ADVERSE EVENT REPORTING FORM

1.  Title of Study_______________________________________________

2.  Principal Investigator_______________________________________

3.  Testing stopped:  Date ________ Time ________________________

4.  Staff present________________________________________________

_________________________________________________________________

5.  Briefly state nature of problem and activity at time ________

_________________________________________________________________

6.  Was subject seen by a physician at testing site?

Yes __ No ____ If “Yes,” name____________________________________

Action taken ____________________________________________________

7.  Was emergency medical support summoned?  Yes ____ No ________

If “Yes,” time called __________time arrived_____________________

Action taken_____________________________________________________

_________________________________________________________________

8.  If patient was taken to dispensary or hospital emergency room:

Facility name ___________________________________________________

Last reported condition__________________________________________

Time of condition report_________________________________________

9.  Describe any other treatment administered____________________

_________________________________________________________________

_________________________________________________________________

CO NAMRL notified:  Date _________________________Time___________

IRB Chair notified:  Date ________________________Time___________

Other notified:  Name ________________Date ______ Time___________

Submitted by:  Name __________________Date ______ Time___________
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