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DEATH 

Clinfcal Study of IP~B 

!'his tom ..nll be completed fol' each patient whe dies priol' to three lIeartJ of folZoLlup even though the 
patient ftl!J have had matmsnt terminated 01' have been ..nthdrt:zl.M fT'Ofll the study. If t!ze patient ws hospitalized 
tzt 01' priol' to tkatn# Form 120 will abo Ix! compLeted • 

NO YES 
Form 171213101 I·' 3. If VES, has Form 720 

been prepared and [] Du 
1-10 	 forr/arded?Date of death I • Ilib Day 

4. 	Was autopsy performed? 
y~ 	

Q D ... 
A. PATIENT IDENTIFIC~TI0N . If 	YES. name and address 

1. 	Treatment center of pathologist and 
IInumber O. 	 institution 

12-112. Patfent number I I 
3. 	Date of birth IPO I J 1.,-21 

bay 	 fr 5. If VES. were the following 
sent to the Central Pathology 

8. 	 VISIT INFORMATION Center? 

NO VES
1. 	Month of death 


(0-36) COt! a2-2. 


Heart D 0 ....2. 	Date of last 
",,-- visit 	 I IU-'5

IHCi Day 1r 	 left lung complete D Qu 
3. 	Month number of 

last visit (0-36) It! .5-.' 	 Right lung complete D Q .. , 
4. 	Type of visit lung tissue D [;] .. 7 

Monthly home [!J •• 
D. CAUSE OF DEATH 

Quarterly clinic G 1. Immediate cause of death 
{cMck only one} . 

Semiannual 0 Chronic obstructive 
pulmonary disease 0 10 

Annual Q 
Pneumonia []

C. INFORMATION ABOUT THE DEATH 
1. 	Place of death Other respiratory disease [] 

{CMC'Ic only one} 

Hospital Q -.. 	 Acut~ myocardial infarction Q 
Home [!] 	 Other cardiovascular disease Q 

long-term care inst. [] 	 lung cancer Q 
Other (specify) Q 	 Other neoplasm 0 

NO YES 	 Other disease GJ 
2. 	Has the patient been hos-

Specify:pftalized since the last GJ I2J ...quarterly visit? 

..... - .. _--- ... -:.. _.- ---._-. ­



_____ _ 
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.....-- 2. 	Underlying cause of death 
(chsck onZy one; may be 
the same as ths imnediate 
cause of death) 

Chronic obstructive r--l 
pulmonary disease ~ 51 

Myocardial 	 infarction D 
Other cardiovascular disease Q 

Lung cancer Q 
Other neoplasm 0 

i. 
Other disease Q 

Specify: __________ 

E. 	 Person responsible for the information 

recorded on this form: 


Date ____ 

\ 
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