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Instructions:  Complete this form to report a deviation from protocol, at the time that the occurrence becomes known. 
 
Protocol Deviation (check one): 

1   Ineligible patient enrolled 

2   Follow-Up evaluation not completed in-person, specify reason ________________________________ 

Time-point: 1   8 Week 2   6 Month 3   12 Month 

Method of follow-up (check all that apply):   Telephone   Medical record 

   PCP   Other _______________________ 


