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AND COMPLICATIONS
EPI DEM OLOGY OF DI ABETES | NTERVENTI ONS AND COWVPLI CATI ONS
Notification of Mssed dinic Visit or Mdification of Foll ow up Schedul e
This formis to be conpl eted whenever a patient fails to keep an annual visit within the "time wi ndow' all owed or

fails to undergo any schedul ed procedure. The original of this formis to be sent to the Data Coordinating Center in
the nonthly forms mailing. Retain a copy in the clinic files.

A. | DENTI FYI NG | NFORMATI ON Quality of Life Questionnaire (060) (1
1. dinic Number L Heal th Status Questionnaire (061) (1
2. Patient ID Nuroer Health Care Delivery Questionnaire (070) (1
3. Patient's Initials o Harvard Food Frequency Recall Questionnaire
(080) (1
4. Date formconpleted
Month Day  Year Resting El ectrocardi ogram Mailing List (103) (1)
B. VISIT | NFORVATI ON Carotid Artery Utrasound Mailing List (104) (1)
1. Target date for missed visit __ __ __  __ __ __ Li pid, Serum Creatinine, and Saved
Mont h  Day Year Speci men Mailing List (105) (1)
2. Indicate which EDIC visit Renal Specinmen Mailing List and
this was to be: o GFR Wrksheet (106): 4- Hour Renal (1
3. Indicate which (if any) of the follow ng GFR (1)
procedures were to have been conpleted at o ]
this visit but were not conpl et ed. Fundus Phot ograph Mailing List (107) (D
(CHECK ALL THAT APPLY).
Henogl obi n Alc Specinmen Miiling List (108) (D

Medi cal History and Physical Exanmi nation (002) ( 1)
O her; specify: (D

Opht hal mi ¢ Exam nation and Visual Acuity (030) ( 1)

M chi gan Neur opat hy Screeni ng | nstrument
and 10 gm Fi |l ament (050) (D
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4. Has the patient been in contact with or
been contacted by the EDIC clinic No Yes
concerning his/her mssed visit? (1 (2

If YES, in your opinion, what is the nain
reason for the mssed visit? (CHECK ONLY ONE)

Patient refuses to undergo these
exam nations but is willing to undergo

ot hers ( 1
Moved to a | ess convenient |ocation ( 2)
Il ness/ surgery/ hospitalization ( 3)

(IF SO YOU MAY ALSO NEED TO COWPLETE
A VERI FI CATI ON FORM

CGeneral decline in nmotivation ( 4)

Conflicting responsibilities ( 5)
(job, birthday, famly)

Schedul i ng error ( 6)
Fi nanci al constraints ( 7
Pr egnancy ( 8)
Lactating ( 9
O her; specify: ( 10)

5. WII any of the m ssed
procedures be conpl et ed No Yes Uncertain

at a later date? (1D (2 ( 3

If YES, specify which ones and when:

Certification
Si gnature of Study Coordi nator: Nunmber (if any)




