PRINT IN BLOCK CAPITALS WITH BLACK BALLPOINT PEN
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NOTIFICATION OF NON-FATAL EVENT OMB 68 - R1325
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4. New Myocardial Infarction: Complete this Item and Item 7 on page 2.
a. Program physician’s impression: Definite Suspect
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b. Was the participant hospitalized? No Yes
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@ Complete Item 8 on page 2.
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5. Stroke: Complete this Item and Item 7.

a. Criteria @

s (D Persistent (24 hours or more) hemiplegia OR
45 Persistent (24 hours or more) gross hemiparesis not explained by tumor or trauma.

b. Was the participant hospitalized?  No Yes

CL

14¢{ Complete Item 8.

6. Hospitalization (other than M.1. or stroke): Complete this Item and Items 7 and 8.

ICD diagnosis: @

! {
Code: 197 . "L"?.B

Coordinating Center

7. For Items 4, 5, or 6 complete the following.
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b. Source of ascertainment:
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¢. Clinical summary of event: @ F' 59

8. For Item 6, and Items 4 or 5 if the participant was hospitalized, complete the following:
a. Name and address of haspital:

Name:

Address:

City State

b. Date of admission: c. Date of discharge:
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