VISIT DATE: ___ ___/___ ___/___ ___ ___ ___

SUBJECT/SCREENING ID#: ___ ___ ___-___ ___ ___            
SUBJECT INITIALS: ____ ____ ____

CONCOMITANT MEDICATIONS 
	Units:     1 = micrograms (ucg)     2 = milligrams (mg)     3 = grams (g)                            4 = tablet (s)                                  5 = capsule (s)

               6 = gtt                              7 = meq                        8 = international units (IU)       9 = units (U) Other (specify);

	Route:   1 = oral          2 = intravenous          3 = subcutaneous          4 = topical          5 = inhalation          6 = transdermal   

               7 = rectal       8 = intramuscular       9 = sublingual               10 = PEG           Other (specify)

	Frequency:   1 = QD          2 = BID          3 = TID          4 = QID          5 = QHS          6 = CONT IV          7 = PRN          Other (specify)



	Medication
	Dose 
	Unit
	Route  
	Frequency  
	Indication
	Start Date

(MM/DD/YY)
	Stop Date

(MM/DD/YY)
	Was this for treatment of an adverse event? 

1 = No

2 = Yes
	If Yes, Specify Adverse Event
	Continuing    at end

    of study?

1 = No

2 = Yes
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Record the start and stop dates.  If continuing check the appropriate box.  If the exact date is not known, enter the year if available. 





Otherwise, record ‘UNK’ for portions of a date that are not available (e.g. 08/UNK/2008)








