	Form 04 CONCURRENT MEDICATIONS
	Study Name

	

	SECTION A: GENERAL STUDY INFORMATION
	
	A1. Site/PT.  ID:
	
	/
	
	
	
	
	

	

	A2. DOB:
	
	
	
	/
	
	
	
	
	A3. Baseline
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	A4. Visit Date:
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	A5. Study Staff ID/Initials:
	
	
	
	
	
	


	Form XX CONCURRENT MEDICATIONS
	Study Name

	

	SECTION A: GENERAL STUDY INFORMATION
	
	A1. Site/PT.  ID:
	
	/
	
	
	
	
	

	

	A2. DOB:
	
	
	
	/
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	D
	
	

	



	VISIT INFORMATION

	

	 FORMCHECKBOX 
  Baseline
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	Study Staff ID/Initials:
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	 FORMCHECKBOX 
  6 M
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	Study Staff ID/Initials:
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	 FORMCHECKBOX 
  12 M
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	Study Staff ID/Initials:
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	 FORMCHECKBOX 
  18 M
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	Study Staff ID/Initials:
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	Current Medications
	 FORMCHECKBOX 
 Not Applicable

	

	List any medication you are currently taking. Include such items as prescription medications, aspirin, vitamins, laxatives, calcium supplements, herbal supplements, hormone replacement, and any over-the-counter medications.

	

	Name of Medication

(generic name preferred)
	
	Total Daily Dose
	
	Approximate date you started taking this medication? (MM/YYYY)
	
	Helped?
	
	Comments

	
	
	
	
	
	
	 FORMCHECKBOX 
 A lot
	 FORMCHECKBOX 
 Some
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unsure
	
	

	
	
	
	
	
	
	 FORMCHECKBOX 
 A lot
	 FORMCHECKBOX 
 Some
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unsure
	
	

	
	
	
	
	
	
	 FORMCHECKBOX 
 A lot
	 FORMCHECKBOX 
 Some
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unsure
	
	

	
	
	
	
	
	
	 FORMCHECKBOX 
 A lot
	 FORMCHECKBOX 
 Some
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unsure
	
	

	
	
	
	
	
	
	 FORMCHECKBOX 
 A lot
	 FORMCHECKBOX 
 Some
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unsure
	
	

	
	
	
	
	
	
	 FORMCHECKBOX 
 A lot
	 FORMCHECKBOX 
 Some
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unsure
	
	

	
	
	
	
	
	
	 FORMCHECKBOX 
 A lot
	 FORMCHECKBOX 
 Some
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unsure
	
	

	
	
	
	
	
	
	 FORMCHECKBOX 
 A lot
	 FORMCHECKBOX 
 Some
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unsure
	
	

	
	
	
	
	
	
	 FORMCHECKBOX 
 A lot
	 FORMCHECKBOX 
 Some
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unsure
	
	

	
	
	
	
	
	
	 FORMCHECKBOX 
 A lot
	 FORMCHECKBOX 
 Some
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unsure
	
	

	
	
	
	
	
	
	 FORMCHECKBOX 
 A lot
	 FORMCHECKBOX 
 Some
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unsure
	
	


(Add additional lines as needed.)
	Past Medications
	 FORMCHECKBOX 
 Not Applicable

	

	Please list medication you have used for 3 months or longer, but are no longer taking now. (Please include any over-the-counter medications, herbal supplements, vitamins, etc.)

	

	Name of Medication

(generic name preferred)
	
	Maximum Dose
	
	Approximate date you started taking this medication? (MM/YYYY)
	
	Approximate date you stopped taking this Medication? (MM/YYYY)
	
	Helped?
	
	Comments

	
	
	
	
	
	
	
	
	 FORMCHECKBOX 
 A lot
	 FORMCHECKBOX 
 Some
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unsure
	
	

	
	
	
	
	
	
	
	
	 FORMCHECKBOX 
 A lot
	 FORMCHECKBOX 
 Some
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unsure
	
	

	
	
	
	
	
	
	
	
	 FORMCHECKBOX 
 A lot
	 FORMCHECKBOX 
 Some
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unsure
	
	

	
	
	
	
	
	
	
	
	 FORMCHECKBOX 
 A lot
	 FORMCHECKBOX 
 Some
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unsure
	
	

	
	
	
	
	
	
	
	
	 FORMCHECKBOX 
 A lot
	 FORMCHECKBOX 
 Some
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unsure
	
	

	
	
	
	
	
	
	
	
	 FORMCHECKBOX 
 A lot
	 FORMCHECKBOX 
 Some
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unsure
	
	

	
	
	
	
	
	
	
	
	 FORMCHECKBOX 
 A lot
	 FORMCHECKBOX 
 Some
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unsure
	
	

	
	
	
	
	
	
	
	
	 FORMCHECKBOX 
 A lot
	 FORMCHECKBOX 
 Some
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unsure
	
	

	
	
	
	
	
	
	
	
	 FORMCHECKBOX 
 A lot
	 FORMCHECKBOX 
 Some
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unsure
	
	

	
	
	
	
	
	
	
	
	 FORMCHECKBOX 
 A lot
	 FORMCHECKBOX 
 Some
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unsure
	
	

	
	
	
	
	
	
	
	
	 FORMCHECKBOX 
 A lot
	 FORMCHECKBOX 
 Some
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unsure
	
	

	
	
	
	
	
	
	
	
	 FORMCHECKBOX 
 A lot
	 FORMCHECKBOX 
 Some
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unsure
	
	


(Add additional lines as needed.)
	Study Physician/Coordinator Signature:
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