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

A GENERAL INFORMATION
A1. Current Phone Number: M. Blood Pressure

Systolic Diastolic

0

1

2

3

4

5

6

7

8

9

A2. Weight

Lbs.

A3. Height
Ft. Inch

00@

A5. Age: A6. What was XQYr
birth order?

I~ ~

A7. What was XQY[ birth weight? AS. Have you had
0 I do not know my birth weight 0 7.1 to 8.5 pounds any children in
0 Less than 5 pounds 0 8.6 to 10 pounds the past year?
0 5 to 5.5 pounds 0 More than 10 pounds 0 Yes
0 5.6 to 7 pounds 0 No

A9. Did you have any of the following vaccinations BEFORE your symptoms of
l11eumatoid arthritis began?

YES NO UNKNOWN
" C
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v
~
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C
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3
A9 1 Hepatiti . s A ~"'" :;;'~,i;! , .

4 - . c~:. ',;?~", '

0 A9-2. Hepatitis B 0 Q .. :
C(;:)'" Q' .'6 A9-3 Influenza " .. ,,' ( I

. "' cc

~7 c A9-4. Pneumonia 0 Q"' ( )
~ " , ""j
Ii' A9-5. Chickenpox ~ :~c, I IwW "~.,.
00! A9-6. Tetanus 0 a)- ,, r~ r'

A9-7. Rubelia/MMR ' ) '.-; , I

8. 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 regimen that y~r~~£t°r prescribed t~~~~~-l -- ---MEDIC"ATlON 1 v;~~i~, 1-- . MEDICATION

81. Celebrex (celecoxlb) - i C) I 0 I 82. Vloxx (rofecoxib)

FREQUENCY I - . I FREQUENCY

STRENGTH NI8nb8I' of DiI18 per I STRENGTH I Number of pills per
- Day Week Mo. (mg. per pil) Day Week Mo.
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, ~mm~1 I
" I!;i) (!)I\!J (!}tI.!) @I I

1 YES i NO
"

~ Q

-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-

PLEASE DO NOT WRITE IN THIS AREA~o...o ooooooooooooo 2012...
~

Ii109



-
-
-
-

r-
-
-
-
-
-
-
-
-
-
-
-
-
-
-

; -
-
-
-
-I:I

1 -

: -

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

r -

-

-

--

NO J
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MEDICATION i YES
87. Medrol i -, i 0

(methylprednisolone) !__~JI I ~ .
STRENGTH i FREQUENCY

! fliT I I ,~NUmberofpillsper (mg. per pilQ DayT~~~~~- .
I I '
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~~~-~~IC!!:~~-I y~ I N~O I

I 85. Aleve (naproxen) i 0 I 0 i
I -- I ~~n..eut':!v I

E n..eu c vSTRb~TH '-~ ~~~J---" . Number of pile per

(mg. per pII) Day Week Mo.
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MEDICATIONMEDICATION

~~

iYES

810. Azulfidine (suifasalazine) 0 0
STRENGTH FREQUENCY

N..nb.- of pils per
(RIg. ~PIQ Day Week Mo.

I II

~--- ~

813. Remlcade (infliximab)
--

STRENGTH FREQUENCY
Infusion per

Day Week Mo.

I
~-"'--' ~

~~

1Q)(1)Q)"
2(i)@

@@@
4@@
S(!)@..

8(!)@
7(?)c?)0

@(!)@@
0 @C?) 0~!

" '-

, : MEDICATION
-. ; 814. Kineret (anakinra)

ii --

I STRENGTH

(mg. per med)-- --- ---

I

I~IN&I

~ ~.~ ~~~~

MEDICATION

811. Arava (Ieflunomide)
-~-~- ~--- -

STRENGTH

(mg. per pill)~~-

:Y~~J~
1 g

~-
FREQUENCY

Infusion per
Day Week Mo.

-~~

!o@@@@@

L

~

PLEASE DO NOT WRITE IN THIS AREA
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r-- -= 1- ~YEs~~lj
rS1B:Gold/MYOChrysine I 0 : 0 '

(aurothioglucose)
STRENGTH FREQUENCY

I~on per
. r D8y Week Mo.

I

I I

. ~ 0 91

MEDICATION

~

~7MEDICATION NO
816. NeoraVSandimmune

(cyclosporine)

--I MEDICATlON==~~:=t~:! ~~_.

819. Gold/Ridaura (auranofin) 0 0

FRSTRENGTH Ntnber of pills per
m . D Week Mo.

FREQUENCYSTRENGTH Number of lis r

~ r-- -~

~-~~-~

I 0 I 0

MEDICATION
~---

820. Penicillamine
(cuprimine)

:~~""'~N-.J. n~~w~..I.#.
Number of pills per
Day Week Mo.c -. - --~

STRENGTH

(mg. per pllQ

MEDICATION YES NO-- ~

817. Imuran (azathioprine) I 0 0
--E~'~" H FREQlIENCY
~ .;"\ "~I NI81Iber of pi" per

~ Week Mo.

I

'I"
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@@ I
@@
@0
10
'0

0@

~

,;".,~"",:::~::"",' , -~ -~-~

~~

.. .4

-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-



-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-

--==~~~~==~
I 0 I 0

I FREQUENCY
Number of Info per
Day Week Mo.

I ! I' I I

~

MEDICATION- 821. Rituxlmab

STRENGTH

I k'i) (i)I(;)(i)/(i) @IL I'~ -.- -.- -. .

--
L MEDICATION YES NO
i 822-
I Cyclophosphamide 0 PO 0 Inj 0 0

FREQUENCY
Numb« ai Info per

0)(0)

~

~At;\
1~~~~ ~@~:c' ;4'61'4'0

c~.

~I:V~~~
\W(!)@@@

YES NOMEDICATION

823. Leucovorin
--~

FREQUENCY

Number of pills per
Day Week Mo.

STRENGTH

(mg. per pili)

~~
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NO

826. Ultram (tramadol)

FREQUENCY
Number of pills per

Day Week Mo.

I I

STRENGTH STRENGTH

(mg. per pilI)

@0<9@~
(;)@Q)@(9
(i>@(9@@

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~- 829. FiOrice~ED-'CATION V; ~
FREQUENCY

Nwnber of pills p.-
Day Week Mo.

I
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I
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MEDICATION NO

833. Darvon

~ ~~, IREQUENCY Number of pills per

Day Week Mo.

STRENGTH
(mg. per pill), I I I

I @I
0
~
(!)
(!)
@
*
(,t)
(!)
~ --- -

MEDICATION c. !~I NO
~834. MS Contin
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838. Have you taken prednisone or medrol pills in the PAST 6 MONTHS?

1° YES i:J NO (If NO, please proceed to question #C1)

~ 838-1. IF YES, about how many weeks have you taken prednisone or medrol pills over the PAST 6 MONTHS?
I 01-2 weeks 03-6 weeks 07-12 weeks 013-24 weeks

4 838-2. What has been your most common daily dosage of prednisone or medrol pills over the PAST 6 MONTHS!

01-5 milligrams 06-10 milligrams 011-20 milligrams ~ More than 20 milligrams

c. PAST MEDICATIONS FOR ARTHRITIS
Did you STOP taking any arthritis medications in the PAST 6 MONTHS?
CO YES 0 NO (If NO, please proceed to question #01)

Why did you stop taking these medications? How long were you taking these medications?

Duration
(Months)

Duration
(Months)Yes/NoMedication Medication

l 1

@@)

C4. Araya (Ieflunomide) 1

(i)@ ~@@
I Why did you stop takinR this medication?- (:) CD CD

No~ Skin I Liver Lung a Infusion 0 CD @
effective rash problem problem ~~ reaction 0 (D@

2 3 4 5 6 7 0@@
G)@ G)@ G)@ @@ @@ G)@ 00@

@@@
(D(f)(!)
@@@

C1. Plaquenil (hydroxychloroquine)
@@@

I Why did you stop takJnq this medication? 0 CD 0
-,-- Lung Falling Infusion @ @@

--" 1 blood reaction 1:'\III vu em counts @ @\!I
5 6 7 @@<!)

(Y)@ (Y)@ @@ @@~
(i)(!)~
(!)(!)(!)
$(!)@

Other:

-
-
-
-
-
-
-
-
-
-
-
-
-
-
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-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-

Don't
know

11

SWelling!
i
,

9 I

Don't
know

11

Other:

I Skin
rash

3

@@

Infection

8 12
':;"\1-::-

8 12

~--

Medication 1 ~~r1'1~'es/NO Duration (Months)

1 Il I '
0@1

-

Medication

.1

fi)~
C5. Enbrel (etanercept) I! II,!

~ @@@ V:!:hy did you stop:taking this medication? CD (j)(.!)

~~u61 ~a~~ I ~.';!~~:_I ~':u..~~- i ~~~ l lnfu8Ion <3) CD(Y
effective I rash I problem! problem! ~~ reaction I (j) ~-~

! 2 3 I 4 ! 5 I 6 7! 0@'(!)

i (~~~ ';i)l~ (J)@ @@ I 0@ 0@ 0(!)~ ,
Infecti IISwell" Stomach Don't Other: @ ~~

on Ing problem know @) (')<:!)
I c~ .c
I 9 10 11 12 @@@
i@@ @@ @N @@.t

-~~--~~-~~--

i C2. Rheumatrex (methotrexate) J'::\ ~ n.
I . ~ I.!J~
f-~~ di~ y~~ st~p taking this medica~on? CD (1) ~
I Not Skin! Uver Lung Failing Infusion (2) @@
effective rash i problem problem blOodnt IIreaction /]\ f3'\~

, COU 5 , ~ ':!w
: 2 3 4 i 5 6 7 1@00
! (])@ C!)@ 0@ (])@ (])@ (!J@ i @@@

il--""--!_AlI~n..fS~Swell ' Stomach Don't 0U1er: ~@@)
nllv.-UUlI

II dng I problem
I know ~(f)fl)

8 ,9 10 11 12 @~@
0@10@ 0@0@ 0@ (j)@@

8
(Y)(N)

~

Continue on next page.. .
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D\ntion
(MonUI8)

:IIIJ;
@@@
000
@@@
(!)@<!>
@@@
@@@
@@@
(!)(f)(!)
@@(!)

l~~~

Medic~ion Yes/No

1

~@

I 1

~~~
C10. Imuran (azathioprine) C14. Cyclophosphamide

,-
I Why did you stop takJng this medication?
~~~- Skin Liver Lung F~ Infusion

effective rash problem I probt8m :OUnts reaction

2 3 4 5 6 7

I@@ @@ @@ (Y)@ @@ ~
IkIfection Other;

Why did you stop taking this medication?
Lung ~ Infusion

DI'Obtem
nts reaction

cou5 6 I 7

@@ @@I@@

Liver
oroblem

4

@@
I ~'t-

know
10 I 11 I

le@ I @ @ [ @@ I

Don't
know

11

(Y) (N)

Other:+
8 . 12

@@

'"-I I SweIing

8 9

-(:!)@ i G)@

12

(Y)(N)
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- D. CURRENT NON-ARTHRITIS MEDICATIONS-- 01. What vitamins and/or minerals are you CURRENTLY taking?- 0 None 0 Vitamin D 0 Folic Acid- 0 Multivitamin (any kind) 0 Vitamin E 0 Vitamin B-6- 0 Vitamin B 0 Calcium 0 Vitamin B-12- 0 Vitamin C 0 Iron 0 Magnesium-- 02. What herbal/health food preparations are you CURRENTLY taking for your arthritis?- 0 None 0 Borage Seed Oil 0 Capsaicin- 0 Glucosamine/Chondroitin 0 Thundergod Root 0 Evening Primrose Oil
0 Ash Oil 0 Feverfew 0 Other:

0 Other:

~ 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 0 No
-~-~~-~-~ ~ ~- ~-

! MEDICATION

-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-

~ -
-
-
-
-

STRENGTH
(mg. per pili)

FREQUENCY

D3.

ro;:--
I 05.
--

06.

07.

~09.
~

'-0 C'"

.? '" .""c " "'"'"+.",;"','.J

I 011.
I--
1012.

~

~

D13.

D14.

~

015.

PLEASE DO NOT WRITE IN THIS AREA
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D18. What medicines are you allergic to? (Allergy = itching, swelling, hives)

0 I am not allergic to any medicines
0 I do not know if I am allergic to any medicines
0 I am allergic to:

E. YOURGENERAlHEALTH

E1. In the PAST 6 MONTHS, how many visits did you make to any of the following:

00 01--4 05-8 09-12E1-1. Physical therapist 01~16 011-20 021 or more

00 01-4 05-8 09-12 0 13-16E1-2. Massage therapist 017-20 0 21 or more

E1-3. Herbalist 0 1-4 0 5-8 0 9-12 0 17-20)0 0 13-16 0 21 or more

01) 0 1"..4 05-8 0 9-12 013-16 0 17-20 021 or moreE1-4. Chiropractor

00 01-4 05-8 09-12E1-5. Acupuncturist 0 13-16 017-20 021 or more

00 01-4 0 5-8 09-12E1-6. Exercise Physiologist!
Personal trainer

0 13-16 0 17-20 021 or more

00 0 1-4 05-8 09-12E1- 7. Homeopathic practitioner 0 13-16 017-20 021 or more

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

More
0 1-14 15-30 31-60 than 60

E2-1. Stretching or strengthening exercise, including yoga Ci I::;' 0 0
E2-2. Weight training/resistance exercise 0 0 0 C:
E2-3. Swimming or aquatic exercise 0 0 Q 0
E2-4. Bicycling (including stationary/exercise bikes) 0 0 Q; 0
E2-5. Walking for exercise Q '0: ~: Q
E2-6. Aerobic exercise equipment (Stairmaster, etc.) () 0, 0 0
E2- 7. Other aerobic exercise, please specify: Q '~- (): 0

'-'

0
'""'

E3. Are you ever troubled by breathlessness, other than in strenuous exertion?

(:J YES NO (If NO, please proceed to question #E4)

E3-1. Are you ever short of breath when hunying on level ground or walking up a slight hill?
0 YES 0 NO (If NO. please proceed to question #E4)

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 level ground at your own pace?
0 YES 0 NO (If NO, please proceed to question #E4)

E3-3. Do you have to stop for breath after walking about 100 yaros (or after a few minutes) on level ground?
0 YES 0 NO (If NO, please proceed to question #E4)

E3-4. Are you too breathless to leave the house or breathless after talking?
0 YES 0 NO (If NO, please proceed to question #E4)

. ..1



Condition

I ~ ~;!;i:;4-32. Th Id Cancer

E4-33. Brain Cancer
, E4-34. Other cancer: ~

lE4-35. Dry eyes! mouth
I E4-36. Catara~
! E4-37. Stomach Ulcer

Yee/No CUrrently

ActIve?

YN YNU

-
E4-38. Stomach Bleed

~39. Irritabl rome
i E4-40. Reflux
IE4-41. Prosta e ro em
E4-42. Osteoarthritis OO@ I (9 @@

(9@-
I E4-12. HavfeverlSeason~1 aller9!~~

E4-43. Neck/Back problem-

E4-44. Osteoporosis C!)@
I E4-45. Broken bones since age 40 ,~ @
1- ~

menopause CD @
s removed (~ (N)

E4-48. Parkinson's Disease

(V'\(N)(U)

(!)@@-
@@@
0@@
0@@-

ill

~~I~A@@@
@@@~~""

, -. . e Sclerosis

eadaches
es (Y)~

~
0@
~

~

~ Dementia
; E4-53~ Depression
E4-54. Alcoholism

~:. ~i~~~~~~~e-
I ~~~. ~~~~~~:£%-i E4-57. Pancreatitis
E4-58. Kidney Disease
E4-59. HIV/AIDS- -
E4-60. OU1er:
E4-61. OU1er:
E4-62. Other:~

~y@v@
Y N

~

I E4-21. Lym~homa
~._J:eukemia . ~~ ~ J . 'J .--, ,-, .
~4-_~. Mela~~ma .

I E4-24. Basal Cell Skin Cancer
I E4-25~~uamous Ce!~Ca!1C8f
i E4-26. Breast Cancer1E4-27. Lung ~ancer- --- - ---

i5S4-28. Prostate Cancer ~~- ~ ---~

E4-29. Colon Cancer
E4-30. Re~~~ 1 Y /oj Y /oj U

~~~ ~ha9~~n~ - -~ :._~~) ,~~ ~ ~ .. L -
E5. If you broke a bone In the PAST 6 MONTHS. which bone did you break? (Mark all that apply)

"- Hip Wrist:~ Spine ~.~'.. Arm 0 Other:

-
-
-
-

~ -
-
-

~. -
-
-
-
-
-
-

1-
-

-
-
-1-,
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-

E6. Have you experienced an infection reauirino antibiotics in the PAST 6 MONTHS.
10 YES 0 NO (If NO, please proceed to section F)
I

4 E6-1. IF YES, which infections have you experienced in the PAST 6 MONTHS?
Did yuu treat your intectloll with oral or IV antibiotics?

Oral
~

\J

0
0
0
Q
0
0'
0

IV
0 Sepsis (blood stream infection)
0 Pneumonia
0 Upper Respiratory infection/cold
0 Tuberculosis
0 Bone/joint infection (osteomyelitis, septic joint, infected artifICial joint)
0 Skin infections (infected skin ulcer, cellulitis, infected nodules)
0 Urinary tract infection/kidney infectlon/bladder infection
0 Other infections requiring antibiotics -

Please specify:

-0~
v
"'"'

-
-
-
-
-r - Continue on next page ~
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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?

-~~~.~-~ I -~

Condition Yes/No ~~
E4-1. Hi h Cholesterol (Y) @ (Y) @ @
E4-2. Hi h Blood Pressure (Y) @ (Y) @ @
E4-3. Heart Attack (Y) @ 0 @ @
E4-4. Heart Failure Y N Y N U

E4-5. An ina/Chest Pain
E4-6. Low Red Blood Cell Count anem

I E4- 7 . Bronchitis
E4-8. Pneumonia
E4-9. Em h ema

~4-10. Au or influenza
I E4-11. Mononucleosis

I E4-13.
E4-14.
E4-15.
E4-16.
E4-17.
E4-18.

I E4-19.
I E4-20.
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-
-
-
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How did you treat your most recent flare? (Mark all that apply)
0 New Medication-Please specify medicine:

0 Increased strength of medication-Please specify medicine:

0 Other Treatment-Please specify treatment:
0 No treatment

F1-3. How long did your most recent flare last?
0 Less than 1 day 01-3 days 0 4-6 days 0 1-2 weeks 0 More than 2 weeks -

-
-
-
--

1-3 -
per -

month -
:'J -

F1-4. Has your most recent flare ended?

aYES 0 NO

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

per per per per per
Never day day day day week

F2-1. Regular Beer (1 glass, bott1e, can) 0 0 0 0 0 0
F2-2. Light Beer, e.g., Bud Light (1 glass, bottle, can) 0 0 0 0 C' 0
F2-3. Red Wine (4 oz glass) n () (), n CJ n
F2-4. White Wine (4 oz glass)
F2-5. Liquor, e.g., whiskey, gin (one drink or shot)

2-4
per

week

0
0~,

5-6
per

week

0
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-

"""

~~

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)?

0 visits 0 1-3 visits iJ 4-6 visits C-=I 7 or more

G2. How many times have you visited a rheumatologist in the PAST 6 MONTHS (including your visit today)?

0 visits ::J 1-3 visits 4-£ visits 7 or more

G3. Have you been to an emergency room/urgent care center during the PAST 6 MONTHS?

10 YES 0 NO (If NO, please proceed to question #G4)

time(s)

4 G3-1. IF YES, how many times did you go to the emergency
roomiur~ent care centClf

G3-3. Date of visits: VISit 11 / /rnm I dd I ,...
oG)

,
0
@G)@000@(D@

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

. .. 13.

/ /Visit 12 dd year

111m



-
-
-
-~ -
-
-

"-
-
-
-

G4. Have you been hospitalized in the PAST 6 MONTHS?

I C!~NO Ho;~; ;~~=onT
~ G4-1. Which hospital did you go to?

G4-2. When were you admitted to the hospital?~o 0---~--'

@0000 '5'10('7)"8 9

o(i)<yW
!@(i) 2'~

mm/dd I year

G4-6. When were you admitted to the hospital?
, ~

I@ (i) C2::1

mm/dd lyear

~

~<D@@ ~
'l. ~~
Y 1@0000@@(!)@

G4-3. How many days did you spend in the hospital?

@G)000-0@0CD~
day(s) @ G) 0 00~~Q)~~

G4-4. Why did you go to the hospital?

G4- 7 . How many days did you spend In the hospital?

@00000-00001day(s) @ 0 0 Jj)~G2!£~C;:~'i~ :

04-8. Why did you go to the hospital?

G5. Have you been in a nursing home or rehabilitation hospital during the PAST 6 MONTHS?
10 YES 0 NO (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?

~~~
mm/dd lyeer

G5-3. How many days did you stay in the nursing home or
rehabilitation hospital?

~

day(s)

G5-4. Why did you go to the nursing home or rehabilitation hospital?

G6. Have you had surgery in the PAST 6 MONTHS?
YES NO (If NO, please proceed to question #G7)

i

! i-- -~-~
L ~~~ery ~1__-

... 06-1. Where was your surgery performed?
[-~~~_~2 -=~
G6-4. Where was your surgery perfonned?

G6-2. When \"..~s your surgery performed?
-~-- ~

I@(i)
1(0)(1)(2)000000 .

/ / 0(1)@0mm' dd . Y88'

G6-5. When was your surgery performed?

-RIm / dd / year

G6-3. What kind of surgery did you have?
(Include the part of body operated on)

G6-6. What kind of surgery did you have?
(Include the part of body operated on)

PLEASE DO NOT WRITE IN THIS AREA
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-
-
-
-
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G7. Has a home health care provider (such as a visiting nurse, therapist or
homemaker) visited you in your home in the PAST 6 MONTHS?

,0 YES 0 NO (If NO, please proceed to question #GB)
~ G7-1. IF YES, how many times did the home health

care provider visit you? time(s)

---'--Oi-omce Use Oniii:i]1y -- @0000-@000 9

~~~~@00@ ;;-
Ga. Which of the following medical equipment have you used during the PAST 6 MONTHS? -

0 None 0 Tub chair for showering 0 Commode for bathroom :) Other:
,=) Wheel chair 0 Walker 0 Cane

-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-

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

0 1
G9-1. Xray 0 0
G9-2. MRI C\ Q ~

G9-3. CT scan f/),'"Q.
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?

-(:::; YES 0 NO (If NO, please proceed to question #H2)I

4or
more

0
0
0

2
0
0
0

3

0

~

0
0:
f'I

~
~:

~~~
0
~
0

a
0
1""\

0
(:)

b

8"...
Q
Q
0
0 ;
A
~

0

~

0

~
8
<::>

Q
0
0
A
~
0

0
0
0
~c

.

0

4 H1-1. Did your experience with infertility occur before or after your RA symptoms began?
0 Before the onset of RA symptoms
0 After my onset of RA symptoms
0 Both before and after the onset of RA symptoms

H2. Have you ever had a miscarriage?

:-l; YES 0 NO (If NO, please proceed to question #H3)

.. H2-1. How many miscarriages have you had? 0 0 0 0 0
H2-2. How many miscarriages did you have:

Before 12 weeks (18t b1mester)
Before your RA symptoms began @ (i) 0 CD 0 0000 CD @
After your RA symptoms began @ (i) CD CD 000000 @

After 12 weeks (2ftd-3"' trimestef1

@ 0 (?:) i2) @') (i:! i~ (2~; (~) (~ :3],

@O:;)~ 0(J)1~ CiJ00(§

H". :-;&va YCL: a.e!" ~,:,,:;-, p.e:;II../li(

,0 YES 0 NO

I Pregnancy #1
L H3-1. Was this pregnancy before or after your

RA symptoms began?
0 Before 0 After

~ -
H3-3. What was the baby's birth weight? -

(j Less than 5 pounds C~I 7.1 to 8.5 pounds -
l) 5 to 5.5 pounds 0 8.6 to 10 pounds -
05.6 to 7 pounds 0 More than 10 pounds --

H3-4. What was the baby's gender? -
::J Female 0 Male --

H3-5. Number of weeks at delivery? -
.I 32 weeks or less (pre-term) -

0 33-37 weeks
0 More than 37 weeks (full term)

Continue on next page

H3-2. What was the outcome of the pregnancy?
(Mark all that apply)
0 Uveborn
0 Tennination
0 Stillbirth
{~ Twins
0 Minor or major birth defects:

. ..
-
-
-
-
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~regnancy #~- ~---
H4-1. Was this pregnancy before or after your

RA symptoms began?
0 Before 0 After

~- ~--.

H4-3. What was the baby's birU1 weight?
0 Less than 5 pounds 0 7.1 to 8.5 pounds
0 5 to 5.5 pounds 0 8.6 to 10 pounds
0 5.6 to 7 pounds I:] More than 10 pounds

H4-4. What was the baby's gender?
Female Male

H4-2. What was the outcome of the pregnancy?
(Mark all that apply)
!~) Uvebom
':) Termination
0 Stillbirth
0 Twins
0 Minor or major birth defects:

H4-5. Number of weeks at delivery?
0 32 weeks or less (pre-tenn)
0 33-37 weeks

More than 37 weeks (full tenn)
-

Pregnancy #3 -
H5-1. Was this pregnancy before or after your

RA symptoms began?

:) Before 0 After

H5-3. What was the baby's birth weight?
0 Less than 5 pounds 0 7.1 to 8.5 pounds
0 5 to 5.5 pounds 0 8.6 to 10 pounds
0 5.6 to 7 pounds 0 More than 10 pounds

H5-4. What was the baby's gender?
0 Female 0 Male

H5-2. What was the outcome of the pregnancy?
(Mark all that apply)
0 Uvebom
0 Termination
0 Stillbirth
0 Twins

Minor or major birth defects:

H6-3. What was the baby's birth weight?
(] Less than 5 pounds 0 7.1 to 8.5 pounds

5 to 5.5 pounds C' 8.6 to 10 pounds
,~ 5.6 to 7 pounds 0 More than 10 pounds

H6-4. What was the baby's gender?
Female Male

H&-2. What was the outcome of the pregnancy?
(Mark all that apply)

Uvebom
Termination
Stillbirth
Twins

0 Minor or major birth defects:

~- -

H7-3. What was the baby's birth weight?
0 Less than 5 pounds 0 7.1 to 8.5 pounds

5 to 5.5 pounds 8.6 to 10 pounds
(j 5.6 to 7 pounds 0 More than 10 pounds

H7 -4. What was the baby's gender?
0 Female 0 Male

-
-
-
-~ -
-
-
-
-

H7-2. What was U1e outcome of the pregnancy?
(Mark all that apply)
0 Liveborn
0 Temnstion
0 Stillbirth
0 Twins
0 Minor or major birth defects:

H7-5. Number of weeks at delivery?
0 32 weeks or less (pre-tem1)
i~ 33-37 weeks
0 More than 37 weeks (full te"")

"i ',CS Pco'""" Uo124",,51 "\):.4;)", fccr", " U,:)A
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H6-1. Was this pregnancy before or after your
RA symptoms began?

Before After


