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	Confidential ID #
	
	
	
	Date
	




STUDY PARTICIPANT QUESTIONNAIRE #1
GENETIC SUSCEPTIBILITY TO LIPID-LOWERING DRUG-INDUCED MYOPATHIES
	


	Name:
	

	Address:
	Street
	
	City
	
	State
	
	Zip
	

	Date of Birth:
	
	Sex:
	(M/F)
	
	Race
	
	Ethnicity/Nationality
	

	Phone Number:
	
	E-Mail (optional)
	

	

	Primary Care Physician (PCP)
	
	Release study results to PCP
	Yes
	
	No
	

	Address
	Street
	
	City
	
	State
	
	Zip
	

	Cardiologist
	
	Release study results to Cardiologist
	Yes
	
	No
	

	Address
	Street
	
	City
	
	State
	
	Zip
	


PAST CHOLESTEROL-LOWERING DRUG HISTORY
(1)
Have you taken a cholesterol-lowering drug (CLD) any time in the past 5 years?     Yes       No  


If “yes,” answer question 2-7.  If “no,” skip to question 8.
(2)
What was the name of the drug? ____________ the dosage? __________   (see Drug Table on Page 2)

The start date?  (month _____  year _____). 
(3)
Did you stop taking the CLD for any reason?    Yes       No    


If “yes,” when?  (month _____  year _____). Please answer questions 4 & 5.  If “no,” skip to question 8.
(4)
What was the reason for stopping the CLD? ________________________________________________

(5)
Did you have any of the symptoms below while you were on the CLD?  Circle “yes” or “no.”













Month/year

Muscle aches/Pains


Yes
No
Date symptoms began

___________


Muscle weakness


Yes
No
Date symptoms began

___________


Liver problems



Yes
No
Date symptoms began

___________


Rhabdomyolysis (muscle breakdown)
Yes
No
Date symptoms began

___________


Other:  (Please describe) _______________________________________________________________
(6)
Did you have any muscle symptoms BEFORE you were on the CLD?  Circle YES or NO
(7)
Did your symptoms persist after stopping the CLD?    Yes       No    


a.  If “yes,” how long did the symptoms persist? (number of weeks, months, or years) _______________

b.  Did the persistent symptoms change at all from your answers to question 5?  Please explain.


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________

c.  If “no,” skip to question 8.
CURRENT CHOLESTEROL-LOWERING DRUG HISTORY
(8)
Are you taking a CLD at present?    Yes       No      
             If “yes,” what is the name of the drug?  (see table below).  If “no,” skip to question 17.


Drug   ____________ dosage ______ When was the start date? (month _____ year _____)




Cholesterol-Lowering Drug Table




Drug




     Dosage


Lipitor (Atorvastatin)


10mg      20 mg      40mg      80mg



Pravachol (Pravastatin)




     40mg      80mg


Zocor (Simvastatin)


10mg
  20mg
     40mg      80mg


Mevacor (Lovastatin)


10mg
  20mg
     40mg      80mg


Crestor (Rosuvastatin)


10mg
  20mg
     40mg


Fenofibrate (Tricor/Lofibra)

67mg
  134mg     200mg


Gemfibrozil (Lopid)


600mg


Niacin (Niacor, Niaspan,

50mg
  100mg     150mg     500mg



Nicotenex, Slo-Niacin)



Vytorin (Simvastatin and Ezetimbe)
_____
  _____      _____      _____


Zetia (Ezetimibe)


_____     _____      _____      _____

(9)
Do you have any muscle symptoms now while taking the current CLD?  
(Circle Yes, No, or Unsure from the choices below).  If “no,” skip to question 17.


Muscle aches/pains


Yes

No

Unsure



Muscle weakness


Yes

No

Unsure



Liver problems



Yes

No

Unsure



Rhabdomyolysis (muscle breakdown)
Yes

No

Unsure



Other:  (please explain)
_____________________________________________________________

(10)
If “yes” to symptoms, when did they start? (month ______  year ______).  

(11)
Are your current muscle symptoms worse than what you would expect from normal activity or exercise?


Yes       No     If “yes,” answer questions 12 thru 16.  If “no,” skip to question 17.
(12)
Where in your body do you feel these aches, pains, or weakness?


Calf area/legs


Yes       No    



Arms



Yes       No    



Back



Yes       No    



Chest



Yes       No    



All over (generalized)

Yes       No   
(13)
How would you describe these symptoms?


Cramps



Yes       No    



Stiffness


Yes       No    



Heaviness/numbness

Yes       No    



Weakness


Yes       No    



Other:  (please explain)

________________________________________________________

CURRENT CHOLESTEROL-LOWERING DRUG HISTORY continued
(14)
Did you have these muscle symptoms before you started a CLD?


Yes       No        If “yes,” answer all remaining questions.  If “no,” skip to question 17.
(15)
Did these complaints get worse after you started your CLD?        Yes       No    

If “yes,” describe how symptoms worsened.  If “no,” skip to question 17.
(16)
Do you take “drug holidays” (stop and restart your CLD) to reduce muscle symptoms?  Yes       No    

a.  If “yes,” how often do you stop the drug? (for example, 3 times per year)  _____________________________


b.  How long do you stay off the drug before restarting? _____________________________________________


c.  If “no,” do you believe your symptoms are mild enough to keep taking the CLD?       Yes       No    
MISCELLANEOUS INFORMATION

(17)
Have you ever had dark (coca cola) colored urine?

Yes       No    
(18)
If “yes,” were you hospitalized for this condition


Yes       No  
(19)
Have you ever had a blood test to measure a substance called creatine kinase or “CK”?
Yes       No  
(20)
What level of CK was found? ______________________

(21)
Do you have any of the conditions listed below?  Circle all that apply.


Coronary Artery Disease (CAD)
Yes       No  

Metabolic muscle disease

 Yes       No  
  


Previous heart attack

Yes       No    

Inflammatory muscle disease
 Yes       No    

Diabetes



Yes       No    

Hypothyroidism


 Yes       No    

High cholesterol


Yes       No    

Heavy alcohol consumption
 Yes       No    

Hypertension/high blood pressure
Yes       No    

Obesity



 Yes       No    

Current or previous smoker
Yes       No    

Liver disease


 Yes       No  

Family history of heart problems
Yes       No    

Renal insufficiency (kidney failure)
 Yes       No  

Family history of muscle disease
Yes       No    
(22)
If you have a family history of muscle disease, what is the name of the muscle disease? _______________

(23)
What is your relationship to the affected person(s)? _________________   (for example, aunt, sister, etc.)

(24)
If you are taking any of the medications listed below, please indicate the dose and duration of time you


have taken the drug.



Drug



Dose




Duration (months/years)


Amlodipine (Norvasc)

2.5mg
5mg
10 mg


How long on drug? _______________


Diltiazem (Cardizem, Diltia)
30mg
60mg
90mg
120mg

How long on drug? _______________


Nifedipine (Procardia, Adalat
20mg
30mg
60mg
90mg

How long on drug? _______________ 
   



Procardia XL)
MISCELLANEOUS INFORMATION continued
(25)
Please list any other medications you are currently taking and indicate the dosages.



Drug





Dosage


_________________________________
_____________________


_________________________________
_____________________


_________________________________
_____________________


_________________________________
_____________________


_________________________________
_____________________


_________________________________
_____________________

 (26)
If your current lipid profile is available, please list it below.  What was the date of the profile? _____________


HDL ______      LDL _______      VLDL _____    Triglycerides _______      Total Cholesterol ____________

Additional Comments:

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

Thank you for participating in our Study
Please mail this questionnaire to:

Ms. Shanping Huang
The Robert Guthrie Biochemical Molecular & Genetics Laboratory
Buffalo General Hospital, Room A762
100 High Street
Buffalo, NY  14203
Revision 4 – 2/5/09
        Circle one


SCG                  ETG


STG                  SM


  (Office Use Only)





Circle One


Scoring to Lab___________


Blood Received   YES   NO


Date___________________


(Office Use Only)











