VIOXX

Intake Sheet

Name:____________________    DOB:______________


(If you are completing this intake form on behalf of 
a deceased, state the name and date of birth of the 
decedent.)


State the date of death: _____________________


State the cause of date: _____________________


State where (city & state) the death 
occurred:_________________________


State whether an autopsy was performed:________

State the permanent address of the decedent just prior to death:

Address:__________________     

__________________________

__________________________ 


State the deceased's SS#:_______________


Identify who survived the deceased:

Names:



Ages:

Relationship:

___________________  _____  _________________

___________________  _____  _________________

___________________  _____  _________________

___________________  _____  _________________

___________________  _____  _________________

___________________  _____  _________________


State whether a Probate Estate has been opened for the deceased: ______  If yes, please state the city and state where the probate action is pending:_________

If you are completing this form on your own behalf, please state:

Your full legal name: ___________________________

Date of birth: __________________________________

Social Security number: _________________________

Address: ________________________________________________________________________________________________________________________________________________

Home #:___________________

Work #:___________________

Cell #:_____________________

WHAT IS THE CONDITION OR DIAGNOSIS THAT YOU ATTRIBUTE TO VIOXX?

______Heart attack/ Myocardial Infarction

______Stroke

______Other:

____________________________________________________________________________________________________________________________________________________________________________________________

HISTORY OF DIAGNOSTIC STUDIES:

Give date each study was performed, the name and address of the facility where each study was performed, and the name and address of the physician who ordered each study:


______Echocardiogram/ E.K.G.

________________________________________________________________________________________________

________________________________________________


______Stress Test

________________________________________________________________________________________________

________________________________________________
______Thallium Stress Test 

________________________________________________________________________________________________

________________________________________________


______C.T. of the head & neck

________________________________________________________________________________________________

________________________________________________


______C.T. of the brain

________________________________________________________________________________________________

________________________________________________


_______M.R.I./M.R.A. of the head & neck

________________________________________________________________________________________________

________________________________________________


______M.R.I./M.R.A. of the brain

_______________________________________________________________________________________________________________________________________________


______Bilateral Carotid Ultrasound/ Color 




Doppler Studies

________________________________________________________________________________________________________________________________________________


______C.T. of the thoracic spine

________________________________________________________________________________________________________________________________________________


______C.T. of the lumbar spine

________________________________________________________________________________________________________________________________________________


______C.T. of the brain

________________________________________________________________________________________________________________________________________________


______Surgery

________________________________________________________________________________________________________________________________________________


______Other

________________________________________________________________________________________________________________________________________________

HISTORY OF TAKING VIOXX:


State the date Vioxx was first prescribed:

____________________________________________


State the dose prescribed (mg./how many each day/ and over what period of time):

________________________________________________________________________________________________________________________________


State the name and address of prescribing physician:

________________________________________________________________________________________________


State the condition for which the drug was prescribed: _______________________________________________

_______________________________________________

_______________________________________________


State the name and location of each pharmacy where the prescriptions were filled:

________________________________________________________________________________________________________________________________________________


State whether you have discontinued the use of Vioxx: ________  If so, state the date you last took Vioxx: _____________________________________

State what other medications you, or the deceased, were taking at the time of taking the Vioxx.  For each, state the name of the drug, the dose, the frequency prescribed, the duration or length of time taken, and the complete name of the physician who prescribed the drug: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________

____________________________________________

Other than the Vioxx, have you, or the deceased, ever had an adverse reaction or complication from taking any medication or drug?  If so, please explain in detail: ________________________________________________________________________________________________________________________________________________________________________________

