INTERNATIONAL STUDY ON CEREBRAL VEIN AND DURAL SINUS THROMBOSIS (ISCVT)
FOLLOW UP FORM - CENTRE No 
	IDENTIFICATION

Initials:
     
Date of birth:
     /     /     
    Day            Month          Year
FOLLOW UP

Date
     /     /     
    Day            Month          Year
out patient clinic  FORMCHECKBOX 

Phone  FORMCHECKBOX 

Other  FORMCHECKBOX 

DISABILITY

MODIFIED RANKIN SCALE AT DISCHARGE

 FORMCHECKBOX 

0

No symptoms
 FORMCHECKBOX 

1

Minor symptoms not interfering with lifestyle

 FORMCHECKBOX 

2

Minor handicap: symptoms which lead to some restriction of lifestyle but the patient is able to look after himself

 FORMCHECKBOX 

3

Moderate handicap: symptoms which significantly restrict lifestyle and/or prevent totally independent existence

 FORMCHECKBOX 

4

Moderately severe handicap: symptoms which clearly prevent independent existence though not needing constant attention

 FORMCHECKBOX 

5

Severe handicap: totally dependent, requiring constant attention day and night

 FORMCHECKBOX 

6

Death

 EVENTS AND DATES 

Yes
No
Cause 
Death

 FORMCHECKBOX 

 FORMCHECKBOX 

     /     /     
    Day            Month          Year
     
Yes
No
New symptom/signs

Recurrent CVDST

 FORMCHECKBOX 

 FORMCHECKBOX 

     /     /     
    Day            Month          Year
     
Confirmed by: MR  FORMCHECKBOX 
 or      
Yes
No
Specify

Other thrombotic event

 FORMCHECKBOX 

 FORMCHECKBOX 

     /     /     
    Day            Month          Year
     
Yes
No
Type

Seizure

 FORMCHECKBOX 

 FORMCHECKBOX 

     /     /     
    Day            Month          Year
     
 FORMCHECKBOX 

 FORMCHECKBOX 

     /     /     
    Day            Month          Year
     
 FORMCHECKBOX 

 FORMCHECKBOX 

     /     /     
    Day            Month          Year
     
Yes
No
Cause

Hospital admission

 FORMCHECKBOX 

 FORMCHECKBOX 

     /     /     
    Day            Month          Year
     
 FORMCHECKBOX 

 FORMCHECKBOX 

     /     /     
    Day            Month          Year
     
Yes
No
Cause

Severe headaches

(Requiring bed rest or hospital admission)
 FORMCHECKBOX 

 FORMCHECKBOX 

     /     /     
    Day            Month          Year
     
Yes
No
Specify quantitatively

Right eye

     
/

     
Visual loss
 FORMCHECKBOX 

 FORMCHECKBOX 

     
Left eye

     
/

     
Yes
No
Complications (if any)
Pregnancy
 FORMCHECKBOX 

 FORMCHECKBOX 

     /     /     
    Day            Month          Year
     
Yes
No
Abortion (spontaneous)
 FORMCHECKBOX 

 FORMCHECKBOX 

     /     /     
    Day            Month          Year
Yes
No
Abortion (voluntary)
 FORMCHECKBOX 

 FORMCHECKBOX 

     /     /     
    Day            Month          Year
TREATMENTS AND DATES 

Yes
No
From
To
SC heparin/LMVH

 FORMCHECKBOX 

 FORMCHECKBOX 

     /     /     
    Day            Month          Year
     /     /     
    Day            Month          Year
Oral anticoagulants

 FORMCHECKBOX 

 FORMCHECKBOX 

     /     /     
    Day            Month          Year
     /     /     
    Day            Month          Year
Antiplatelet drugs
 FORMCHECKBOX 

 FORMCHECKBOX 

     /     /     
    Day            Month          Year
     /     /     
    Day            Month          Year
Anticonvulsants

 FORMCHECKBOX 

 FORMCHECKBOX 

     /     /     
    Day            Month          Year
     /     /     
    Day            Month          Year
Other      
 FORMCHECKBOX 

 FORMCHECKBOX 

     /     /     
    Day            Month          Year
     /     /     
    Day            Month          Year
ETIOLOGY

Since hospital discharge was a new etiology/predisposing factor identified? If yes Specify

     
NEUROLOGIST

     
After completion return to the co-ordinating office by:

fax to:
351 1 7957474 or 351 1 7972855
E-mail to:

jmferro@iscvt.com
iscvt@iscvt.com
or mail to:
ISCVT Coordinating Office

Centro de Estudos Egas Moniz

Hospital de Santa Maria

1699 LISBOA CODEX

PORTUGAL



Please keep a copy of this form for your records.
