
关于筛选访视的信息

关于我/我的家人的信息：

研究中心名称：__________________________________________

地址：__________________________________________________

工作人员联系人姓名：_______________     电话：_______________      电子邮件：______________________

约诊时间：____________     诊室号/楼号：____________

是否提供无障碍停车位？

计划的程序和检测：__________________________________________________________________________

验证试验入选资格所需的信息*：_______________________________________________________________

注：________________________________________________________________________________________

*例如，这些可能包括 SMN2 拷贝数或近期住院治疗的记录。

SMA 类型：_______________     SMN2 拷贝数：________________________

研究团队是否需要记录 SMN2 拷贝数？ 

当前最大运动功能：      有支撑坐立      无支撑坐立      能够站立     能够行走

诊断史：

如为产前诊断，请勾选：

如为通过新生儿筛查确诊，请勾选：

开始出现 SMA 症状的年龄（按月计）：___________   诊断日期：___________________

筛选访视清单

这一部分可在筛选访视前填妥，以加强与研究团队成员的讨论。请填写所有药物、治疗和住院治疗， 
包括与脊髓性肌萎缩症 (SMA) 无关的药物、治疗和住院治疗。

近期疫苗史（过去 12 个月）：

日期：___________  疫苗：______________________ 日期：___________  疫苗：______________________

日期：___________  疫苗：______________________ 日期：___________  疫苗：______________________

日期：___________  疫苗：______________________ 日期：___________  疫苗：______________________

Cure SMA 是一个为脊髓性肌萎缩症患者进行宣传的全国性组织。脊髓性肌萎缩症是一种进行性神经退行性疾病，会剥夺
患者的体力，使其丧失行走、吞咽和呼吸能力。
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日期：_____________  住院治疗原因：_______________________________________

日期：_____________  住院治疗原因：_______________________________________

日期：_____________  住院治疗原因：_______________________________________

日期：_____________  住院治疗原因：_______________________________________

日期：_____________  住院治疗原因：_______________________________________

日期：_____________  住院治疗原因：_______________________________________

日期：_____________  住院治疗原因：_______________________________________

日期：_____________  住院治疗原因：_______________________________________

近期疾病史（过去 12 个月）：

开始日期：________ 结束日期：________ 疾病：_________________ 服用的药物：________________

开始日期：________ 结束日期：________ 疾病：_________________ 服用的药物：________________

开始日期：________ 结束日期：________ 疾病：_________________ 服用的药物：________________

开始日期：________ 结束日期：________ 疾病：_________________ 服用的药物：________________

开始日期：________ 结束日期：________ 疾病：_________________ 服用的药物：________________

开始日期：________ 结束日期：________ 疾病：_________________ 服用的药物：________________

开始日期：________ 结束日期：________ 疾病：_________________ 服用的药物：________________

开始日期：________ 结束日期：________ 疾病：_________________ 服用的药物：________________

开始日期：________ 结束日期：________ 疾病：_________________ 服用的药物：________________

开始日期：________ 结束日期：________ 疾病：_________________ 服用的药物：________________

近期损伤史（过去 12 个月）：

日期：________ 损伤：_______________ 接受的治疗：_______________________________________

日期：________ 损伤：_______________ 接受的治疗：_______________________________________

日期：________ 损伤：_______________ 接受的治疗：_______________________________________

日期：________ 损伤：_______________ 接受的治疗：_______________________________________

日期：________ 损伤：_______________ 接受的治疗：_______________________________________

近期住院治疗史
（过去 12 个月；请包括接受 SMA 治疗相关的住院治疗情况）：
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开始日期：________  结束日期：________  药物名称：__________________  剂量： __________

服药原因：_____________________ 停药原因：___________________________

开始日期：________  结束日期：________  药物名称：__________________  剂量： __________

服药原因：_____________________ 停药原因：___________________________

开始日期：________  结束日期：________  药物名称：__________________  剂量： __________

服药原因：_____________________ 停药原因：___________________________

开始日期：________  结束日期：________  药物名称：__________________  剂量： __________

服药原因：_____________________ 停药原因：___________________________

开始日期：________  结束日期：________  药物名称：__________________  剂量： __________

服药原因：_____________________ 停药原因：___________________________

用药史（包括补充剂）：

开始日期：________  结束日期：________  药物名称：__________________  剂量： __________

服药原因：_____________________ 停药原因：___________________________

开始日期：________  结束日期：________  药物名称：__________________  剂量： __________

服药原因：_____________________ 停药原因：___________________________

开始日期：________  结束日期：________  药物名称：__________________  剂量： __________

服药原因：_____________________ 停药原因：___________________________

开始日期：________  结束日期：________  药物名称：__________________  剂量： __________

服药原因：_____________________ 停药原因：___________________________

开始日期：________  结束日期：________  药物名称：__________________  剂量： __________

服药原因：_____________________ 停药原因：___________________________

开始日期：________  结束日期：________  药物名称：__________________  剂量： __________

服药原因：_____________________ 停药原因：___________________________

开始日期：________  结束日期：________  药物名称：__________________  剂量： __________

服药原因：_____________________ 停药原因：___________________________

提示：拍摄每种药物包装的照片，以帮助记忆。
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物理治疗史：

开始日期：________ 结束日期：________ 类型：_________________ 办公室/科室位置：____________

停止原因：_______________________________________________________________________________

开始日期：________ 结束日期：________ 类型：_________________ 办公室/科室位置：____________

停止原因：_______________________________________________________________________________

开始日期：________ 结束日期：________ 类型：_________________ 办公室/科室位置：____________

停止原因：_______________________________________________________________________________

职业治疗史：

开始日期：________ 结束日期：________ 类型：_________________ 办公室/科室位置：____________

停止原因：_______________________________________________________________________________

开始日期：________ 结束日期：________ 类型：_________________ 办公室/科室位置：____________

停止原因：_______________________________________________________________________________

开始日期：________ 结束日期：________ 类型：_________________ 办公室/科室位置：____________

停止原因：_______________________________________________________________________________

其他治疗史：

开始日期：________ 结束日期：________ 类型：_________________ 办公室/科室位置：____________

停止原因：_______________________________________________________________________________

开始日期：________ 结束日期：________ 类型：_________________ 办公室/科室位置：____________

停止原因：_______________________________________________________________________________

开始日期：________ 结束日期：________ 类型：_________________ 办公室/科室位置：____________

停止原因：_______________________________________________________________________________

手术史：

手术日期：__________________ 手术类型：__________________________________________________

手术日期：__________________ 手术类型：__________________________________________________

手术日期：__________________ 手术类型：__________________________________________________

手术日期：__________________ 手术类型：__________________________________________________

手术日期：__________________ 手术类型：__________________________________________________
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计划进行的手术（未来 24 个月内）：

估计日期：_____________  手术类型：_________________________________________________________

估计日期：_____________  手术类型：_________________________________________________________

其他健康史：

其他不良状况（例如，脊柱侧凸、挛缩、胃食管反流病 [GERD] 等）：

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

已知过敏原：_______________________________________________________________________________

___________________________________________________________________________________________

使用的辅助呼吸设备（例如 BiPap）：______________________________ 小时/天：___________________

您是否使用咳痰机？                         类型：_______________________________________________________

常规摄食（勾选所有适用项）：     禁饮禁食     依赖管饲

     具有一定补偿作用的全经口饮食     无限制全经口饮食。

生殖健康：

您目前是否怀孕？

您是否计划在未来 24 个月内怀孕？ 

您目前是否正在使用避孕措施？                         类型：_____________________________________________

当前医疗保健提供者：

姓名：____________________  提供者类型：________________________  电话：_____________________

姓名：____________________  提供者类型：________________________  电话：_____________________

姓名：____________________  提供者类型：________________________  电话：_____________________

姓名：____________________  提供者类型：________________________  电话：_____________________

姓名：____________________  提供者类型：________________________  电话：_____________________

姓名：____________________  提供者类型：________________________  电话：_____________________

姓名：____________________  提供者类型：________________________  电话：_____________________

姓名：____________________  提供者类型：________________________  电话：_____________________

姓名：____________________  提供者类型：________________________  电话：_____________________

姓名：____________________  提供者类型：________________________  电话：_____________________

是       否

是       否
是       否

是       否
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本试验的目的是什么？

我/我的家人是否能够继续接受我/他们目前的治疗？

我/我的家人的治疗计划是否会改变？

是否有可能接受安慰剂或假治疗？

研究团队在试验期间将进行哪些类型的医学检测和程序？

研究团队将如何在程序执行期间确保我/我的家人的安全和舒适？

预计我参加临床试验的时间有多长？

我必须多久到医院或科室访视一次？这些访视是否需要留院过夜？所有访视都是当面进行的，还是有机
会通过远程医疗进行？

参加研究可能有哪些风险？

参加研究可能有哪些获益？

在参加试验期间，谁将监督我/我的家人的诊疗护理？

谁将支付与参加研究相关的费用？

我/我的家人还可以报销其他费用吗？是否包括差旅报销？

如果我/我的家人因参加本研究而受伤或生病，会怎样？

还有谁可以查阅我的数据和/或样本？

要提问的问题

Cure SMA 是一个为脊髓性肌萎缩症患者进行宣传的全国性组织。脊髓性肌萎缩症是一种进行性神经退行性疾病，会剥夺
患者的体力，使其丧失行走、吞咽和呼吸能力。

Cure SMA | 800-866-1762 | cureSMA.org

http://www.curesma.org
http://cureSMA.org

	Site Name 1: 
	Address 1: 
	Staff Contact Name 1: 
	Appt Time 1: 
	Room Building Number 1: 
	SMA Type 1: 
	SMn2 Copy Number 1: 
	Age at which SMA symptoms began 1: 
	Vaccine History Date 7: 
	Vaccine History Date 8: 
	Vaccine History Date 9: 
	Vaccine History Date 10: 
	Vaccine History Vaccine 1  6: 
	Vaccine History Vaccine 1  7: 
	Vaccine History Vaccine 1  8: 
	Vaccine History Vaccine 1  9: 
	Vaccine History Vaccine 1  10: 
	Vaccine History Vaccine 1  11: 
	Vaccine History Date 11: 
	Vaccine History Date 12: 
	Diagnosis Date 1: 
	Planned Procedure and Tests 1: 
	Required Info to Verify Trial Eligibility 1: 
	Info Screening Visit Notes 1: 
	Staff Contact Phone 1: 
	Staff Contact Email 1: 
	check if prenatal diagnosis 1: Off
	Sit with support 1: Off
	sit without support 1: Off
	Able to stand 1: Off
	able to walk 1: Off
	Newborn screening 1: Off
	SNM2 No 1: Off
	Accessible Parking No 1: Off
	SMN2 Yes 1: Off
	Accessible Parking Yes 1: Off
	Hospitalization Date 1: 
	Reason for Hospitalization 1: 
	Reason for Hospitalization 2: 
	Reason for Hospitalization 3: 
	Reason for Hospitalization 4: 
	Reason for Hospitalization 5: 
	Reason for Hospitalization 6: 
	Reason for Hospitalization 7: 
	Reason for Hospitalization 8: 
	Hospitalization Date 2: 
	Hospitalization Date 3: 
	Hospitalization Date 4: 
	Hospitalization Date 5: 
	Hospitalization Date 6: 
	Hospitalization Date 7: 
	Hospitalization Date 8: 
	Illness History Date 1: 
	Illness History End Date 1: 
	Illness History Illness 1: 
	Illness History Medications 1: 
	Illness History Medications 2: 
	Illness History Medications 3: 
	Illness History Medications 4: 
	Illness History Medications 5: 
	Illness History Medications 6: 
	Illness History Medications 7: 
	Illness History Medications 8: 
	Illness History Medications 9: 
	Illness History Medications 10: 
	Illness History Illness 2: 
	Illness History Illness 3: 
	Illness History Illness 4: 
	Illness History Illness 5: 
	Illness History Illness 6: 
	Illness History Illness 7: 
	Illness History Illness 8: 
	Illness History Illness 9: 
	Illness History Illness 10: 
	Illness History End Date 2: 
	Illness History End Date 3: 
	Illness History End Date 4: 
	Illness History End Date 5: 
	Illness History End Date 6: 
	Illness History End Date 7: 
	Illness History End Date 8: 
	Illness History End Date 9: 
	Illness History End Date 10: 
	Illness History Date 2: 
	Illness History Date 3: 
	Illness History Date 4: 
	Illness History Date 5: 
	Illness History Date 6: 
	Illness History Date 7: 
	Illness History Date 8: 
	Illness History Date 9: 
	Illness History Date 10: 
	Injury History Date 1: 
	Injury History Injury 1 : 
	Injury Treatment: 
	Injury Treatment 1: 
	Injury Treatment 2: 
	Injury Treatment 3: 
	Injury Treatment 4: 
	Injury History Injury 1  1: 
	Injury History Injury 1  2: 
	Injury History Injury 1  3: 
	Injury History Injury 1  4: 
	Injury History Date 2: 
	Injury History Date 3: 
	Injury History Date 4: 
	Injury History Date 5: 
	Medication Start Date: 
	Medication Start Date 1: 
	Medication Start Date 2: 
	Medication Start Date 3: 
	Medication Start Date 4: 
	Medication Start Date 5: 
	Medication Start Date 6: 
	Medication Start Date 7: 
	Medication Start Date 8: 
	Medication Start Date 9: 
	Medication Start Date 10: 
	Medication Start Date 11: 
	Medication End Date: 
	Medication End Date 1: 
	Medication End Date 2: 
	Medication End Date 3: 
	Medication End Date 4: 
	Medication End Date 5: 
	Medication End Date 6: 
	Medication End Date 7: 
	Medication End Date 8: 
	Medication End Date 9: 
	Medication End Date 10: 
	Medication End Date 11: 
	Medication Name: 
	Medication Name 1: 
	Medication Name 2: 
	Medication Name 3: 
	Medication Name 4: 
	Medication Name 5: 
	Medication Name 6: 
	Medication Name 7: 
	Medication Name 8: 
	Medication Name 9: 
	Medication Name 10: 
	Medication Name 11: 
	Medication Dose: 
	Medication Dose 1: 
	Medication Dose 2: 
	Medication Dose 3: 
	Medication Dose 4: 
	Medication Dose 5: 
	Medication Dose 6: 
	Medication Dose 7: 
	Medication Dose 8: 
	Medication Dose 9: 
	Medication Dose 10: 
	Medication Dose 11: 
	Reason for Taking Medication: 
	Reason for Taking Medication 1: 
	Reason for Taking Medication 2: 
	Reason for Taking Medication 3: 
	Reason for Taking Medication 4: 
	Reason for Taking Medication 5: 
	Reason for Taking Medication 6: 
	Reason for Taking Medication 7: 
	Reason for Taking Medication 8: 
	Reason for Taking Medication 9: 
	Reason for Taking Medication 10: 
	Reason for Taking Medication 11: 
	Reason for Stopping: 
	Reason for Stopping 1: 
	Reason for Stopping 2: 
	Reason for Stopping 3: 
	Reason for Stopping 4: 
	Reason for Stopping 5: 
	Reason for Stopping 6: 
	Reason for Stopping 7: 
	Reason for Stopping 8: 
	Reason for Stopping 9: 
	Reason for Stopping 10: 
	Reason for Stopping 11: 
	Physical Therapy Start Date: 
	Physical Therapy Start Date 1: 
	Physical Therapy Start Date 2: 
	Occupational Therapy Start Date: 
	Occupational Therapy Start Date 1: 
	Occupational Therapy Start Date 2: 
	Other Therapy Date: 
	Other Therapy Date 1: 
	Other Therapy Date 2: 
	Date of Surgery: 
	Date of Surgery 1: 
	Date of Surgery 2: 
	Date of Surgery 3: 
	Date of Surgery 4: 
	Surgery Type: 
	Surgery Type 1: 
	Surgery Type 2: 
	Surgery Type 3: 
	Surgery Type 4: 
	Other Therapy Reason for Stopping: 
	Other Therapy Reason for Stopping 1: 
	Other Therapy Reason for Stopping 2: 
	Other Therapy End Date: 
	Other Therapy End Date 1: 
	Other Therapy End Date 2: 
	Other Therapy Type: 
	Other Therapy Type 1: 
	Other Therapy Type 2: 
	Other Therapy Location: 
	Other Therapy Location 1: 
	Other Therapy Location 2: 
	Occupational Therapy Reason for Stopping: 
	Occupational Therapy Reason for Stopping 1: 
	Occupational Therapy Reason for Stopping 2: 
	Occupational Therapy End Date: 
	Occupational Therapy End Date 1: 
	Occupational Therapy End Date 2: 
	Occupational Therapy Type: 
	Occupational Therapy Type 1: 
	Occupational Therapy Type 2: 
	Occupational Therapy Location: 
	Occupational Therapy Location 1: 
	Occupational Therapy Location 2: 
	Physical Therapy Reason for Stopping: 
	Physical Therapy Reason for Stopping 1: 
	Physical Therapy Reason for Stopping 2: 
	Physical Therapy End Date: 
	Physical Therapy End Date 1: 
	Physical Therapy End Date 2: 
	Physical Therapy Type: 
	Physical Therapy Type 1: 
	Physical Therapy Type 2: 
	Physical Therapy Location: 
	Physical Therapy Location 1: 
	Physical Therapy Location 2: 
	Planned Surgery Date: 
	Planned Surgery Type: 
	Planned Surgery Type 1: 
	Planned Surgery Date 1: 
	Supplemental Breathing Device: 
	Cough Assist: 
	Birth Control Type: 
	Healthcare Provider Name: 
	Healthcare Provider Name 1: 
	Healthcare Provider Name 2: 
	Healthcare Provider Name 3: 
	Healthcare Provider Name 4: 
	Healthcare Provider Name 5: 
	Healthcare Provider Name 6: 
	Healthcare Provider Name 7: 
	Healthcare Provider Name 8: 
	Healthcare Provider Name 9: 
	Type of Provider: 
	Type of Provider 1: 
	Type of Provider 2: 
	Type of Provider 3: 
	Type of Provider 4: 
	Type of Provider 5: 
	Type of Provider 6: 
	Type of Provider 7: 
	Type of Provider 8: 
	Type of Provider 9: 
	Healthcare Phone: 
	Healthcare Phone 1: 
	Healthcare Phone 2: 
	Healthcare Phone 3: 
	Healthcare Phone 4: 
	Healthcare Phone 5: 
	Healthcare Phone 6: 
	Healthcare Phone 7: 
	Healthcare Phone 8: 
	Healthcare Phone 9: 
	Supplemental Breathing Hours Per Day: 
	Other Conditions: 
	Known Allergens: 
	Cough Assist No: Off
	Pregnant No: Off
	Pregnant Planning No: Off
	Birth Control No: Off
	Cough Assist Yes: Off
	Pregnant Yes: Off
	Pregnant Planning Yes: Off
	Birth Control Yes: Off
	nothing by mouth: Off
	Total oral diet: Off
	Total oral diet no restrictions: Off
	tube dependent: Off
	What is the purpose of this trial?: 
	Will I/my family member be able to continue my/their current treatment(s)?: 
	Will my/my family member’s treatment plan change?: 
	Is there a chance of receiving a placebo or sham?: 
	What types of medical tests and procedures will the study team perform during the trial?: 
	How will the study team ensure me/my family member’s safety and comfort during procedures?: 
	How long am I expected to be in the clinical trial for?: 
	How often will I have to visit the hospital or clinic? Will any of these visits require an overnight: 
	What are the possible risks?: 
	What are the possible benefits?: 
	Who will oversee my/my family member’s medical care while participating in the trial?: 
	Who will pay the costs associated?: 
	Will my family member be reimbursed?: 
	What happens if my family member is injured?: 
	Who else has access to my data?: 


