<€5A/P1 Complications of Age-related Macular Degeneration Prevention Trial CAPT PT INFO (Ver1)

PATIENT INFORMATION 04/15/99, Page 1 of 4
(Keep in clinic files - do not send to Coordinating Center)

(Use this column for updating; date all entries)
1. Patient's Name:

Last First Middle

Maiden Name

Nickname (if any -1 word)

Previous Name

2. Address of primary residence:

Number and Street

Cit State or Province -
Y 3.A. Address of alternate residence:

Country Zip code
4 Number and Street

3. s there an alternate living address during 4

City State or Province
any part of the year?
( )1 ( )0 A
Yes No Country Zip code
* > > > >
3B. Telephone:
4. Social Security Number:
AreaCode ~ Number
3C. Usual dates at alternate residence:
5. Home telephone:
AreaCode ~ Number

6. Email Address:

ID. No.: - -C
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(Keep in clinic files - do not send to Coordinating Center)

7. Medical Record Number:

8. Birthdate: - -

9.

10.

11.

12.

Month _Day_ ~Year

Place of birth:

Spouse's Name:

Employer:

Employer's Name

Number and Street

City State or Country Zip code

Area Code Number

Primary or referring Ophthalmologist/ Optometrist:

Doctor's Name

Number and Street

Area Code Number

(Use this column for updating; date all entries)

ID. No.: - -C
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(Use this column for updating; date all entries)
13. Family or other physician caring for the patient:

Doctor's Name

Number and Street

City State or Country Zip code

Area Code Number

14. Patient's next of kin:

Name

Relationship

Area Code Number

Email Address

15. Two people likely to know the patient's whereabouts
at all times: (do not list other members of the
patient's household)

a.
Name

Relationship

Area Code Number

Best time to call:

Number and Street

ID. No.: - -C
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City State or Country Zip code

Email Address

Name

Relationship

Area Code Number

Best time to call:

Number and Street

City State or Country Zip code

Email Address

16. If the patient has a driver's license, specify the
state (and number if possible):

a. State:

b. Number:

17. Name of individual who completed this section:

Name Cert

18. Date this section initially completed:

Month Day  Year

ID. No.: - -C




