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Set ion 1: PATIENT DETAILS (please insert details or tick boxes as appropriate) 

... . i rrII. 

S. Country of birth: ... .........................,...................................................................................................................,............................................,<,..,...................................... 

Name: -, 

Address; ........................................................................................................................................,..,...................,............................................................,........<.,,......,.,,....,. 

...,......< ..............................................................................„.... ..,,..........,................................,..,.......,..,........,.,.......>...,.......,.......,.., ..,..,.,.., 

7. Has the patient ver Infected drugs (even It only once)? Yes No Not unawra 

S. Does the patient have any other known risk factors for HCV Infection? yes Na Not known;,) 

It yes, please give details : .......................................................................................................,.......,.<,.<,,....................................................................................................... 

9. To your knowledge, does the patient have any other significant chronic viral Infection? ayes Li Na tJ 
It yes. please specltyc ..................<,... >..........................,................,................................................................,.,.....,.......,...................................,....................................,..... 

10. Does the patient suffer from any other significant medical conditions? YesLJ Na 

if yes. please specltye < ......................................................................................................................................................................................................<..........................., 

• a 

r s; a rr ♦ < ♦ a 

Name: ........................................................................................................................................................................................................................................................... 

Address. ,.<,.<,.........<...,.<.......<,.........<.......<..<,......<..<..<.......<.,<..<.......<.....< .............<...,...<.....................................................................................<.......................<.......<,......<,..,..., 

»....,...< ................................... <..............<..,.............,..............................................................».....,............................................,........, 

• • i a 

The next questions ask about the patients current clinical status. in this context, clinical etches is intended to reflect the patient's signs and/or symptoms of 
liver disease, not their test resuifs. For example, a patient who has abnormal liver function, or whose biopsy Indicates liver disease, should be classified as 
Moving °no elincial evidence of liver disease` if they hove no physical dams or symptoms of liver disease. 

1. Has the patient died (please tick box)? yes Na 

If yes. please give dote of death (dd/mm/yy) ............... /............... /............... and cause of death: ............................................................................................... 

it no, does the patient have., No clinical evidence of liver disease ~ y~ PLEASE GO TO SECTION 3 

Clinical evidence of liver disease (HCV-mated) 

Clinical evidence of liver disease (not HCV•reloted) Details/cause: ,-,,,,_ ....................._................................................... 

2. Please record any signs and symptoms of liver disease: 

Spidernoevl EJ Hepatomegoly $plenomegctyIJ Ascites VaricesEJ Bleeding varices Liver tumor 

Other (please give details): > ......................................................................................................................................................................................................................... 
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Section 3: TEST RESULTS 

1. Date of last consultation for HCV (dd/mm/yy): 1111.. /, ,,,, ,,,,. j,,,,,,,,,,,,. 

2.. Has the patient been tested for hepatitis B infection, and P so, what were the results? 

H&Ag PosllKe0 Negative Not tested Not surd 19
ontl41Bc: Posittva Negative Not tested Not sure 

3. Has the pat nfeve' had a positive HCV PCB test? YesO Not tested Not known19 

If VOL Please give date of first known positive test Cdd/mrnlyy) . ............... I..........1111.. I,,.......,, ,,,. 

S. ate of fastest liver function tests (dd/rnrn/yy); 

ReSutts tick box or enclose copy of report form): 

!t abnorrgtel. please give results and test ranges; ALT 

Bilirubin 

1.1.1.1.........1.....„........, / ................ Not done

Positive 19 Negative indatennlrtcnt 19
1 ............. . ,............... Nat done „ 

Normal 19 Abnormal 19
Range......................................... AST ....,......,,.,..,, Range 1111.. 

Range ...................1..................... Albumin .,..,.............. Range 1111.. 

6. Date of latest liver biopsy (dd/mmlyy): ......... /...,............ [ ................ Not dons 19
Rewlts (p€eose tick box): Normal 19 Abnormal 19
if abnormal. please give results (enclose copy of report form, It possible) 

Not knownEl 

Not known 

Minimal change Chronic hepatitis Cirrhosis 19 nape 
r0 e;arclnoma 

Fibrosisscore (it known) .............................................................................................. em', ...........,..,..........,.................................................................... .. 

r r

1. Has the patient had any anityirai treatment tar HCV? 

It yes, please Insert details of treatment In the table below; 

Yes E CONTINUE WITH THIS SECTION 

No PLEJ'SSEGOTOQUESTION3 

2. What was the response to treatment? (please tick only one of the a boxes below) 

Late relapse (PCR negative more titan 12/12 after treatment but become positive at a later dote) 

19('""~ 
Long term response (remains PCR negative 12112 after treatment completed) 4„~ 

Sustained response (remains PCR negative 6112 cuter treatment completer) 

19Immedlate/bitlal response (PCR negative e6/i2 after treatment completed) 

19Transient response (PCR negative during treatment but become positive offer treatment) 

No response (never become PCRnegotive) 

slopped early (eg. due to side effects) LiTreatment 

Li relevant (still on treatment) 

Seaton 4 conerrrw eved?erf 
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3. Has the patient taken part in any antiviral drug trials? Yess No 

if yes eao €3 'o oto Name f hlal. .» ....................».................».».......................„........ ......».........»»..,.., ,........».......................».»...................................... 

Patient registrot€onfcode number : ......................._........................•.................................. ................... ..,........ Dote of entry ................ /...,.....,..,.. /................ 

1. During the last 12 months what care has the patient received for HCV-retated Illness? 

None U Outpatient only U Inpatient (assessment only eg. Over biopsy} Inpatient (medical care) Li
If the patent received Iteet (medIcal care) in the last 12 months for HCV-related Illness, please give date and reason for each admisslan, 

Dote (dlmm  /...,..,..,,..... Reason: .................. . 

Date (ddlmmfy is ..... ... .. t ................ f.....,,....,.. Reason: ................ 

Data tdd/ma+rsfr r1: ....,.....,..... t...........»... / ................ Revsvra: ........,....»».»....»........,......»....».».»....»»....»....»...»...:....:................»»:...»...».».................,..,......».. 

[sate (dd/rnm/yy) : ................ /................1..,....»......, Reason , , ,.......,.........».....................»....».....»»..........,..,...... 

2, What was the patient's alcohol Intake at first diagnosis (in units of alcohol/week, H possible)? . Not known 

3. What Is the patient's current alcohol intake tin units of alcohol/week, If possible)? » ....................»................... Not known Li
4. Has the patient ever smoked? Yes Li No Li Nat known 

S. How many cigarettes does the patient currently smoke each day? 

None 0 10-19 20 at more Not known 

J 

Please print yaw dates betow so that we can contact you it we need more Information about this patient: 

Your nam ....................................................................................................................... ..,........... ...,...»...........,.....,.......,..,............,..,..,.,..,.,...................................................... 

Dote (ddfrnm/yy) : ................ /......,......... /.......,......,, Telephone number: 
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