4.

Indicate SECODARY REASONS:

13. Norsening CHF.............

Yes Nc

Y N

14.

15.

16.1.

New CHF.........................

U!orsening or new angina.........

Hyocardial Infarction (I)......

Yes No

Y \N

Y N

Y 1N

If No Ihyocardial Infarction), go to Question 17.

16.1a. Date of hI:

16.b. Time of I:

16.1c. (Circle one)

LEII II,/ 1 -
Month Day Year

Hours Minutes

a.c. ..... A

p.c ...... P

16.2. Pain............................

16.3. Elevated enzymes................

Yes No

Y IN

Y N

SOLVD HOSPITALIZATION FORM (screen 5 of 6 ) (SHF page 3 of 4 )

16.4. Changes in ECG .................

17. Nonfatal cardiac arrest or
ventricular tachycardia
that required defibrillation...

iB. Supraventricular tachycardia
or fibrillation that required
DC conversion or pacing........

19. Uncertain tachycardia
that required
DC conversion or pacing........

20. Other arrhythmias..............

21. StroDke.........................

22.1. Cardiac surgery................

Yes No

Y N

Y N

Y N

Y N

Y N

Y N

Y N

22.2. If Yes (cardiac surgery),
indicate the type ......... Graft

Valve

Transplantation

Graft Valve

Other

S

I
T

B

0

If Graft (G), Valve (V), Transplantation (T) or
Graft & Transplant, go to uestion 23.

22.3. If Other (0), specify:

F-F-F -
_I LL ,I T--]

23. Pulmonary embolism..................

24. Peripheral embolism................

25. Hypotension .......................

Yes )No

Y N

Y N

Y N
If No (Cardiac surgery), go to uestion 23.]

----- --- -I '---1-11-------- ----- '-------

_ _ _ -- _ _ _ _ _ _ _ __ __ __ _ _ _ ---- I- --- ----------- - ------------- - ---- ------ _ _ _ - _ _ _ _

--- I--------- ,,,, --- ----------- - I --- -- -

_ _ _ __ _ _ 
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Yes No

26. Az:teaia....................... Y N

27.1. Any other major event .......... Y N

If No (major event), go to Question 28.1

27.2. If Yes, specify other major event:

[[.---- I . . _ _ _ __ .__
, Z.. -_---- - ._

D. INITIALS OF PERSON
COMPLETING THIS FORM

28. Initials ....................... ii ]

""------------- --------- - - '-------------------


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


