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Subject Initials                    Subject ID



          Date:
             /               /
                         Month         Day            Year


Medical History (General)


	Body System


	Diagnosed condition?
	Diagnosis/Condition/Surgery

	Onset Date

Or Year
	Current Problem
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ADDITIONAL NOTES: 
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�   Optional�Investigator Identifier (CDASH Domain: Common) �CDASH/SDTM Variable Name: INVID


�    Highly Recommended�Protocol/Study Identifier (CDASH Domain: Common) �CDASH/SDTM Variable Name: STUDYID


�    Highly Recommended�Site No (If Applicable) (CDASH Domain: Common) �CDASH/SDTM Variable Name: SITEID


�    Highly Recommended�Subject Identifier (CDASH Domain: Common) �CDASH/SDM Variable Name: SUBJID


�   Optional


Med History Date (CDASH Domain: MH)�CDASH Variable Name: MHDAT�SDTM Variable Name: MHDTC (ISO 8601 format)


�This date format is not CDASH recommended. The CDASH-recommended date format is 2 numerical digits for the day, 3 digits for the month, 4 numerical digits for the year (e.g., 08-AUG-2008).


�    Recommended/Conditional


Type of Medical History (CDASH Domain: MH) �CDASH/SDTM Variable Name: MHCAT


�IT IS HIGHLY RECOMMENDED TO HAVE A DISEASE SPECIFIC MEDICAL HISTORY FORM WITH Y/N QUESTIONS RELATING TO THE DISEASE/CONDITION UNDER INVESTIGATION OR TO CATCH ANY OF THE SPECIFIC INCLUSION/EXCLUSION CRITERIA


�    Recommended/Conditional


Body System (CDASH Domain: MH) �CDASH/SDTM Variable Name: MHSCAT


�Used to designate a particular category (e.g., “cardiovascular”)


�    Highly Recommended


Medical History Term (CDASH Domain: MH) �CDASH/SDTM Variable Name: MHTERM


�   Optional


Onset Date (CDASH Domain: MH) �CDASH Variable Name: MHSTDAT�SDTM Variable Name: MHSTDTC (ISO 8601 format)


�   Optional


Current Problem (CDASH Domain: MH) �CDASH Variable Name: MHONGO


SDTM Variable Name: MHENRF (need Before/During/After options on CRF)


�   Optional�Investigator Identifier (CDASH Domain: MH) �CDASH/SDTM Variable Name: MHOCCUR


�Please indicate if <specific condition> (e.g. high blood pressure, appendectomy) has occurred /is occurring by checking “Yes” or “No”.
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