
HISTORY 

Identification 

IDNo. 0  0  D  D 
Today's 
Date Investigator 

Ascertainment: Interview of Patient Physician Relative Friend 

Chart review Other 
~~----~-----------------------------(specify) 

Status: Alive dead unknown 

Birthdate: Date of death 

Birth place Place of death -------------------------

Sociodemographic Data 

Sex: Male Female 

Race/Ethnicity: White, not Hispanic ____ _ Asian or Pacific Islander 
American Indian or 

Black, not Hispanic ___ _ Alaska Native 

Hispanic Not Stated 

Ancestry (specify country(ies)) 

Religion: Protestant ----Catholic Jewish 

None Not Stated 

Marital Status: Married Single, widowed 

Separated Single, divorced 

Single, never married Not stated 

If ever married, dates of marriage (month and year) 

to 

to 

----

Other 
(specify) 

0 



For head of household when patient was a child 

Relationship to patient 

Father 

Mother 

Other 
(specify) 

Occupation 

Years patient completed in school __ __ 

ID No· I } f / I 
2 

Years completed in school 

r d ~.,.. Rtaa::..ol -ro 1~s-r -soB Occupational history (past 20 years): TRoM ~ 

Occupation Type of business/description of work Dates 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12 . 

13. 

14. 

15. 

17. 

18. 

19. 

20. 



.. 

ID No. 

3 

Did any occupation or hobby cause skin trauma? No Yes ~----~~--------
(specify) 

Did any occupation or hobby cause arms and legs to be immobile for long periods 
of time? No Yes (specify) 

Has any occupation or hobby created exposure to: 
Specify 

solvents No Yes 

dusts No Yes ---
radioactive materials No Yes 

other chemicals No Yes· --- ---

Travel history 

Residence at time of symptom onset (city, state) 

Number of months at this residence 

Other places of U.S. residence during 5 years before symptom onset: 

City and State Dates of residence 

L to 

2. to 

3. to 

4. to 

5. to 

6. to 

Foreign travel or residence during 5 years before symptom onset: 

Country Dates 

1. to 

2. to 

3. t o 

4. to 

5. to 

6. t o 



ID No. 

•· 
4 

Habits 

Alcohol consumption for 5 years before symptom onset 

On the average, how often do you drink alcoholic beverages: 

Never 3-4 days/week ---
less than 1 day/week 5-6 days/week ---
1-2 days/week daily 

When you drink alcohol, how many drinks do you usually have per day? 

1 can beer/ 1 glass wine/1 mixed drink 

2-3 cans beer/2-3 glasses wine/2-3 mixed drinks 

3-4 cans beer/3-4 glasses wine/3-4 mixed drinks 

5-6 cans beer/5-6 glasses wine/5-6 mixed drinks 

More 

Tobacco use (lifetime) 

Cigarettes: Average No. packs/day none <1 1-2 >2 

Do you usually inhale? yes no __ _ 

Duration of use (years) Year last used 

Cigars: Average No./day None .:Sl 2-4 ~  

Do you usually inhale? yes no 

Duration of use (years) Year last used ---- ---
Pipes: Average No. of bowls None ~1 2-4 :2:.5 

of pipe tobacco/day 
Do you usually inhale? yes no 

Duration of use (years) Year last used ---- ----



ID No. 

Medications 

Prescription medications taken during 10 years preceding illness: 
Approximate Date 

No Yes Specify Dose and Duration last taken 

corticosteroids 

hormones 

immunosuppressants 

metronidazole 

antibiotics 

other (specify) 

"Over the counter" medications usually taken more than once a month during 
10 years preceding illness: 

Approximate Date 
No Yes Specify Dose and Duration last taken 

analgesics 

laxatives 

antidiarrheals 

sleeping pills 

appetite suppressants 

sexual stimulants 

amyl nitrite 

butyl nitrite 

ethyl chloride 

other 

other (specify) 

5 



ID No. 

"Street" drugs used during the 10 years preceding illness 

Frequency 
<1/mo 1-10/mo >10/mo 

Route of use 
Nasal Oral IV Date last used 

marijuana 

cocaine 
' . r c..r oJ-•..; 

;)lei aft' 
ri.5J>

1 
"()Cf 

amphetamines 
~r b$" ~ 

other (specify) 

Diet (10 years preceding illness) 

Usual weight __ Height (inches) 

Have you been on any special diets (e.g. vegetarian)? 

Type of diet Reason for diet Duration (mo) 

Do you use any nutritional supplements? No __ _ 

Yes (specify type) Approx. dose and duration 

Do you use any vitamins? No 

Yes (specify t ype) Approx. dose and duration 

Do you use any minerals? No 

Yes (specify type) Approx . dose and duration 

Do you use any protein supplements? No 

Yes (specify type) Approx. dose and duration 

Other (specify) Aporox. dose and dur ation 

Last used 

Date last taken 

Date last taken 

Date last taken 

Date last taken 

Date l ast taken 

6 



ID No. 

7 

Immunizations (lifetime) 

No Yes No. of times Date last given 

DPT 

tetanus (alone) 

mumps 

measles 

polio (parenteral) 

polio (oral) 

influenza 

hepatitis B 

gamma globulin 

other (specify) 

Family history Any history of 
e~t ~ t.  Autoimmune Serious 

Male Female Alive Dead Age(now orA Cancer Disease Infection 

Parents 

1. 

2. 

Siblings 

1. 

2. 

3. 

4. 

5. 

Children 

1. 

2. 

3. 

4 . 

5 . 



ID No. 

Childhood health (age ~1  years) 

Did you have any of the following childhood illnesses? 

mumps 

measles (rubeo1a) 

German measles (rubella) 

chickenpox 

whooping cough 

Did you have any surgery? 

tonsillectomy 

splenectomy 

other (specify ) 

Yes No Specify any complications 

Yes No Date ~H~ ~s~p~i~t~a~l~------ Physician 

8 

Other than any of the above, did you have any condition or illness that required 
hospitalization as a child? 

~ ~p~e~c~i~ ~ ~---------------------~D~a~t~e _________ H~ ~s~p~i~t~a~l _______ Physician 

Adult Health (age ~1  up until onset of present illness) 

Allergies: Do you have a history of: 

Yes No 

hay fever 

eczema 

asthma 

other allergies (specify) 

Have you ever had a TB ski n test? Yes ---No 

If so, when wa s the last time? 

Was it positive? Yes --- No Unknown ----

Date last noted 



ID No. 

9 

Surgical Illnesses 

Specify Date ~H~ ~s~p~i~t~a~l _________ Physician 

Medical illnesses (if complications occurred, describe) 

Venereal diseases 

gonorrhea 

syphilis 

nongonococcal urethritis 

genital herpes simplex 

other (specify) 

Enteric infections 

salmonella 

shigella 

Campy lob act er 

Yersinia 

arneb ias is* 

giardiasis 

strongyloidiasis 

other (specify) 

Hepatitis 

hepatitis A 

hepatitis B 

Hepatitis non A, B 

CMV* 

EBV 

t ype not specified 

Yes No 

Yes No 

Yes No 

How often 

How often 

How often 

Date of last 
infection 

Date of last 
infection 

Date of last 
Infection 



,. 

Skin diseases 

infections (specify) 

persistent erythema 

edema 

nodules 

plaques 

skin trauma 

other (specify) 

CNS Infection 

Cryptococcosis* 

Toxoplasmosis* 

Meningitis (specify 

Pulmonary infections 

pneumocystosis* 

CMV* 

nocardiosis* 

TB* 

other (specify) 

Lymph node diseases 

mononucleosis 

l ymphoma* 

Hodgkin's disease* 

Immunologic diseas e 

( specify)* 

Other malignancies 

(s pecify)* 

Yes No 

Yes No 

type) 

Yes No 

Yes No 

Yes No 

Yes No 

'''Fil l ou t supplemental data f orms fo r these diseases . 

ID No. 

10 

Site Date 

ae Date 

Date 

Date 

Date 

Date 



ID No. 
11 

Other than any of the above, did you have any condition or illness that required 
hospitalization? 

Specify Date Hospital Physician 

Other than any of the above, did you have any condition that required physician 
care, but not hospitalization? 

Specify Date Hospital Physician 



ID NO. -------

HISTORY OF PRESENT ILLNESS 

Presentation 

When was your first indication that you were ill (date) __________ __ 

What were your symptoms of that time 

Fatigue 

Fever 

Weight Loss 

Skin Abnormalities 

Lymph Node Enlargement 

Gastrointestinal Abnormality 

Abnormal Bleeding 

Cough 

Shortness of Breath 

Other (specify) 

Check if Present Describe 

When did you f irst see a physician (date) ____________________ _ 

Who was the physician ------------------------------------------

What diagnoses d i d this physician make _________________________ __ 

Results of firs t document physical examination 

Dat e --------------- Temperature __ ____ __ 

Yes 

Skin Abnormali t ies 

If present, check location 

No Describe 

Head 

Trunk 

Weight 

Arms 

Legs 

Other 

(s pecify) 



Enlarged lymph nodes 

If yes, check location 

Pulmonary abnormalities 

Organomegaly 

Mucous membrane abnormalities 

Other relevant abnormalities 

(specify) 

Subsequent Course 

ID NO. ------

Yes No Describe 

Cervical Axillary __ _ 

Occipital___ Inguinal __ _ 

Supraclavicular ____ _ Femoral 

Yes No Describe 

2 

Other 

(specify) 

Describe in detail the subsequent events in the patient's course. Include 

dates, names of physicians and hospitals, important diagnostic tests 

(see diagnostic test summary form for recording tests in detail), therapy, 

response, outcome. 



ID NO. -----
3 



,. 
ID NO. ----

4 



ID NO. ----
5 



, . 

SUMMARY OF DIAGNOSTIC TESTS 

Hematology* 

Hematocrit 

WBC 

% Lymphocytes 

Platelets 

Other (specify) 

* Record results up to 
time of chemotherapy 

Chemistry (Normal Values) 

SGOT ( ) 

SGPT ( ) 

Alk plus ( ) 

Creatinine ( ) 

Date 

ID NO. -----



Microbiology 

Bacterial Cultures 

Blood 

Urine 

Sputum 

Stool 

Tissue (specify) 

Other (specify) 

Viral Cultures 

Blood 

Urine 

Tissue (specify) 

Other (specify) 

Stool exam for 
parasites 

ID NO. ____ _ 

2 

Date 



Serology 

VDRL or RPR 

FTA-ABS or MHA-TP 

CMV (specify test) 

EBV (specify test) 

Amebiasis (specify test) 

Other 

Immunology 

Specify test 

ID NO. ----
3 

Date 



ID NO. ____ _ 

4 

Nuclear Medicine Date Result 

Liver Scan 

Brain Scan 

Gallium Scan 

+ Na pentechnd1e scan 

rnelium bleomycin scan 

Other (specify) 

l 



ID NO. ___ _ 

5 

Other Procedures Date Findings 

Gastoscopy 

Colons copy 

Laporotomy 

Other (specify) 

Biopsy Results 

Our ID II Site Date Hospital Path II Conclusion 

P;\11 / Specimen_ / I ,. 
1 

L\+ ~ __y -l~ L-t--· 

/ .. / 
•• t f :'.{:.:" .,.. J 



CONSENT FORM 

The Centers for Disease Cont ro l o f the U.S. Public Health Service , in 

cooperation with both New York City physicians and the of 

the City of New York, are studying a newly recognized, syndrome 

in men in New York City, San Francisco and Los Angeles. Tqe underlying problem 

appears to be a dysfunction of part of the normal immune system. Several 

different kinds of serious medical complications have been recognized, including 

in f ections and tumors. 

I unde rstand that because I have one of these compli cations, I am being 

asked to participate in this study. I unde r stand that participation is entirely 

voluntary and, if I refuse, my medical care and treatment will not be compromised 

in any way. If I partic ipa t e I understand tha t I may withdraw at any time wi thout 

penalty. 

I have been told that t he s tudy jncludes the following: 

1. An in tervi ew with a physician or heal th worker, which includes questions 

concerning my past health , pr esent illness, occupational exposures and 

lifestyle, including sex practices which may help to determine th e 

caus e of my illness. 

2. A review of all my medical records from physicians, hospitals and 

laboratories by a r epresentative from the CDC. 

3. Releas e of all available biologic specimens to the CDC which have already 

been obtained such as surgical, biopsy or blood samples. 

4. I will be asked to donate 20 cc of blood (slightly more than 1 tablespoon) 

which will be taken from a vein in my arm. 

All of this information \vill be coded \vith a n umb e r. No names wil l be used. I 

understand that I will not be i dentified by name on any of t he information 



collec t ed , i ncluding t he quest ionnaire, the medical records, the biologic 

specimens or i n any publication r esulting from this study . 

2 

I understand that when th e blood is taken + may 

di scomfort at t he site of entry of the I).eedle. A smaH fesult. 

Otherwise there is no further risk of injury. I event 

of any such injury r esulting from my participat i on in this s tudy, neither the 

CDC nor my medical care faci lity has provisions for compensation. I may 

benefit from this s tudy if the cause of causes of my illness are identified; I 

understand that my phys ician will be no tifi ed as soon as pos s ible i f any cause 

or causes are de termined . 

I have read and unde r stand t he preceding i n formation and my quest ions 

have been satisfac torily answered . I volun t ari l y agree t o par t icipate in this 

study and agree t o an interview, the release of my medi cal records and available 

b io logic spec imens to the CDC, and agr ee to give a blood sample of 20 cc. 

(Signature of Patient) 

*Signatur e of Wi tness) 
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