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\f\\LN\ | ' \D .
Name Code____@_ <

F U {él'ﬂ 1000 CIRCR. WISE P\ 1D
. T [ «
PATIENT FOLLOW-UP FORM | o -t |
W
Date patient contacted: / / CTDAT -
mm dd yy ’
Follow-up time: {\f 1() 6 weeks - 5() 4years 9 () 8 years
M}m& 2() 1lyear 6() 5 years 10 () 9 years
“@F 3()  2years 7() 6years

F(ﬂj\/\(:' : 4 () 3years 8() 7 years
Date of birth: / / BRDTs
5 BR

1. SINCE HER LAST FOLLOW-UP REPORT (or INITTAL TESTING IF-THIS IS 6 WEEK REPORT), -
was the patient hospitalized?

1() Yes  0() No HOSP

o
1.1 Number of hospitalizations_N UHSP | ’N'Ti- .
Please list date(s) and reason(s) for hospitalization. Length of stay for Hospitalization
_ "‘39"
Date Reason(s)-LSEE CODES B’{LO W (in days) 4/

Tﬂ—
1.2 PD - ‘R5IHL RsaHd RS3HA 121. LANH31

1.3 HQDTSL -‘\\RSI’,HQ RSaHR Rs3u2 ' o131 LNHSA l/ NT;
14 }’DTP [PRTE] \Rs1H3 Rsgus Rs3u3 / a1 LNVHS3

1.5 Describe vascular event/other/additional hospitalization:

Apwea
ADHP B’T@«ﬁ
AD 03 |

REASONS FOR HOSPITALIZATION CODES:

1 = Angina: 2= Myocardial Infarction 3=CHF
4= Stroke 5= Other major vascular event (describe)
6 = Admission for scheduled: Revascularization procedure:
7 = Other (describe above)

B )

EXThutin.wpd Page 1 of 12 1/14/2002.  vERsiON‘1




WISE ID:

2. PROCEDURES SINCE LAST FOLLOW-UP (or INITTAL TEST]NG IF THIS IS 6 week

report):
If yes,\# EA \;(/E
Yes No -of times Date(s) of Procedure
' 0 1 0 ’
CRANG NN (AT CRDTZ CRDTA
2.1 Coronary Angiogram = 0) O CR™ / /
P T AT HEID) DT
2.2 PTCA/Percutaneous /\7@ PTDTJ. DT~
Intervention O) @) PTT / 5 /
C. CBRD
23CABG (ARG \ESRY) () 0 ¢ eTMT Y, BDTj’ e

[&l& é SC:-D‘T?J- SEDTA
C@ 2.4 Other cardiac surgery 0 S ONTM / / / /.
2.5 Additional/Describe: Pr—h(-l- } leﬂ']

Outpatient Visits:
(In NOTES section, please provide clarifying comments is  to the type of procedure/tests.) ™
yes, #

"
\\QQNO Yes No of times Notes @ ‘
1 0 g |- -10

FUEdr 26ExercxseECG O) O FSCGT & CGNS
FuSPT 27speCT 0 0 FSPTT S PTNS
FUPLT 2.8 Cardiac PET 0 O FlerT PETNS
FUBD € 2.92-D Rest ECHO 0 O FAapeT D eNSA
\5 USTZ 2.10 Stress ECHO 0 O + ESTET STENS
FUMLT 2.1 Cardiac MRI 0O 0 FMEr Maans
PUCCT 2.12 Cardiac CT O 0 FeeTT CCTNS é
FUCEdL 2,13 Cardiac Other O 0 = a7 CDANS
FPUCD> 3 14 Cardiac Other O 0 FCpaT ~ C DaNS
FUCLY3 2.15 Cardiac Other O O FcdDT C D3NS

2.16 Comments: F u CMT TZ\_/\T
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3.

WISE ID:

In the last 6 weeks has the patient had pain or discomfort above the waist?

1() Yes 0() No

l

HION N esio]

3.1

3.2

33

134

3.5

Which of the following locations describe(s) most of the discomfort?
(Check all that apply):

3.1.1 () Center of the chest behind the breast bone CAOA
ngo 3.1.2

O Left side of chest L CHT
3.1.3 () Neck or jaw NECK
3.14 () Left arm | ARM

3.15 () Other
3.1.5.1 Specify: PNOT PNOTX  [TEXT

e

Does most of the pain or discomfort occur during physmal exertion and/or emotlonal

stress?

1() Yes 0()No PQ?N HESMM

Does the pain or discomfort most often go away with rest?

1() Yes 0()No GOQ,T(@
!

3.3.2 Minutes until completely gone away ALLGO

3.3.1 Minutes until starts going away MINEG { f }\V\T‘

Has the patient used nitroglycerine?-
1() Yes 0() No

l USNTE

3.4.1 Does the pain or discomfort most often go away with
nitroglycerine?

1() Yes MEQ (yNo
!

3.4.1.1 Minutes until starts going away__ MIAN ] / IN ] ;

3.4.1.2 Minutes until completely gone away___A LLN|

Does the patient have angina that wakes her,at.qj
1O0Yes  00No  ApNA  Neo NBFI

EXTfufin.wpd
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In the past 6 weeks, how often has the patient had chest discomfort?
() Never
2() 1to3times - '
3() 1to3times aweek QHTW\J
4 () Almost every day A
5() 1to3 times aday L/HTQ
6() 4 ormore times a day
5. Record all treatment within the last six weeks :
' Yes
1
ARH \/ 5.1  Antiarrhythmic agents O
ACORG- 52  Anticoagulants 0
D 6*(’ 53  Antidepressants v O
Ace 5.4  Antihypertensive: ACE inhibitors O
Aed ~ 3.5 Antihypertensive:angiotensin receptor blocker Oy
 D{UR————5.6  Antihypertensive: diuretics ®)
VASO 57  Antihypertensive: vasodilators or others O
APLAT 5.8  Antiplatelet agents other than aspirin O
AXIOL 5.9 Anxiolytics, sedatives or hypnotics O
MPRV 510 Aspirin ) 0
‘ geThRe 5.11 Beta Blockers O
. CALCL 5.12  Calcium supplements (fosamax) - ()
CALAN 513 Calcium antagonists ®)
COT 514  Corticosteroids 0
» DIRBM 5.15 Diabetic medications O
DAHT 5.16 Digitalis O
FOLAT 5.17 Folate or B vitamins O
GIMED 5.18 GI medications @)
o HéRES  5.19  Herbal supplements O
LLSTT—>5.20 Lipid lowering - statins O)
LLGTH 521 Lipid lowering agents. - others 0O
NITR 5.22  Nitrates )
N ONAA 523 Nonsteroidal anti-inflammatory agents O
TAMAK 524 Tamoxifen or derivatives O
THAMD 525 Thyroid medications O
\/IC 2n 5.26  Vitamin C, E or A(betacarotene) O
OQLALL 527 Oral contraceptives O
% NEW
‘P,
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[

No
0

0
0
O
0

()

O
0
O
0
O
0
0
0
0

()

0
0
0
0)
0
()
O
Q)
0
0
0)
0

Unknown
2

0)
0
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ﬁ;
. WISE ID:
Since the last follow-up, has she taken any type of ho;'xnonal replacement therapy, such as
estrogen (Premarin, etc), progesterone (Provera, etc), estrogen/progesterone combination
(Prempro,etc) testosterone or any other hormone medications?
‘\&\)\ 1()Yes 0 ( )No ' -2 ( ) Unknown
\\ l | P l
l \/\ KT\‘ - 6.1 Reason(s) unknown: UN KR ¢ @
| — |
! INT | !
IF ANSWERED “YES” OR “UNKNOWN”
6.2.1. Date Started 6.2.2. Date Stopped 6.2.3. Type of Hormone lT}’I |§il
> /__/ . 0-12 j0-3i] 0-dco7 1()Estrogen 2() Estrogen & Progesterone |
mm dd yy . . mm'dd vy 3() Other - - - 1
Ny WO #Fée= uiififo7 | 6.2.3.1. Specify_ FHOT4 | iéxrz

HDRZ . EHDOR/mibY /FHDRA,

6.3.1.Date Started 6.3.2. Date Stopped - 6.3.3. Type of Hormone @g FHTYR
N/ / /___ /. [@ 1()Estrogen 2( ) Estrdren rogesterone
\\Q{n dd yy . mm dd 4 _ 3( ) Other .

See alive) St ABOVE) 6.33.1. Specify_ PHOT 3 [Téx]]

~

Has she ever had menopausal symptoms, such as hot flashes or night sweats? (Her best guess) t
1()Yes ' |

1 MeENPs O

7.1 How old was she when she first had symptoms such as hot flashes or night sweats? (Her best
guess.) '

Years old Pf GFST m ‘

7.2 How old was she when she last had symptoms such as hot flashes or night sweats? (If she is still
having symptoms such as hot flashes or night sweats, enter current age.)

Years old Y 6LST M '

O
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WISE ID;

8. Has she had a natural menstrual period in the past 12, moriths?
1()Yes Dy  00)No
| 2NV s
8.1  Date of the beginning of her last period /] PeROT
mm dd__yy @
8.2 Today’s date / / TOAY 3 {DﬁTZ (
mm dd yy
8.3  Currently, the pattern that best describes her periods is:
0() No menstrual periods ?%Q P(T
1() Regular menstrual periods QK‘
2() Trregular menstrual periods ) ’\7?\
3() Sometimes regular, sometimes irregular
9. Has she had a hysterectomy (uterus re 2
1() Yes H\‘ ST N iSM 0O()No 7
l : | {@ RANGES
9.1 Deate of hysterectomy: / / HNDT= ;73 SI' 9 % 2307
mm dd yy. -
10. Has she had any ovaries removed? O\I kQ\l |
0 ()No 1 ()Yes, one ' 2 ()Yes, both
l !
Date(s) of Ovary Surgery: 10.1 /I O\ o Yo
mm dd yy ATT WY g
, ey
10.2 A NI 5 (2 q.\
mm_ 4y oKE) | opf
1. How old was the patient when she last had natural menstrual bleeding (a period?)
(Her best guess.) Years old
39 PRLST (IND
N

&

EXTfufin.wpd Page 6 of 12. 1/14/2002°  VERSION-1




WISEID: ___ —_—
12. DUKE ACTIVITY STATUS INVENTORY
Yes, with  Yes, but Don’t do this
' no with some  No, I can’t for
difficulty  difficulty do this other reasons
| 2 3 4

Within the last six weeks could you:

12.1 Take care of yourself, that is, eating, C /,\ 74 e

dressing, bathing, and using the toilet? | O O ) O
12.2 Walk indoors, such as around your house? W \GN O O O O
12.3 Walk a block or two on level ground? WKBL K O 0 @) O
12.4 Climb a flight of stairs or walk up a hill? 00 e
SThiR
12.5 Run a short distance? uN O 0) O 0
12.6 Do light work around the house such as LTW‘Z‘K
ting or washing dishes? O 0 O 0

12.7 Do moderate work around the house such as M DV\I LK
Vacuuming, sweeping floors, carrying - ‘
in groceries? , QO Q) Q) @)

12.8 Do heavy work around the house such as
scrubbing floors, or lifting or moving V \Y RK
heavy furniture? @ 0 Q0 O

2.9 Do yardwork such as raking leaves, DW K
weeding, or pushing a power mower? \\

12.10 Have sexual relations? 62* O O O 0

12.11 Participate in moderate recreational

activities, such as golf, bowling, dancing, MDS? . _
doubles tennis, or throwing basebalil ~

or football? 0 0O ) O

™ 12.12 Participate in strenuous sports a1 @59
N _ such as swimming, singles tennis, football,
- basketball or skiing? - O O O O
¥ .

. {aQ o
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13.

15.

16.

WISE ID:

Is the patient currently employéd, either full or part-time?

es o sorene T } (6]
0% 00N greme %EEE;]

13.1 Does the patient’s current health status impair her ability to work?

- ECPHS
I()Yes  OONo  2()Unknown (\] NU

13.2° Does the patient have to spend time at work performing tasks assigned by a
health care practitioner, like taking pills? Measuring blood pressure? Measuring

blood sugar? ¢ C.? H W

1() Yes 0()No 2( ) Unknown m

13.3 Has the patient had to lose any days of work due to heart related symptoms in the | ———
last 6 months?

¢ LW
1() Yes 0( )No 2( ) Unknown (YNM l

Does the patient have dual residences?

'DuALK

1()Yes  0()No

Approximately how many miles does the patient live (primary residence) from the hoSpital where she
routinely receives her medical care?

@ CC(‘,‘m\L [— C/‘C/C/ q

Does the patient require a family member or a friend to accompany her to doctor’s appointments?

1() Yes 0()No 2( ) Unknown QCFD@

(]
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/ﬁ@%\b WISE ID:
7. Where does the patient currently reside?

0 () At home alone ‘
1 () At home with spouse or companion
2 () At home with adult child or other non-related adult

3 () At an assisted living facility

4()Ata rehabilitation facility

5 () At a nursing home

6 () Other _ _ —
17.1. Specify: Q%-C" | X [ 2KT]

A

18. Does the patient receive any of the following health services? (Check all that apply)

0()None HSNON
1O\ | ) Home health care HSHOM D
W 2 () Assistance with food preparation/purchasing H S,QSS
3 () Transportation support HSTRN :
4 () Cardiac support group - HSCRD
5 () Church sponsored health service HSCHR
6 () Housekeeping assistance HSHK&
7 () Other ECHSE

18.1. Specify: E‘CH [} Eﬁ
8 () Unknown HSON K

19.  What is the patient’s primary source of insurance? QC:I/US

0 () None 1() Own Employer  2() Spouse’s employerr 3 () Self- Purchased
4 () Medicaid 5 () Other
19.1. Specify: _ 2ITNT @
6 () Medicare 7 () Unknown
L ¢imep

19.2 If she has Medicare, does the patient have supplemental health insurance?

f\.) I() Yes | £)( )No 2() Unknow;l' W
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20.

21

22.

f‘,./' P WA P CUNK

24.

25.

- Is the patient enrolled in an HMO? g CHMO

2 () Gynecologist croy-

WISE ID:

1() Yes O()No - 2() Unknown ﬁ\!/\/qg

Does the patient receive any insurance coverage for prescription drugs?

1() Yes 0()No 2( ) Unknown %C DRU

(U]

What type of provider does the patient consider to be her primary care provider (choose 1)?

0 () General Internist or Family Practitioner C p cP
1 () Cardiologist : E

3 () Cardiovascular Surgeon
4 () Nurse Practitioner/Physician’s Assistant
5 () Community Clinic/Walk-in Clinic
6 () None/Does not have
7 () Other
22.1 Specify: cP

XT

What is the approximate age of her primary care provider?

— IF UNKNOWN, Check here: 23.1 2( ) Unknown

Is the primary care provider a man or a woman?
ECSEL
[écSS b ]

Approxxmately how many times in the last 6 months has she seen the following health care provider?

Number of Times
25.1  General Internist or Family Practitioner ECTGI
25.2  Cardiologist

ECTCA
253  Gynecologist ECTG Y ’ I N T ‘
254  Cardiovascular Surgeon ECTSU
25.5  Nurse Practitioner/Physician’s Assistant €cTNU
25.6  Community Clinic/Walk-in Clinic ECTCL.

257  Other PR €OTHE
25.7.1. Specify:_EOTXT {i;»f‘r\ 3%5/30

"}
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WISE ID:

26.  Has she purchased medical equipment for home use? , %2 AU

1() Yes 0( )No 2( ) Unknown
l

26.1 If yes, what? .
0 () blocd pressure monitoring BPTION £ :’ESA;ZO
1 () glucose measurement device (LM \YE \
| 2() Other EQUYE |
[TEXTY

~ 26.2 Specify:_ SA T

27.  In general, would she séy her health is (mark one) H % A LT

Excellent Verygood ~ Good 77 Far U “Poor™
L() 20) 30 40) 50

Overall, how would the patient rate her quality of life? (mark one of the boxes below) G\ oL :

0o 1 2 3 4 5 6. 7 8 9 10

() () 9 0) 9) 0 Q) Q) O Q) O
Worst. Halfway . " Best
As bad or worse s - Best quality
than being dead of life

29.  How satisfied is the patient with her current quality of life? (Mark one of the boxes below)

STROL
0 1 2 3 4 5 6 7 8 9 - 10
O 0O O 0 0 O 0 0) O 0 O M
Worst Halfway _ Best
Not at all happy with Very happy with
* quality of life now quality of life now

(=)

EXTfufin.wpd Page: 11 of 12 1/14/2002  veRrsion1




WISE ID:

30.  Please comment below to clarify current health and activity status:

CMTA

CUT \

(MTD -—~J

CMTY

PUDTE

Date: / /
mm dd yy

Person completing form: /\/ AM%, \r (

£
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