BRASS PATIENT |
ONE YEAR FOLLOW UP QUESTIONNAIRE | |

MARKING INSTRUCTIONS

¢ Use a No. 2 pencil or blue or black ink pen only.
* Do not use pens with ink that soaks through the paper.
* Make solid marks that fill the circle completely.

| = Make no stray marks on this form.

* Do not fold, tear, or mutilate this form.

A. GENERAL INFORMATION

A1. Current Phone Number: A2, Welght A3. Height A4. Blood Pressure

Lbs. Ft. Inch

Systolic |Diastolic
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A5. Age: A6. What was your A7. What was your birth weight?

A8. Have you had

birth order? (O 1 do not know my birth weight (O 7.1 to 8.5 pounds any children in
; ; O Less than 5 pounds (O 8.6 to 10 pounds the past year?
L e (O 5t0 5.5 pounds (O More than 10 pounds O Yes
I © G () 5.6 to 7 pounds O No
(W 92 e A9. Did you have any of the following vaccinations BEFORE your symptoms of
rheumatoid arthritis began?
A9-1. Hepatitis A e )
A9-2. Hepatitis B O -
©E A9-3. Infiuenza O )
@@ A9-4. Pneumonia O- ()
® A9-5. Chickenpox 0 )
® A9-6. Tetanus O )
O At

A9-7. Rubelia/MMR

I

B. WHAT ARTHRITIS MEDICATIONS ARE YOU CURRENTLY TAKING?
Please tell us what medications for arthritis you were taking when you arrived for your appointment TODAY.
Please do not include any changes to your medication reglmen that your doctor prescribed today.

l MEDICATION | YES | NO ! MEDICATION ~ [ YES | NO
B1. Celebrex (celecoxib) e e B2. Vioxx {rofecoxib) O
1 | |
STRENGTH NmFl?b;.? gf?i‘l&ﬁer STRENGTH I Nan? bEtaeng':I(s;T)er
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_MEDICATION  YES NO | _ MEDICATION  YES . NO
B3. Bextra (valdecoxib) O B i | B6. Deltasone (prednisone)
FREQUENCY | | " FREQUENCY
STRENGTH Number of pills per ‘ STRENGTH | Number of pills per
(mg. per pill) Day Week Mo. ‘ | (mg. per pill) ‘ Day Week Mo.
: ‘ ‘ : N 1 —\mg. per pl — el SO
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L MEDICATION | YES | NO | MEDICATION __YES _ NO ,
| L PN 1 B7. Medrol L

| i ) | | ] {
LB4' Motrin (ibuprofen) O | O ; (methylprednjsolone) s ‘L O
i ! FREQUENCY : FREQUENCY

! STRENGTH E Number of pills per STRENGTH ! Number of pills per
L (mg. per pill) ‘ Day Week Mo. (mg}perpm) | Day Week Mo.
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MEDICATION L YES | NO j ~ MEDICATION ~ YES NO
1; ' B8. Plaquenil

BS. Aleve (naproxen) i i (hygroxychloroquine) i
STRENGTH | il Simenan | SRECUENGY
. (mg.lpef'piﬂ) (r{ng.‘per pi;D ]  Day WQek Mo. |
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MEDICATION YES NO MEDICATION | YES MO
B9. Methotrexate PO Inj B12. Enbrel (etanercept)
[ FREQUENCY FREQUENCY
STRENGTH Mumber of in]. per STRENGTH Iinfusion per
_(mg. perinj) Day Week Mo. (mg. per med) Day _W-a_ﬂk_ Mo.
L]
.::: Ili 71 E
YES @ NO - ION ' YES | NO
B10. Azulfidine (sulfasalazine) O ‘ B13. Remicade (infliximab) ‘ O O
FREQUENCY FREQUENCY
STRENGTH Number of pilis per STRENGTH Infusion per
{mg. per pill) Day Week Mo (mg. per med) Day Week Mo.
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MEDICATION YES | NO 4 ~__MEDICATION YES | NO |
B11. Arava (Ieflunomlde) i o | B14. Kineret {anakinra) O
FRE!
STRENGTH 7 STRENGTH Infusion per
__ (mg. per pit) __(mg. per mec) Day_ Wesk_Mo.
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B MEDICATION | YES | NO | MEDICATION _ YES | NO
B15. Humira (adalimumab) ] | ~ B18. g:mr%‘;:zss':)e O O
— . B
‘ FREQUENCY ‘
STRENGTH 1 Number of pills per STRENGTH }
(mg. per pill) Day Week Mo. {mg. per med) .
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MEDICATION __YES | NO MEDICATION
| B16. Neoral/Sandimmune ‘ -~ .
o LCXEL‘)_ .SP.,‘?TH‘?),, - |~ B19. Gold/Ridaura (auranofin)
'FREQUENCY Bl
STRENGTH { Number of pills per STRENGTH
(mg. per pill) Day Week Mo. {mg. per pill)
|
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MEDICATION | YES | wNo MEDICATION YES NO
B17. Imuran (azathioprine) E O O B20. :;r;fi'rl,:‘?::)ne | O
A IENCY aTRE; SREQUENCY
STRENGTH e of ol por STRENGTH N ot olle ber
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_ _MEDICATION MEDICATION

B21. Rituximab B24. Aspirin
STRENGTH STRENGTH
(mg. per inf.) - _(mg. per pill

LT

; MEDICATION YES NO MEDICATION
B22. . B25. Other:
Cyclophosphamide OPO Oi O O

FREQUENCY -
STRENGTH Number of inf. per STRENGTH
{mg. per inf) (mg. per pill)
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'MEDICATION YES NO
B23. Leucovorin
" FREQUENCY
STRENGTH Number of pills per
(mg. per pill) Day Week Mo.
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Please tell us what medications for pain you were taking when you arrived for your appointment TODAY.
Please do not include any changes to your medication regimen that your doctor prescribed today.

T =

MEDICATION T YEs | NO | MEDICATION YES | NO
B26. Ultram (tramadol) | O O | B29. Fioricet O O
FREQUENCY FREQUENCY
STRENGTH Number of pills per STRENGTH Number of pills per
(mag. per pill) Day Week Mo. (mg. per pill) Day Week Mo.
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MEDICATION | Yes | NOo | [ MEDICATION YES  NO
B27. Percocet (Roxicet/Tylox) B30. Fiorinal
' FREQUENCY FREQUENCY
STRENGTH Number of pills per s i Number of pills per
[mg. per pill) Day Week Mo. (mg. per pill) Day Week Mo.
MEDICATION YES | NO MEDICATION YES | NO
cza. UxyConun (oxycodone; B31. Percodan
FREQUENCY FREQUENCY
STRENGTH Number of pills per STHENGTH Number of pills per
(mg. per pill) Day Week Mo. (mg. per EI!_IJ Day Week Mo.




MEDICATION YES @ NO | _ MEDICATION | YES | NO |
: A } I
B32. Darvocet _ ‘ D) i B35. Tylenol (acetaminophen) S, J @
i i |
1 FREQUENCY { ‘ FREQUENCY
i STRENGTH Number of pills per ! STRENGTH { Number of pills per

} {mg. per pill)
? I 1

Day Week Mo.
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MEDICATION YES | NO MEDICATION | YES NO
B33. Darvon | O O B36. Vicodin (hydrocodone) ) &
N FREQUENCY _ FREQUENCY
STRENGTH Number of pills per i STRENGTH Number of pills per
{mg. per pill) Day Week Mo. | {mg. per pill) Day Week Mo.
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B38. Have you taken prednisone or medrol pills in the PAST 6 MONTHS?
rO YES (O NO (if NO, please proceed to question #C1)

r—+ B38-1.

L» B38-2.

{F YES, about how many weeks have you taken prednisone or medrol pills over the PAST 6 MONTHS?
O1-2weeks (O 3-6weeks (O 7-12weeks (O 13-24 weeks

What has been your most common daily dosage of prednisone or medrol pilis over the PAST 6 MONTHS?
O 1-5 miilligrams O 6-10 milligrams (O 11-20 milligrams ) More than 20 milligrams

C. PAST MEDICATIONS FOR ARTHRITIS
Did you STOP taking any arthritis medications in the PAST 6 MONTHS?

ffintnpnnnnnennnetLnnnnnnnnnnnnRnnnnnnnnrnerEnnnnnnnennLLL 1l

LO YES (O NO  (If NO, please proceed to question #D1)
Why did you stop taking these medications? How long were you taking these medications?
Medication i_‘:"e:e..-’Nc . ?ﬂgﬂfﬂ” - Medication | Yes/No D(h","';if'hg)"
C1. Plaguenil (hydroxychloroguine) 3 ] C4. Arava (leflunomide) /\1'7 L 1
[ BN IRCIACI ALY
| Why did ].rou stop taking this r‘nedlcal:qn?_ _ Why did you stop taking this medication? ® @@
Nat Skin | Liver | Lung | Fe alling | Infusion Mot skin | Liver Lung Faling Tinfusion| O @@
|effective| rash |problem |problem cbaﬁﬁtds reaction \%) |eﬂen::1i-.re- rash | problem | problem u;z:‘s reaction @@@
2 3 4 5 6 7 @ | 2 3 4 5 6 RROIOI0]
DE | O | O® | O® | H® | @6 MONRCIORROIORRGIONRCIONNOIORNOIOI0]
| Stomach Don't | Other: ) . |Stomach Don't  Other: I
(Infection| Swelling| proplem | know [Infection Swelling [robjem  know %%
] :] 10 11 12 a g 10 11 12 ®@
Medication | Yes/No| Duration Medication ‘Yes/No Duration
C2. Rheumatrex (methotrexate) o _ | C5. Enbrel (etanercept) ’
! | 6J0]
Why did you stop taking this medication? '0]010) ! Why did you stop taking this medication? OO
Not | Skin | Liver | Lung | Falling linfusion| @@ @ Not | Skin | Liver | Lung | Fbalomoﬂg‘1 Infusion] @ @@
effective, rash ‘problem problem counts ‘reac-uon @ @@ ieffective| rash |problem problemi counts reaction @ @@
2 3 4 5 6 7 @@®@® 2 - 3 4 5 | 6 - 7 O®H®
NOICERGIOREOIONROIOBROIONRVICRNOI6IC ARGIOBRVIOEROICEROICIROIONRCIORROIO O]
I 7o 1 -
h 't | Othen: Other:
Infoction| SWeling srapcn| Howw QO® |irtection swetiing roniorn| oo g
8 9 10 1 12 8 9 10 1 12 101010}
CIOREOICRECIORROIO) OIO) DIOBEOIORROIONROIO) O® ®HO®
= | Duration T : Duration
Medication YesINo “(Months) Medication Yes/No " onths)
C3. Azulfidine (sulfasalazine) L | ©6. Remicade (infliximab} ;
| Why did you stop taking this medication? | Why dld you stﬂp t-.:-l-l;;-l'ng this medication?
Not Skin Liver | Lung | Falling [jnfusion (2 Mot Skin Liver | Lung | Falling |infusion
effective. rash |problem |problem| 21994 lreaction = 7 o |effective| rash |problem |problem| P190d |reaction
counts LERRN counts
2 3 4 5 | 8 7 @ 2 3 4 5 6 7
'1'_.'!'._- .."'.' z;" .1:l'\l :\._.::-_-‘_ [ 5 _‘:: -‘1:::_[_:'__' --J-I oy .-.',. i 'r"'_i_.:J'I -"'_,' J| _-:-'.'-J, :..?-_”.-Er: |
\Stomach| Dont | Other: Stomach Dom't | Other: :
Infection SWﬂilmglpmblﬂm Know Infaction Swelling problem | know =
8 9 10 11 12 8 ) 10 11 12 DG
Continue on next page
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o ‘Duration | g N | Duration
- ) Mf*fjﬁat':f‘, JYes/No‘ M | Medication iYes/No‘ (Months)
C7. Kineret (anakinra) ‘1 ] C11. Gold/Myochrysine ; 71 |
& | - - HOIORNOX
Why did you stop takmg this medlcation? Why did you stop taking this medication? | ©O)
' Not Skin Liver Lung Falling | |nfusion Not Skin Liver Lung “Falling Tinfusion | @
\effective. rash |problem|problem| P199d | teaction effective| rash |problem!problem| P100d |reaction ~
| counts | counts (€A
2 3 4 | 5 ! 2 3 4 5 | 6 7 ®
OO OO | O | O | O | CIoRRCIORRCICEROICEROICROIORRO)
‘ | . |Stomach Don't | Other . {Stomach| Don’t | Other: RO
|nfect|on}SweII|ng problem| know Infection| Swelling| 'problem| know | 1 =
! [y
8 10 1 12 8 9 10 1 12 L @®
folo 00 00| 06 O® |00 | 00| 00| O ®
= e A Duration — Duration
; Medication !Y&afﬂol (Months) Medication Yes/No| “pt e
C8. Humira (adalimumab) L H|____ C12. Gold/Ridaura SE
() () o)io)

Why dlt:l 1 you s stap takmg thus medication?

M'rr :ﬁd you stop talung this medication? ;

Mot Skin Liver Lung F:;L“é‘dﬂ Infusion |z 2) Mot | Skin Liver Lung | 'L‘T::::'E
jeffective| rash |problem pmblarn coninte:| reaction DG nﬂucthm! rash | problem | problem Lol
2 3 4 5 | B 7 r’qu £ r’uu 2 | @ | = 5 (=
S S, |l == = s = P
DERVICRNCIONRCICHROIONNGLD, OO | O0® | O | 00 | ®®
Stomach Don't O'Ih 3 Stomach| Don't
Infection Swelling |, pic = 0 = = 1nfacuun|5wemng|pmb,m s I
8 9 10 11 12 )@ (] 8 g 10 1| 12
(%1 (W) | (M ¥ (N 7Y (W) V) | () () (¥ ()
e Duration | ., Duration
Medication | Yesio | Giiration | Medeaon [YesNo | Gicrnar
T I T
C89. Sandimmune/Meoral ([cyclosporine) ! - C13. Penicillamine [cupriming) | )
55 £ i | | {viim )
Why did you stop taking this me_r.iic_aﬁ_c_m‘i:? 1 | Why did you stop taking this medication? '
Not Skin Liver = Lung | Falling infusion ' Not Skin Liver | Lung Féﬂ‘ng |Infusion | (z)
effective  rash  problem problem -:E:Iugdts reaction - |effective.  rash | problem | problem reantinr: -
)| |'e ]
2 3 4 5 B T 2 3 4 | 5 ﬁ T
H ( () (¥ v B | IR 0 ¥ () ( u *IL":_;' !
) . Stomach Den't Other [ ~ 'Stomach| L‘.H'Jn'l | Other
Infection Swelling problem know = Infechan Swelling pmhlaml Know
B 9 10 11 12 £ ] 8 9 10 11 12
D OO O e | 0606|606 | 08 |06 |08 &8 D)
g Duration ; " | vaeme~ | Duration |
 Medieation Yes/No| Buration | Medication Yes/No | Guration
\ I ]
C1(. Imuran (azathioprine) 1 | | || c14. Cyclophosphamide 1
‘ | 00 | 00 Rolo)
wr ¢ did you stop taking this medication? (@) | Why did you stop taking this medication?
LNt Skin | Liver | Lung F:;g‘:g Infusion| 2)(2)(2) | Not Skin | Liver | Lung iaI“'"dg Infusion )
tiv | i i 0o | =
offe tive rash | problem problem Sritints reaction @@@ effective| rash |problem |problem counts reaction: ©)
: 3 A 5 B 7 0]0]0) 2 3 4 5 6 7 | ®OOO
O 00|06 |06 |00 |00 | 0606 |0 | 00 | 00 | O® | O® 51616,
i . [Stomach| Den't | Other: ®O® . . |Stomach, Don’t | Other:
[tntec tlonis'mllllng problem | know OO Infection| Swelling| ,roplem| know
¢ 8 11 12 ® @ @ 8 9 10 11 12
L @ OO | O OO | 0®, U0 | 00 | 08| O D) (
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4 Duration | ot Duration
Medication .‘res.a'Nu. (Months) | Medication .Yesfhlul “{Months]
|| ©i6. Other:
C15. NSAID ? 1
_ Why did you stop taking this medication? | (D) | Why did you stop taking this medication? QOO
Nat Skin Liver | Lung @ Falling |infusion| (2)(2(z MNaot Skin | Liver | Lung @ Falling |infugion '
effective  rash  problem | problem | P22 | caaction yviy 7y |effectivel  rash | problem  problem 99999 repaction
counts # - counts
2 3 4 5 ] T 1] 1 2 3 4 5 ] T
. ~Stomach Don't . Othen I L . . ; .Smman::h. Don't . Other:
Infection Swelling rohlem  know 4 — |infection| Swelling orohlem | know
2 9 10 11 12 ) (@) 8 9 10 11 12

D. CURRENT NON-ARTHRITIS MEDICATIONS
D1. What vitamins and/or minerals are you CURRENTLY taking?

O None O Vitamin D O Folic Acid O other:
O Multivitamin (any kind) O Vitamin E O Vitamin B-6
O Vitamin B O Calcium () Vitamin B-12 O Other:
C vitamin C O Iron ( Magnesium
D2. What herbal/health food preparations are you CURRENTLY taking for your arthritis?
O None O Borage Seed Oil O Capsaicin
QO Glucosamine/Chondroitin (O Thundergod Root O Evening Primrose Oil
O Fish Oil O Feverfew O other:

Please tell us what medications you are CURRENTLY taking for conditions other than arthritis, including osteoporosis,
heart disease, lung disease, intestinal disease, and others. ) Yes (O No

STRENGTH

' |

FREQUENCY

D3.

“De.

et s e B
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o STRENGTH | '
L MEDICATIQPj B (mg. per pifl L FRE}}UENCY i
' D16 |
I ~ | ]
D17,
e | _
D18. What medicines are you allergic to? (Allergy = itching, swelling, hives)
(O 1 am not allergic to any medicines
O I do not know if | am allergic to any medicines
O I am allergic to:
E. YOUR GENERAL HEALTH
E1. In the PAST 6 MONTHS, how many visits did you make to any of the following:
E1-1. Physical therapist 00 O14 058 0912 O13-186 O17-20 O 21 ormore
E1-2. Massage therapist OO0 O14 058 0912 O1316 O17-20 O 21 or more
E1-3. Herbalist 0 O14 O58 O912 O13-186 O17-20 O 21 or more
E1-4. Chiropractor 0o QO14 Os58 O%12 O1316 O17-20 O 21 or more
E1-5. Acupuncturist 06 O14 O58 0812 O1316 O17-20 O 21 or more
E1-8. Exercise Physiologist/ O QO14 058 0812 O1316 O17-20 O 21 or more
Personal trainer
E1-7. Homeopathic practitioner O QO14 058 0812 (O13-16 O17-20 O 21 ormore

E2. During the PAST WEEK (even if it was not a typical week), how many minutes for the entire week did you spend:

0

E2-1. Stretching or strengthening exercise, including yoga ®
E2-2. Weight training/resistance exercise

E2-3. Swimming or aquatic exercise

E2-4. Bicycling (including stationary/exercise bikes)
E2-5. Walking for exercise

E2-6. Aerobic exercise equipment (Stairmaster, etc.)
E2-7. Other aerobic exercise, please specify:

GOO0000

E3. Are you ever troubled by breathlessness, other than in strenuous exertion?
(If NO, please proceed to question #E4)

T YES > NO

slelslolelel

oy
)

-h

H

D

15-30

0000000

E3-1. Are you ever short of breath when hurrying on level ground or walking up a slight hill?

QO YES

(O NO (if NO, please proceed to question #E4)

More
31-60 than 60
O C
Q.
i)
. Q -
O O
e ~

E3-2. Do you have to walk slower than most people on level ground? Do you have to stop after a mile or so
(or after 15 minutes) when you walk on fevel ground at your own pace?

QO YES

(ONO (If NO, please proceed to question #E4)

E3-3. Do you have to stop for breath after walking about 100 yards (or after a few minutes) on level ground?

OYES

(O NO (If NO, please proceed to question #E4)

E3-4. Are you too breathless to leave the house or breathless after talking?

QYES

(ONO (if NO, please proceed to question #E4)

1 mm



E4.

We are interested in learning more about your general health. Have you experienced or been diagnosed

with any of the following conditions in the PAST 6 MONTHS?

Condition

Yes/No| “\iver | | | Chctve?
_E4-1. High Cholesterol OO | O®O | | o - BNOIOIO)
_ E4-2. High Blood Pressure VIORNOIOIONE 1L O®O
_E4-3. Heart Attack CICANCGICIONE OI0I0)
E4-4. Heart Failure IORNOICIONE 1O
E4-5. Angina/Chest Pain OICRICIOIONE ) RECIOIO)
E4-6. Low Red Blood Cell Count (anemia) O® [ O ®® | | INOIOIO)
| E4-7. Bronchitis OO TO®O ]| RNCICION
E4-8. Pneumonia O® | O® © | q_ﬁ@)_“(ﬁ ©
E4-9. Emphysema CIORKCIO) @J IRVICION
E4-10. Flu or influenza JO®IO®O |1 . e, ~ OIoI0)
1 E4-11. Mononucleosis ' %_@ OICIY | E4-42. Osteoarthritis 0]0]0;
L e JORNOIOIC | E4-43. Neck/Back problem HOIOIO
ia-13, Asthma Y | O® T O®W || Es-1a. Osteoporosis
{ea-14. Eczema L O® ] O®® i1 - - e e Ciiee g e
E4-15. Stroke S CICREOCICIONE
E4-16. TIA S QJORECICIONE .
E4-17. Hyperthyroid OIORRCIOIONE
| E4-18. Hypothyroid VICAKCIOIONE o
| E4-19. Type | Diabetes (Juvenile Onset) () ® %yw
|E4-20_Tuna l Niahatas fa-ite ¢ QICR ECIOION § i=HEF .
'e4-2Z1. Lymphoma ,
E4-22. Leukemia
E4-23 Melanoma =~ I R TOH®E
| E4-24. Basal Cell Skin Cancer OIORKOIO -
| E4-25. Squamous Cell Skin Cancer ‘ LO®
E4-26. Breast Cancer o O® | OO , I e
E4-27. Lung Cancer O® | H®H® S O® (O]
E4-28. Prostate Cancer ROICAROIOIO) ®
E4-29. Colon Cancer OO OO OJQ
E4-30. Renal Cancer CIONKO) @@_
E4-31. Esophageal Cancer QIOMICIOION N
ES5. If you broke a bone in the PAST 6 MONTHS, which bone did you break? (Mark all that apply)
_ Hip ' Wrist _ Spine Arm O Other:
E6. Have you experienced an infection requiring antibiotics in the PAST 6 MONTHS.
—(OYES (ONO  (If NO, please proceed to section F
> E6-1. IF YES, which infections have you experienced in the PAST 6 MONTHS?
Bid you treat your inteciion with orail or IV antibiotics?
Oral v
(O Sepsis (blood stream infection) O
i_s Pneumonia O
O Upper Respiratory infection/cold O
O Tuberculosis O
O Bone/joint infection (osteomyelitis, septic joint, infected artificial joint) Q. -
O Skin infections (infected skin ulcer, cellulitis, infected nodules) Q O
O Urinary tract infectionvkidney infection/bladder infection o (9]
O Other infections requiring antibiotics — O ™

Please specify:

Continue on next page —p~

PLEASE DO NOT WRITE IN THIS AREA

COCBEROBEREEO0O00000000000

2012



F YOUR GENERAL HEALTH 11
F1. During the PAST 6 MONTHS, have you had a flare in your rheumatoid arthritis?
~(OYES (OUNO  (fNO, please proceed to question #F2)

L Fi1-1. If YES, how many flares have you had during the PAST 6 MONTHS?

1 O 2-3 ) 4-5 () More than 5

How did you treat your most recent flare? (Mark all that apply)
O New Medication—Please specify medicine:

O Increased strength of medication—Please specify medicine:

(O Other Treatment—Please specify treatment:
O No treatment

F1-3. How long did your most recent flare last?
O Less than 1 day O 1-3 days O 4-6 days O 1-2 weeks O More than 2 weeks

F1-4. Has your most recent flare ended?
O YES ONO

F2. Please indicate your average use, DURING THE PAST YEAR, of each specified beverage.

Mark only ONE response per item: 1 2-3 4-5 6+ 1 2-4 5-6 13

per per per per per per per per
Never day day day day week week week month

F2-1. Regular Beer (1 glass, bottle, can) O O O O O O O D
F2-2. Light Beer, e.g., Bud Light (1 glass, bottle, can) O O O C‘ O O
F2-3. Red Wine (4 oz glass) O Yy Y O -

F2-4. White Wine (4 oz glass)
F2-5. Liquor, e.g., whiskey, gin {one drink or shot)

©¢ D00
D

G. RECENT HEALTH CARE RESOURCE USE

G1. How many times have you visited a doctor (any kind of doctor, including a rheumatologist) in the PAST 6 MONTHS
(do not include injections, medication by vein or infusions)?

i) 0 visits (O 1-3 visits ) 4-6 visits (") 7 or more

G2. How many times have you visited a rheumatologist in the PAST 6 MONTHS (including your visit today)?
771 0 visits ) 1-3 visits ) 4-B visits "+ 7 or more

G3. Have you been to an emergency room/urgent care center during the PAST 6 MONTHS?
—(OYES (ONO (if NO, please proceed to question #G4)

L-» G3-1. IF YES, how many times did you go to the emergency
room/uryent care ceniert

Which hospital emergency rooms/urgent care centers did you go to?

Visit #1 Visit #2

G3-3. Date of visits:  Visit #1 /  / Visit #2 / /

i0101616101610101010)| f
0]0I0]0 |

©

o

o
0] ©

10]0]6]6]0]610]GIO] QOOOO®EDO®

G3-4. Why did you go to the emergency room/urgent care center? What were your symptoms or your diagnosis?

- L] 13.
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G4. Have you been hospitalized in the PAST 6 MONTHS?
('Q YES (JNO (If NO, please proceed to questlon #G5)

IL Hospltallzatlon M - ] Hospltallzétlon #2
L' G4-1. Which hospital did you go to? G4-5. Which hospital did you go to?
G4-2. When were you admitted to the hospital? G4-6. When were you admitted to the hospital?
OO, ) R OO
10000000 IolaIofolal S
[ _/ __®G : [/ 3 "
mm dd  year ) @@@ @@)@ mm dd  year 7 j8joJoloio D ®E)
2N ‘ ;
I "B Glolelelolol¢ , DOEEO®
G4-3. How many days did you spend in the hospital? G4-7. How many days did you spend in the hospital?
OOROOOOO®® @OPOOOEO® G
day(s) ololelelelslolalalo — 3 TR OeEEERF T A
G4-4. Why did you go to the hospital? G4-8. Why did you go to the hospital?

GS5. Have you been in a nursing home or rehabilitation hospital during the PAST 6 MONTHS?
rO YES (ONO (if NO, please proceed to question #G6)

L G5-1. IF YES, which nursing home or rehabilitation hospital did you go to?

G5-2. When were you admitted to the nursing home or rehabilitation hospital?

M@ @ G E (D)
/s Erggeseeceen
mm dd year |0 [OQOOOOE
' O)
¥ NOOOEE
G5-3. How many days did you stay in the nursing home or )
rehabilitation hospital? day(s) @@ @ @® @
010]6J6]01010
G5-4. Why did you go to the nursing home or rehabilitation hospital?
G6. Have you had surgery in the PAST 6 MONTHS?
~(JYES (UNO (i NO, please proceed to question #G7)
L ~ Surgery #1 [ Surgery #2
-+ G6-1. Where was your surgery performed? | G6-4. Where was your surgery performed?
G6-2. When wzs your surgery performed? ] G6-5. When was your surgery performed?
r B fn IR} \ B &
plejolelolololo
[/ L. 00e® ‘g /[ [/
mm dd  year | QOOO®®OH®OG mm dd year
B O]
il oloJelejolololols
G6-3. What kind of surgery did you have? G6-6. What kind of surgery did you have?
(Include the part of body operated on) {Include the part of body operated on)

PLEASE DO NOT WRITE IN THIS AREA
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G7. Has a home health care provider (such as a visiting nurse, therapist or

For Office Use Only

OOOEOOOOOO®G
L 00000000

G8. Which of the following medical equipment have you used during the PAST 6 MONTHS?
(O None (O Tub chair for showering (O Commode for bathroom ) Other:
() Wheel chair (O Walker (O Cane

G9. How many of the following diagnostic tests did you have in the PAST 6 MONTHS?

o
-h

G9-1. Xray
G9-2. MRI
G9-3. CT scan
G9-4. Endoscopy, gastroscopy (looking into stomach
through a tube down the throat)
G9-5. Colonoscopy or sigmoidoscopy
G9-6. Bone density scan for osteoporosis
G9-7. Cardiac catheterization/coronary angiogram
G9-8. Cardiac angioplasty
G9-9. Stress test
G9-10. Carotid ultrasound
G9-11. Sleep test
G9-12. Lung tests/Breathing tests

H. PREGNANCY HISTORY
H1. Have you ever experienced problems with infertility?
‘[_Q YES (U NO  (If NO, please proceed to question #H2)

OOO00OLC D00 QOO
OQOGOOO#O‘QOO
OQO0O( YO0 000w

4or
3 more
O O

O
@ O
o 0
a ©

O
o O
o 0
Q O
Qo O
o ©

> H1-1. Did your experience with infertility occur before or after your RA symptoms began?

(O Before the onset of RA symptoms
(O Atter my onset of RA symptoms
(O Both before and after the onset of RA symptoms

H2. Have you ever had a miscarriage?
—(O YES (JNO  (If NO, please proceed to question #H3)

+ H2-1. How many miscarriages have youhad? ()& & @G5
H2-2. How many miscarriages did you have:

Before 12 weeks (1* trimester) After 12 weeks (2"-3™ trimester)
Before your RA symptoms began 0101016]1016101010J0; OlOITIIOIOINIOIONT!
After your RA symptoms began 0]016101010]0I010I0IT, OLIOLEOE®W

HS. Zava you over woch pregnani?
[—O YES (ONO

i r

l_’LPregnancy #1

H3-1. Was this pregnancy before or after your H3-3. What was the baby’s birth weight?

RA symptoms began? (O Less than 5 pounds ( 7.1 to 8.5 pounds

(O Before QO Atter () 5to0 5.5 pounds ( 8.6 to 10 pounds

( 5.6 to 7 pounds (C More than 10 pounds

H3-2. What was the outcome of the pregnancy? ‘

(Mark all that apply) ' H3-4. What was the baby’s gender?

O Liveborn ) Female () Male

O Termination

O stillbirth H3-5. Number of weeks at delivery?

) Twins 32 weeks or less (pre-term)

(O Minor or major birth defects: (O 33-37 weeks

O More than 37 weeks (full term)

Continue on next page
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 Pregnancy #2 )
H4-1. Was this pregnancy before or after your
RA symptoms began?
) Before O After
H4-2. What was the outcome of the pregnancy?
{Mark all that apply)
D Liveborn
O Termination
Q) stillbirth
O Twins

O Minor or major birth defects:

[ Preananav #3

H4-3.

H4-4.

H4-5.

'What was the baby’s birth weight?

O Less than 5 pounds () 7.1 to 8.5 pounds
(O 5t0 5.5 pounds (O 8.6 t0 10 pounds
(O56t07pounds ) More than 10 pounds

What was the baby’s gender?
) Female " Male

Number of weeks at delivery?
(O 32 weeks or less (pre-term)
{0 33-37 weeks

0 More than 37 weeks (full term)

H5-1. Was this pregnancy before or after your
RA symptoms began?

) Before O After

H5-2. What was the outcome of the pregnancy?
{Mark all that apply)
O Livebom
(O Termination
O stilibirth
() Twins
) Minor or major birth defects:

Pregnancy#4
H6-1. Was this pregnancy before or after your
RA symptoms began?
" Before ) After

H6-2. What was the outcome of the pregnancy?
(Mark all that apply)
) Livebom
" Termination
) Stillbirth
"> Twins
) Minor or major birth defects:

 Pregnancy #5 )
A7-i. vas this pregnancy peiore or afier your
RA symptoms began?
() Before ) After

H7-2. What was the outcome of the pregnancy?
(Mark all that apply)
O Liveborn
O Termination
O stillbirth
O Twins
O Minor or major birth defects:

oy NCS Pearsun £ M- 24965 1-2.653327 Frintciin U,0.A.
PLEASE DO NOT WRITE IN THIS AREA
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H5-3.

H5-5.

Hé-4.

H6-5.

What was the baby’s birth weight?

O Less than 5 pounds O 7.1 to 8.5 pounds

(O 5t0 5.5 pounds ( 8.6 to 10 pounds
(O56t07pounds (O More than 10 pounds

What was the baby’s gender?
O Female O Male

Number of weeks at delivery?
) 32 weeks or less (pre-term)
33-37 weeks
More than 37 weeks (full term)

.7 What was the baby’s birth weight?

(O Less than 5 pounds () 7.1 to 8.5 pounds
(U 510 5.5 pounds (" 8.6 to 10 pounds
() 5.6 to 7 pounds (O More than 10 pounds

What was the baby's gender?
(> Female " Male

Number of weeks at delivery?
_ 32 weeks or less (pre-term)
 33-37 weeks
. More than 37 weeks (full term)

H7-3.

H7-4.

H7-5.

What was the baby’s birth weight?

O Less than 5 pounds () 7.1 to 8.5 pounds

" 510 5.5 pounds - 8.6to 10 pounds

(U 5.6 to 7 pounds (_ More than 10 pounds

What was the baby's gender?
) Female ) Male

Number of weeks at delivery?
() 32 weeks or less (pre-term)

i) 33-37 weeks
(O More than 37 weeks (full term)
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