«Japanese version of PEM (Doctors) Blue

Patient name is given Prescription-Event Monitoring (PEM)
on the envelope Questionnaire Patient code AAAAAAAAAA

Y Any number or abbreviation by which the patient is idenitified(may be used in the follow-up study)
Please check the age and DOB on the envelope and please amend them if any error is found.

Patient number™ :
Current condition of the patient:
Date patient started OO OOOOOOOO0: ainhospital b ambularoty ¢ seen by another doctor
/| (first prescription date, FPD A ) d treatment finished e disappeared during treatment
On FPD the patient was: a inhospital b ambulatory ¢ unknown f patient deceased
Indication: 1. Essential hypertension 2. Others In case c-f
[ ] Last date when you saw the patient or DOD: [/ /
Date when it developed for the first time:  / Its reason:
Date when drug treatment started:  /

Baseline or concurrent conditions on the first prescription date( A) and cardiovasuclar risk factors:

Target organ damage and cardiovascular risk (JNC V1)

aLVH b angina ¢ MI d prior coronary revascularization

e Heart failure (NYHA classification: | I I V)

f other cardiovascular disea%[ ] g TIA h stroke i retinopathy

] nephropathy[ ] k periphera arterial disease [ ]
| DM mhyperlipidemia n smoking (from___yearsagountil___ )

o family history of cardiovascular disease: women <65 or men <55y

p other diseases [

If any of the above disease is treated by other hospital, please describe in " € Treatment in other hospital”on the back side .

Events which have occurred after the first prescription date(A) 3 Definition of event is given on the envelop

Dose Events while taking OO OOQOO0O0O Events after stopping OO OOO0OO000O
Date (mg/day) 0O* Date O*

[ I
[ I
[ I
[ I
[ I
[ I
[ I
[ I

If you judge that the event is likely to be an ADR to any drug used (where the probablity that the event is an ADR exceeds the probablity that it

isnot), add "(probably) an ADR to ---". In addtion, if that event has been reported to a drug compny or MHW etc., please add "reported to MHW

(or the name of the drug company) as an ADR".
2<% VVNen reporting 1anoratory dala as an event, please Inalcale tne value IS outside normal HMITS 11ke ‘G142 | © or "'WBL4bUU | ~ as normal range

differs between laboratories.

Hospital Name: Doctor Name:
Address: Datewhenyou answer: /[ /

(to be continued to the back side)
Telephone number : Facsimile number:




(Doctors) Blue

Effectiveness | Was the drug effective ?:
very erfective  Eftective  Not effective  bon't know  Others ( )
’Treatment | n other hospltal * Please give duration and reason if you answer 'Y es' to the question A or B below

A. For the indication of this drug after the first prescription date (A onthetopside): Yes®  No Don't know

B. For other diseases: Yes® No  Don'tknow
Duration Reason of visit to hospital etc.
[~ 1
[~ 1
[~ 1
Administration of OOOOOO Dose*:  mg/day * Give one representaitive val ue.

Current state for the administration of OO QOOOQQO : (If the patient is not ambulatory nor in hospital,

please give the information at the time of the last visit or that on DOD)
a ralnent st conunues 1o use tne arug

b Substituted by other drug Date when substituted: /  / Name of Drug(s) substituted:
Reason for substituting other drug:

¢ Drug has been stopped without substitution  Date patient stopped thisdrug:  /  /
Reason for stopping this drug:

Please indicate blood pressure before and after starting OO OOOO
“pescribe one repreﬁentatlve value with date or measurement

BP before starting thisdrug™: ~ / Date®: [/ / a stable bunstable

Antihypertensivesprescribed 1 No 2 Yes [ ]
BP after starting this drug*: / Date*: / [/ a stable b unstable
Other concurrent antihypertensives 1 No 2 Yes [ ]

L aboratory values measured around the first prescription date( A ) : please give only those available
Note) Please indicate the value outside normal limits like 'total cholesterol 240 T mg/dl' as normal range differs between laboratories

K" meg/L( / [ ) Tota cholesterol: _ mg/dl (/[ )
Na:_ meg/L (asabove [/ [/ ) HDL cholesterol: _ mg/dl (asabove [ [ )
Scr: mg/dl (asabove [/ /) BW: kg ( [/ /)

Blood glucose:_ mg/dL (asabove [/ [/ ) BH: cm

a fasting b__ hrafter mea [givefasting glucoseif available]

Patient's compliance to doctor's indication regarding medication etc. ?

Excellent Good Fair Not good Poor Don't know

Long-term follow-up: If possible give the enclosed form to patient in order to follow-up for years.
Do you respond if another quetionnaire is sent to you in approximately two years. In such acase:

| co-operate | do not co-operate Others( )

Questionnaires on other patients: Though depending on how many patient codes have been registered, questionnaires will be sent
to you at the rate 1 per month or less until total number of questionnaires reaches 10 throughout one study. When a questionnaire is sent
to you:

a | co-operate b | do not co-operate c others [ ]

IMONITOriNg Dy pharmacists: Please note that when total number of patients you have prescribed exceeds 10 or It you

answer "b" in the above question, other patients you prescribed may be monitored by pharmacists only. Any comment on this
issue ?

[ ] Thank you very much



