	MS-0268 Revision B
Case Report Form for Protocol 0264
Date: 03 Feb 2016
	Patient Label(Insert) :


	Patient Initials:  





WRITTEN INFORMED CONSENT:

Did the Subject sign a REC approved written consent?     □ Yes □ No

Date of Consent: ​​​​​​​​___​___/_____/________

                                      dd /mmm/ yyyy

If yes, continue.  If no, patient is not eligible to proceed.
DEMOGRAPHICS:
	OUTPATIENT       □                        INPATIENT   □
GENDER:   MALE □                       FEMALE       □      AGE: ___ Years                          

NYHA CLASSIFICATION    Class I  □         Class II    □       Class III    □        Class IV     □    N/A  □                  




	SUBJECT GROUP: ELIGIBILITY CRITERIA         


INCLUSION CRITERIA (If No selected, patient not eligible)
A. Male /Female Adult (18 years or older)...………………………….......................................................□ Yes □ No

B. Willing and able to provide written informed consent and comply with study procedures......□ Yes □ No
C. Patients attending hospital with symptoms of Heart Failure/ MI/Kidney Failure/ Thromboembolic Events/ Inflammation Disorders.…..………………….…..................................................................................□ Yes □ No

EXCLUSION CRITERIA (If Yes selected, patient not eligible)
A. Under 18 years ……....……………………………………………………………………………………………………………...□ Yes □ No

B. Vulnerable populations deemed inappropriate by the sites P.I or designee .……………….………….□ Yes □ No

COMMENTS:
	


	VENOUS SAMPLE COLLECTION 


	Venous Blood Collection
	DATE

(dd/mmm/yyyy)
	TIME

24hr Clock
	Successful (S)

or

Unsuccessful (US)
	Comments

	Venous Blood Sample 1


	____/____/____
dd/mmm/yyyy


	_____:____

24hr Clock
	
	


	Venous Blood Collection
	DATE

(dd/mmm/yyyy)
	TIME

24hr Clock
	Successful (S)

or

Unsuccessful (US)
	Comments

	Venous Blood Sample 2


	____/____/____
dd/mmm/yyyy


	_____:____

24hr Clock
	
	


	Venous Blood Collection
	DATE

(dd/mmm/yyyy)
	TIME

24hr Clock
	Successful (S)

or

Unsuccessful (US)
	Comments

	Venous Blood Sample 3

	____/____/____

dd/mmm/yyyy


	_____:____

24hr Clock
	
	


	Venous Blood Collection
	DATE

(dd/mmm/yyyy)
	TIME

24hr Clock
	Successful (S)

or

Unsuccessful (US)
	Comments

	Venous Blood Sample 4

	____/____/____

dd/mmm/yyyy


	_____:____

24hr Clock
	
	


	Venous Blood Collection
	DATE

(dd/mmm/yyyy)
	TIME

24hr Clock
	Successful (S)

or

Unsuccessful (US)
	Comments

	Venous Blood Sample 5

	____/____/____

dd/mmm/yyyy


	_____:____

24hr Clock
	
	


	Venous Blood Collection
	DATE

(dd/mmm/yyyy)
	TIME

24hr Clock
	Successful (S)

or

Unsuccessful (US)
	Comments

	Venous Blood Sample 6

	____/____/____

dd/mmm/yyyy


	_____:____

24hr Clock
	
	


	CAPILLARY SAMPLE COLLECTION 


Capillary blood collected by HCP must not exceed a total of 6 finger pricks.

	1       □            2      □            3      □            4            □            5      □            6      □

	Date of Collection: _ ___/_       ___/_____         Time of Collection: ___:____

                                      dd/  mmm/  yyyy                                                 24hr Clock



To be printed on hospital headed paper
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________________________________________
                                       _____/______/______
           

Name and Signature of Site Personnel 
authorised to enrol subjects
                                                                         Date:  dd / mmm / yyyy

White Copy – To Sponsor 



                                           Yellow Copy – To Study Folder                       Confidential and Proprietary Information MST
Pink Copy – To Medical Notes


