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Focal Segmental Glomerulosclerosis (FSGS) Clinical Trial

Medication Stop Point Form (Form # 72)

Once a Stop Point has been confirmed by Clinical Management Subcommittee Review, a measurement of
serum SMA 18, cyclosporine level, CBC, lipids, and Up/c will be obtained. Refer to the Protocol section
11.2 for further information pertaining to Medication Stop Points.

W

1. Particjpant ID Number 2. Alpha Code 3. Visit Number 4. Date of Visit (dd/mmm/yyyy)
P ALHED VISN Vi
Reason for Stop Point:
5. 8. PIEENANCY .ovuiiiieiiiiiciieciectt et et e s e e e e sreeebsessr e e beesressnvessneesneesnnis (0 =no, 1 =yes) F }226’
1) Date of positive pregnancy test ........... (ddmmomtyyyy) /) P}ZEGDT
. Decline in GFR: 50% decline from baseline in estimated GFR }
£0 GFR < 75 UGN/ L T30 oo ©O=n0,1=yes) __ DECEFR
1) Date of blood specimen collection
that determined Stop Point.................. (ddmmwm/yyyy) /- ___b RA V\)DT
Does the participant have kidney failure? .........cccccevevveeeeevievnenieciereerenn, (O=no,1=yes) __ ESRD
If yes and if applicable, complete an SAE (F61) and hospitalization (F62) form
1) If yes, patient’s ESRD treatment modality.........ccceveveerieeererereieeieeereeeeeeeeeeeeeeenns __ESRDRXK
1 = hemodialysis 4 = untreated (refusing dialysis)
2 = peritoneal dialysis 8 =not applicable
3 = kidney transplant 9 = unknown
2) Date of ESRD 0nS€t.......c.cvvemeeeerrenne. @dmmm/yyyy) /o ESRDBT
. Medication related tOXICIEY ...veveuerrerererereererereeeeerere et (0=no, 1=yes) ___MEDTOX
If yes, complete the appropriate toxicity CRF
OHET ..ttt ettt ee e e e eneserte e beesteesae e st e snbeesaaenane (0=no,1=yes) __(JTHE R
1) if Se, “Other” is yes, specify.................. OTHS Pe
6.  Since the participant’s last visit, did an Adverse Event possibly related to
StUAY AIUG(S) OCCUL? ettt ettt ettt et ettt eae st e sae e ees (0=no,1=yes) __PAEOD ec
If yes, complete the appropriate AE form(s) — F60 and/or F61
7. Has the participant been hospitalized since the last visit?.........cccccevvevennnn.ne. (0 =no, 1 = yes) _HOSPNY
If yes, complete F62 (Hospitalization Form) and F61 (SAE)
8.  Date Clinical Management Committee confirmed _
SEOP POIOL.veeereeeeeer oo (ddmmmiyyyy) /. SPCFDT
(DCC to enter once confirmation notification received from Clinical Management Committee)
200. Date this form completed...................... (dd/mmm/yyyy) / ]
201. Username of person completing this form.........c.cccveervennnn...
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