LABORATORY - PELVIC EXAM STUDIES
TREATMENT FORM

FORM L16

IDLABEL [| |- | |-L [ | | J-LJ] VISIT#  FORM COMPLETED BY:
HERE -—->

VERSION DATE: 05/01/95

ANY MISSING OR INCOMPLETE TEST RESULTS MUST BE EXPLAINED ON THIS FORM.

Al. DATE OF PROCEDURE: / / .

A2. FIRST TREATMENT:

A3. REPEATED TREATMENT:

a. total # of treatments | | |
(not including this one)

A4.  DATES OF PRIOR TREATMENTS: METHOD OF TREATMENT:
A
M D Y (SPECIFY)
Y A SN
M D Y (SPECIFY)
Y A SN
M D Y (SPECIFY)
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WIHS ID #

AS. INDICATION FOR TREATMENT (Circle the most severe lesion for each)

a. Cervical NONE ... 1
Exophytic condyloma...........c..ccceeruvennnnne 2
LG SIL: HPV ..o 3
LG SIL: CIN1 (Mild dysplasia).............. 4
LG SIL: Unspecified........cccocvvrvvrrrvrennnnn. 5
HG SIL: CIN II (Mod dysplasia) ............ 6
HG SIL: CIN III (Severe/CIS) ................ 7
Microinvasive CA .........ccoovveveevvvvereennnnnn. 8
Invasive CA.....ccoovevvveeeeeeeeeeeeeeeee 9
Adenocarcinoma - in - Situ ...................... 10
Adenocarcinoma..............cooeveeeeevveeeennne.. 11
Other.. ..o 12
(SPECIFY)

b. Vaginal NONC ..ottt 1
HPV 1€S10N ...uvvveveiiiiiieieeeeeeeeee 2
VAINT oo 3
VAINIL..cooooiiiiiieeeeeeeeeeee e 4
VAIN L. 5
Invasive CA......ccooovvvviiieiiiiieeeeeeeen 6
OtheT .. 7
(SPECIFY)

c. Vulvar NODE ..o 1
HPV 1€S100 ...uvvvviiiiiiiieeeeeeeeeeeee 2
VIN T oo 3
VIN I oo 4
VIN Lo 5
Invasive CA......oooovvvveiieeeeeeeeeeeeeeeen 6
(01351 PR 7
(SPECIFY)

d. Perianal NONEC ..o 1
HPV 1€S100 ...ueeveeiiiiieeeieeeeeeeeee 2
PAIN T ..ot 3
PAINIL...ccvviiiiiiiieeeeeee e 4
PAINIIL oo 5
Invasive CA......oooovvveeeeeieeeeeeeeeee 6
Other ..o 7
(SPECIFY)
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WIHS ID #

A6.

e. Anal NODE ..o 1
HPV 1€S100 c..vvvveeeiiiieeeiieeeeeeeieee 2
AINT oo 3
AINTL oot 4
AINTIL. ..o 5
Invasive CA......oooovvvvveiiieeeeiieeeeieeeeen 6
OthET . 7
(SPECIFY)
f. Endometrium  NONE .....ooovviiiiiiiiiiiiiiiiiiieeeeeeeeeeeeeeeeeeeeeeeeee 1
Atypical hyperplasia..........cccoeevererrerennen. 2
Invasive CA ..o 3
(011 1T S 4
(SPECIFY)
g. Other Location:
Y S e 1
N O e e 2(A6)

1. Location

(SPECIFY)

11. Lesion

(SPECIFY)

INDICATION FOR TREATMENT BASED ON:
(circle yes or no for each indication)

YES
a. Suspicious pap smear with inadequate colposcopy........... 1
b. Histologic diagnosis .......cccccvverieerierieriieieeeeneee e seeennens 1
c. Pap smear - histologic - colposcopic discrepancy............. 1
d. Abnormal COIPOSCOPY ...vvererrrrieiieriieriierieereeieesieesneseneens 1
e. Grossly apparent 1esion ..........ccceeveerieriieecirerieeieeeeieene 1
£ OtRET i 1

(SPECIFY)

[NOT \O N \S ) (S I NI NS
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WIHS ID #

AT. TREATMENT MODALITY:

a. Cervix (circle yes or no for each modality)
YES NO
1. None/Observation...........ccccoceeeeecuveeeennnn. 1(b) 2
2. Interferon .........coceveenieniiiiiiieeeee 1 2
30 5 -FUoeeeee e 1 2
4. Cryotherapy .....cccccoeeeeecreeerieenreeereeenne 1 2
5. Laser vaporization ...........cccceeeeveeeenveennne. 1 2
6. Laser conization...........cceceeveeeeiieeneennenne 1 2
7. LEEP/LLETZ (transformation zone)...... 1 2
8. LEEP conization .........cccceeveeveeneenecnnnen. 1 2
9. Cold - knife conization .............ccceeuueenee. 1 2
10. Hysterectomy (simple).........cccccveeeuveenneen. 1 2
11. Hysterectomy (radical) ..........cccveeeunnneee. 1 2
12. Radiation therapy........cccceevvveerveeecreeenne. 1 2
13, Other ...coceeiiiiiiiieeeeee e 1 2
(SPECIFY)
b. Vagina (circle yes or no for each modality)

YES NO
1. None/Observation.............ccoecuveenee. 1(¢) 2
2. TCA e, 1 2
3. Podophyllin.......c.ccceevvervenienrnnennns 1 2
4. CondyloX ...ccoeeveerierienienieeieeieennn 1 2
5. Interferon .........ccccoeevvvvvcivncieineennens 1 2
6. 5-FU. i 1 2
7. Cryotherapy ......cccceceevevercvercveerreenneens 1 2
8. Laser vaporization ...........cccceeeeeeenee. 1 2
9. LEEP..iiiiieeeeee 1 2
10. Vaginal excision (local)................... 1 2
11. Vaginectomy .......cccceeveerverveeveenens 1 2
12. Radiation therapy.......c.c.ccoevvvevveenenne 1 2
13, Other ..cocvieiieiieieeeee e 1 2

(SPECIFY)
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WIHS ID #

c. Vulva (circle yes or no for each modality)
YES NO
1. None/Observation............ccceeeuvennee. 1d 2
2. TCA o, 1 2
3. Podophyllin........cccceeveenieninniienne 1 2
4. CondyloX ...cceeeeverieniieienieeeeieeenn 1 2
5. Interferon ........ccccocevviviviiieneenienne 1 2
6. 5-FU.oiiiieiieeeeeeeeeeee e, 1 2
7. Cryotherapy .....ccccoceeveeereerceeeieeennenns 1 2
8. Laser vaporization .............ccceceennee. 1 2
9. LEEP..iieeeeee e, 1 2
10. Wide local excision..........cccceevueeneeee 1 2
11. Vulvectomy......cccceveeveereenireieeenns 1 2
12. Radiation therapy........ccccceevveveenenne 1 2
13, Other ...occvveiieieeieeie e 1 2
(SPECIFY)
\
d. Perianal (circle yes or no for each modality)
YES  NO
1. None/Observation.............ccoecuneen... l(e) 2
2. TCA e 1 2
3. Podophyllin.......c.ccocvevvvevienienrennnnns 1 2
4. CondyloX ...cccevvevrieviierieiieeieereennn 1 2
5. Interferon .......ccccoccevveniiniicnnennen. 1 2
6. 5-FU. e 1 2
7. Cryotherapy ......ccceceevvvervenveevreenneens 1 2
8. Laser vaporization .............ccceeveennenne 1 2
9. LEEP.. e, 1 2
10. EXCISION wevveiiiieieiieiece e 1 2
11. Radiation therapy.......c.cccceevvevveenenns 1 2
12, Other ...ooveeeeieeeeeeee e 1 2
(SPECIFY)
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WIHS ID #

e. Anal (circle yes or no for each modality)
YES NO
1. None/Observation............ccceeeuvennee. 1 (0 2
2. TCA o, 1 2
3. Podophyllin........cccceeveenieninniienne 1 2
4. CondyloX ...cceeeeverieniieienieeeeieeenn 1 2
5. Interferon ........ccccocevviviviiieneenienne 1 2
6. 5-FU.oiiiieiieeeeeeeeeeee e, 1 2
7. Cryotherapy .....ccccoceeveeereerceeeieeennenns 1 2
8. Laser vaporization .............ccceceennee. 1 2
9. LEEP..iieeeeee e, 1 2
10. EXCISION ..evveeiiieiieiieiee e 1 2
11. Radiation therapy........ccccceevveveenenne 1 2
12, Other ..coovieiieieeiieieie e 1 2
(SPECIFY)
f. Endometrium (circle yes or no for each modality)
YES NO
1. None/Observation.............ccocunee.... 1(g 2
2. Hormone therapy ........c.cccovevvveveennen. 1 2
3. Dilation and Curettage (D&C)......... 1 2
4. Hysterectomy (simple).........c.cv.e... 1 2
5. Hysterectomy (radical) .................... 1 2
6. Radiation therapy.......c.c.cceevvevveeneee 1 2
7. Other ...cccoeieiieeeeee e 1 2
(SPECIFY)
g. Other Location:
Y €Sttt 1
NO it 2(A8)

1. Location:

(SPECIFY)

ii. Modality

(SPECIFY)
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WIHS ID #

A8. IS THIS PATIENT PART OF ANOTHER STUDY EVALUATION FOR TREATMENT OF DYSPLASIA?

a. SPECIFY NAME OF STUDY:

b. SPECIFY NAME OF STUDY SITE:

A9. WAS HISTOLOGIC EVALUATION OBTAINED OR BIOPSY PERFORMED DURING THIS

TREATMENT PROCEDURE ?
YES e, 1 (Complete Form L1S5 for each biopsy performed)
NO oo 2

A10. FOLLOW UP SCHEDULED?

YES oo 1
10 JO 2 (AlD)
UNKNOWN....covvooeeeeereecr. <8> (All)

a. INDICATE SCHEDULED FOLLOW-UP IN WEEKS OR MONTHS:

WEEKS.....cooiiiiiiiinis 1
MONTHS.......ccooviiiiinins 2

b. INDICATE TYPE OF FOLLOW-UP PLANNED:

Repeat pap only......ccceevvevvveciieiienieniecie e 1
Repeat pap & colpoSCOPY...cccvverveeriierieerieenrenenennn 2
Repeat colposcopy only .......ccceeveevveivereenieennnenne, 3
Repeat treatment........... coovceveiiiiniiieniieeieeeees 4
OFNeT .o 5
(SPECIFY)

All. WAS TREATMENT COMPLETED TODAY?

YES, Complete.......ccoceevveeerencreeciieieenen. 1
NO, Incomplete ........cccvrvrvereereerrennnnne, 2
ONGOING....oovveereeerierieieerieereesresreereens 3
Delayed ...c.ccocvevveviinieeeee e, 4
OthEr oo 5
(SPECIFY)

Refused ....ooovvvviveviiiieiee e <-7>
UNKNOWN ..ooeiiiiiiiiiieiiee e <-8>
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WIHS ID #

Al12. HOW WAS THIS INFORMATION OBTAINED?
(circle yes or no for each source)

YES NO
a. Study personnel ...........ccoeovevieriienciieciieieee 1 2
b. Chart abstraction ...........ccceeevereveecveerieereeneennenns 1 2
c. Direct contact with provider...........c.ccevevereveennns 1 2
d. Patient hiStory.......cccoccevevveciieriieniieieree e eee e 1 2
€. Other..ooiiiiieiiiee e 1 2

(SPECIFY)

Al13. INDICATE PRIMARY SOURCE OF THIS INFORMATION?
(code below even if only one source = yes at A12)

YES NO
a. Study personnel ..........ccccceeeeeeenciieiiieciieeeiee e, 1 2
b. Chart abstraction .........cccceeceevieriiieneineeniene 1 2
c. Direct contact with provider...........cccceeveeevrennee. 1 2
d. Patient hiStory.......ccceeceieriieeciiecieeciee e 1 2
€. Other....coiiiiiii e 1 2

(SPECIFY)

Al4. Name of person providing treatment on this date:

(Please Print)

A15. Institution (Name or Number):
(Please Print)

(ADDRESS)
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