
DAC Study Form 338 – Lost to Follow-up  

338.1 
    

Revised on 06/23/2004 

This Form should be completed by a study coordinator when a patient is truly lost to follow-up 
and all efforts to keep the patient in the study have been exhausted. If a lost to follow-up patient 
comes back to the study, please, contact the DCC. 

1. Patient Identification Number...................................................................__ __ __ __ __ __ 

2. Name Code..........................................................................................................__ __ __ __ 

3. Was the patient on drug before he/she was lost to follow-up (0=no, 1=yes) ....................__ 

Note: If Q. 3=yes, make sure Form 336 is completed. 

4. Reason patient was lost to follow-up............................................................................__ __ 

1 = Patient has transferred to peritoneal dialysis 
2 = Patient has undergone renal transplantation 
3 = Patient has moved and the study team can no longer perform study related procedures 

Note: (Make sure you have the patient's new address and phone number.) 
4 = Patient is truly lost and the team cannot find him no matter what we do 
5 = Patient transferred to facility where follow-up is not possible. 

Note: (Make sure Form 382 is completed.) 
6 = Protocol violation: A patient with the wrong type of vascular access was randomized 
and therefore needs to be withdrawn from the study ("Fistula study patient" received 
graft or vice versa). 
7 = Patient has withdrawn consent for any further data collection 
8 = recovery of renal function 

5. Most recent date the study team was able to contact the patient__ __ / __ __ / __ __ __ __ 

Note: If patient has transferred to peritoneal dialysis or received renal transplantation, 
enter the start date of peritoneal dialysis or the date of transplantation. 

6. Describe in detail what happened in the text field below. Use the back of this sheet too. 
 
 
 
 
 
 
 
 
 
 
201. Date this form completed ............................................................ __ __/__ __/__ __ __ __ 
202. User ID of person completing this form.......................................__ __ __ __ __ __ __ __ 

Clinical Center Use Only 

Date Form Entered __ __/__ __/__ __ __ __ 

Person Entering this Form____________________________________ 
 


	DisclaimerBox0: Persons using assistive technology may not be able to fully access information in this file. For assistance, e-mail niddk-cr@imsweb.com. Include the Web site and filename in your message.


