NATIONAL REGISTER

NATIONAL REGISTER OF HCV
INFECTIONS WITH A KNOWN
DATE OF ACQUISITION

LR D,

REGISTRATION FORM

The natlondl register contains information on HCV infections with a
known date of geauilsition, and provides a facility for the future
monitoring and long term assessment of HCV infection within the UK,

® No potient naomes will be sent 1o, or held on. the national HCV
register. if is therefore very important that you retain the register
number in your records and that you are able to frace the patient
from either the register number or the identifierfreference number
Ihat you supply on the reglisiralion form (Question 1)

<, ® Ethical approval for the register has been oblained from both the
Public Health Laboratory Service and the Multi-Centre Research
Ethics Commiitees. There is no formal requirement to gain potlent
consent,

Enquiries regarding either the HCV national register or compiletion of the
registration form should be directed to:

Dr Helen Harris

A COLLABORATIVE PROJECT BETWEEN THE PUBLIC HEALTH LABORATORY SERVICE AND THE NATIONAL BLOOD AUTHORITY
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é.

9.

10.

1"

-

lease insert details or tick boxes as appropriaic)

identifier by which you can recognise the potient in cunent and fulure conespondance {e.g. hospital number: -

Date of birth (dd/mm/yy): F; ¥} 3. Sex: Mole E:I Femala D

Ethnic group: White :] Block-Carfbbeon :] Bock-Aftican :] Black .o?harE] indlch] PcklsrcniD
aangludcmD cmnasaD Asian, OihetD Other, pleoss specify:

Country of birth:

it you are not the patient's GP, please give the name and address of thelr GP below:

Name:

Acldrass:

Has the potient gver injected drugs (even if only once)? Yesm Nc[:] Notknown' |
Does the patient have any other known risk factors for HCV infection? YbsD No [:] Not knowniJ

If yus. plecse give dednlls:

To your knowledge, tdoes ihe putient have any other significant chronle viral infection? Yes[:] Nom

If yes, plecse specify:

Boes the patient sulter trom any other significant medical conditions? YesE] NoD '

If yes, please specify:

Are you siill responsible for the HCV-reluted care of the patlent?

Yes [_l> PLEASE COMPLETE THE REST OF THE FORM

No m PLEASE GIVE THE NAME AND ADDRESS OF THE CLINICIAN NOW RESPONSIBLE FOR THE HCV-RELATED
CARE OF THIS PATIENT (AND THEN RETURN THE FORM TO US). PLEASE ALSO ENSURE THAT YOU INSERT
YOUR DETAILS AT THE END OF THIS FORM S0 THAT WE CAN CONTACT YOU IF WE NEED MORE
INFORMATION ABOUT THIS PATIENT. THANK YOU VERY MUCH FOR YOUR HELP,

CURRENT CLINICAL STATUS

The next guestions ask chout the potient's current clinlcol status. tn this context, elinfcal status & intended to reflect the potlent's signs and/or symptoms of
fiver dissse, ot thelr test resulls. For exarmple, o potient who has abinormal iiver funciion, or whose biopsy indicetes liver disease, should be clossified as
hoving "no clinclal evidence of liver disense” if they have no physica signs or symphams of ver disease.

1.

<
Has the patient died (pleass fick box)? vasl_J nol_J
If yas, pleose give date of daath {ddimmiyy): £ F; ard couse of death:
i no, doss the patient have:  No clinical evidence of iver dissase [(}» pLease 6o 1o secrion 3

Clinfeal evidence of fiver disease (HCV-related) D

Clhnleal evidence of ver disease (not HCV-relatad) {_i- > Delglis/oouse:

Please record any signe and symploms of liver disease: (.-
Spider noevi D Hepatomegaly D Splencomagely D Ascltes D Vorices D Biseding vorices D Lver tumor D ( :
Other (pleass give detells):
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~ Section 3: TEST RESULTS

1. Date of iast consultation for HOV (dd/mm/yy):

/

7

2. Hos the patient been tested for hepatitis B infection, and ¥ so, what wese the resulis?

HESAQ:

antkHBe:

3. Has the potiont gver had o positive HCV PCR test?

i yes, plecse give date of first known positivi tast (dd/mmy/yy):

4. Date of ketest HCV PCR test resulis (da/mm/yy):

Rasults (plaose fick box)

5. Duate of lotest liver function tesis (dd/mm/yy):

Resuits {plexse tick box or enclose copy of report form):

if el placse give resulls and tast rongas: ALT

posve_]
postivel_]

ves ]

4.

NagcﬁveD
Negative D

NaD

7
Podive D

Negaﬂveu

Range

Nomai[_]

Bilirubiry

Rorge

6. Dote of lafest liver blopsy (dd/mmivy):

Resulfs {pleass tiek bow:

Norenot D

Not testad D
Not lestedm

Not tested D

Not donaD

indetaminant )

Nest cdone I_J
Abnormal D

Notawe_]
Hot surag

Nofknown{:]

Net knownD

Not known L—_-]

Nt known D

N&WD

Not dong L—.]
Abnormiol D

No?mown[]
thknown:l

if abnomal, pleose give resulls (enciose copy of report form, If possible):

Hi ooaliuic
epccgrcmmx; D

Minimal change D Chuonic hepaﬁﬂsg Clrhosls D

Fibrosls scone Gf known) Seoring system:

Section 4: ANTIVIRAL DRUG TREATMENT

4
%

1. Hasthe patient had any anitvirol reatment for HCV?  Yes |__o»  PLEASE CONTINUE WITH THIS SECTION

“No [_p» PLEASE GO TO QUESTION 3
¥ yas. pleass insert detalls of freatment In the table below:
Interferon interteron Dosage of Schedule fay

Walteron®) tudcs woeskly) - units) buice waely)
A
]
[

2. Whaol was the response fo freatment? (please tick only one of the ¥ boxes belaw)
Lote ralopse (PCR negotive more than 12/12 affer tradtment but became posifive ot a later dote) D
Long fem response (remalng PCR negotive 12/12 affer freaiment completed D
Sustained sasponse (remaing PCR negative 6712 after reatment complated) D
Immedictefiniticl iesponse (PCR negotive «6/12 ofter reaiment complated) D
Tearglant response (PCR negotive durdng treatrent bul become positive ofter freaiment} D
No responsg (hever became PCR negotive Q
Teeotment stopped eory (eg. due fo side effects) D
Not retevars (till on hectment) D
Secifon 4 cantinued overiegt
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Section 4: ANTIVIRAL DRUG TREATMENT continued

3. Hos the potient taken par in any onfiviral drug friois? ves _J nol_J

ifyes, piotze g dotalls Name of il

Patlient regishation/cods numben: Date of entry: / /

Section 5: CURRENT MANAGEMENT

1. During the last 12 months what coare hos the pafient recelved for HCV-related iiness?

None D Cuipatiant only D Inpatient (cssessment only eg. iver blopsy) D Inpotiont (medical corne) D

It the patient recsived Inpatient tmedica! care) in the last 12 months for HCV-sloted finess, please give date and reason for each admission:

Dote (Gdfamipyyy £ / Reasor:

Dote (ddfmmpyyl: ¢ 7 Regson

Duto (delfmm/lyyi: I ); Reuswn: - o .

Date {ddimmpyy: b £ Reason:
2. Whot was the potient's aleohol intﬁke ot first diagnosis (b unils of alcohol/week, if possible)? Not known D
3. Whatlis the polient’s current alcohol intake (n units of alcohol/weask, if possible)? Not tnown [:]
4.  Hos the palient ever smoked? Yas D No D Not known D

5. How muny clguretius does the putient curently smoke each doy?

NonaD 09D m-WD movmors{:] Nofknova

-~ COMMENTS
# you have uny comments that you would like ta make, please do so in the space below:
;-
e
¢
P ~ * . w o~ - e - = o

Please print yow deloils balow 8o that we con contact you if we need more information about this potient:

Your norme:

Date (dafmmiyy): F 3 Telaphone number:

THANK YOU VERY MUCH FOR YOUR HELP
ALL THE INFORMATION YOU PROVIDE WILL BE TREATED IN CONFIDENCE

PLEASE RETURN THIS FORM T0O;

Dr H E Harris
PHLS Communicable Discase Surveillance Centre
&1 Colindale Avenue, London NW9 S5EQ
Tel: 0181 200 6868 ext [e]{oR
E-mail: hharris@
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