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'misfomstmldbeccnpletedasbloodarﬂm'imisrequimd, whether samples
are coollected or not. See Mamual of Operations, Chapter 3, for camplete
discussion of drawing blood, processing, packaging and shipment of ca'rbanmers

4. b. Visit type - B is baseline, F is follow-up, A is abbreviated
follow-up for visits every 4th month after a stop point has
been reached, and P should be used when blood wo: i
doneatthespecialzweekvisitafterastcppoi.nt. X is
used for Study F blood work. Visit type K is for all stwdy C
post stop point visits.

C. Visit mumbers are sequential as follows:
' . 0.0 = Baseline Visit 0
1.0 = Baseline Visit 1 1.0 = Follow-up visit 1
2.0 = Baseline Visit 2 2.0 = Follow-up visit 2
3.0 = Baseline Visit 3 3.0 = Follow-up visit 3
4.0 = Follow-up visit 4 (etc.)

For blood work right after a stop point use 1.0 here.

If a second blood sample is sent after B3 for repeat albumin,
label 3.9.

6. Indicate status of each applicable collection.
a-b. A camplete collection is defined as being between 23 1/2 and
24 1/2 hours. If it is not complete enter 3 and do not send
samples to the lab. It is important to explain the reason why
the blood or urine was not dane (short collection, incamplete
or spilled, patient fainted, or whatever the reason may be).

7. b. If the mumber of hours is zero, enter 0. It if is unknown,
enter 99.

8. f. This question has been added.
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MDRD)

Modification of Diet in Renal Disease Study
Central Laboratory Blood/Urine Mailing Form

This form is to be completed every month for the 24-hour urine collected and every 2nd
month for both blood and urine tests. Complete for all required tests.

Patient Identification Number

.......................................................

Patient Name Code

...................................................................................

Clinical Center

.......................................................................................................

a. Date form. completed.........cccovuiiiiiiiimmiiiiinncinneees / /

b. Visit Type

...............................................................................................................

€. ViISIt NUMDEI...oiiiitiiterir e eicirnir st s e bbb e e
Type of Sample that should have been Fotod| =101 1= s FUUTO T OO PP PPPPPIS

1 = Blood

2 = Urine

3 = Both
a. Status of Blood COolECON .......cciveeiriiee i ranieranrrreeretes e e st e ts st

1 = Blood collected

2 = Blood not collected due to short-term iliness

3 = Blood not collected - other reason
b. Status of Urine CONBCHON . .........vvvieiriiiieeetrenieierr et s st

1 = Urine collected

2 = Urine not collected due to short-term illness

3 = Urine not collected - other reason
a. Date DIOOd drawn.....ccoieverveeiririennieririirssesee s e I S S
b. How many hours was the patient fasting before blood was drawh? ....................... o

¢. Were medications (NSAIDS, cimetidine, trimethorprim, cephalosporins) appropriately
withheld 48 hours prior 10 the test? (1 =Yes, 2 = NO) ..cccriiinimmniineniiniiniieees
(1t not taking any medications, answer 1 = yes.)
0. Reason DIOOA AraWN......cueeieerieiviieiiieiieeeereersiissas e e e e e e s s aas s s s s e s s e s s e s
1 = Regularly scheduled
2 = 1 week after stop point
Repeat B3 albumin for eligibility
Repeat due to action item
specify:

3
4
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Modification of Diet in Renal Disease Study

Central Laboratory Blood/Urine Mailing Form

Total volume of jug (urine + preservative) (mi)

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

o »

Volume of preservative alone......... eeeeeertareeanesetantateae s er st asarananensens
c. Date urine collection completed......coorveeiicicicniininiinnnennn, / /

d. Starting time (24-hour clock)

..............................................................

e. Ending time (24-hour clock)

...............................................................

f.  Were medications withheid appropriately? (1 = yes, 2 = no)
( not taking any medications, answer 1 = yes.)

.......................................

9. a. Have samples been sent to the lab? (1 = yes, 2 = o)

................................................

b. Date sent to central laboratory for analysis............ceevemniniineees R S S
101. Cenification number of person completing this form.......oooovninnnononne
102. Date form entered............. et s / /

' ' 103. Certification number of data entry PETSON .........ccereerrirereisermrnsssseesses

Retain a copy of this form for your files. Send the original to the MDRD Study GFR Central
Lab. Please use MDRD Study mailing labels:.

MDRD Central Laboratories
Desk A101

The Cleveland Clinic Foundation
9500 Euclid Avenue

Cleveland, Ohio 44195- 5042

PWO 1469

212G




	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.


