AIC 1O Apply sticker Patient Follow up Form é‘@ AICIPFF/2015
1 L T Age:........ Sex : Male / Female
ClinicRegNo: .....ccceeuinn .. Date of detection : ...... | I

Treatment type ( MBA, MBC, PBA, PBC, ROM, MB-D (MDTMB without Dapsone ) - .........

D ose 1 st 2nd 3 rd 4th Sﬂl 6ﬂ1 7th sﬂl 9!]] 1 0th 1 lﬂl 12tll

Date

If treatment changed Date : ................... New Treatment type ...............
If treatment discontinued Date : ................... New diagnosis ..oeoueeieieeiiinniiieninareiasenen

Clinical Examination — Mark all skin lesions and thickened nerves Thickened Nerves - puta V

Initial assessment Date : Subsequent assessment Date :

L R

LA (AL
)
o \1p

OW&H defined "\::3 11l defined :j:j:j Infiltration |”[| hypo pigmentation “% anesthesia @ nodules

. - ulcer X - amputation / resortption A\ - claw




Investigation results (Put the values of investigation results)

Date

SGOT

SGPT

Hb

MCV

Retic Count

G6PD

Biopsy skin / nerve

Date Site Result

Nerve Conduction (positive findings )

Date Nerve Result

Slit Skin Smear Testing ( mention the grading )

Date

Skin Smear Site MI |BI |MI |BI |BI |BI |MI




Sensory Assessment Please put a V (tick ) if Sensation is present and a X if not present

_ Right

< ——Srst assessment

First assessment ——— >  Left

Date

Date Date

Date Date

Date Date

Date Date Date

Disability Assessment
<{—— Right First assessment First assessment  Left ——— >
Date | Date | Date | Date | Date | Date . Date | Date | Date | Date | Date | Date
Motor Function
Vision
Eye Lid Closure ( 0,2 )
Little Finger out
Thumb Up
Wrist Extension
Foot dorsi flexion
EYE Lid Closure 0 =Normal 2=LidGap  Motor Function N=Normal W =Weak P = Paralyzed
EHF Score
<Z— Right First assessment First assessment Left ——— >
Date | Date | Date | Date | Date | Date Date | Date | Date | Date | Date | Date

Eye Closure ( 0, 2)

Hand ( 0,1,2) **

Foot ( 0,1,2) **

Total (0-12)

** 1f only sensory loss present Score for that side =1
Reactions

If any P in Motor function Score for that side =2

Date

Type I Reaction

Type II Reaction

Prednisolone dose

Clofazamine dose

Thalidomide dose

Other




Symptomatic review ( put a tick v )

Date

Size of patches reducing

Numbness of patches reducing

Muscle weakness improving

Generalized weakness

Tiredness / Fatigue

Yellowish discoloration of eyes

Nausea / abdominal discomfort

New skin patches

New muscle weakness

b -3

Provision of MCR shoes / ulcer care Kits / splints

Date

MCR ( special ) shoes

Ulcer care kits

Hand splints

Foot drop splints

Others ...........

Continuation of Treatment
Indication for continuation of treatment for more than 12 months (On recommendation of Dermatologist)

Ml positive[ |  other[ | (Please SPEcify) .....cceeerevurereereereereereereeseressessenns

Dose 13" [14™ [15% [16® [17® [18™ [190® [20™ [21% [227 [23@ [24®

Date

Treatment completion

Treatment Type : Initial ...... If Changed déte ..... [ (— TP snsnane

Reaction while on treatment : Yes D No D Type I I:I Type II[ ]

Disability at the start of Treatment None| | Grade I[ ] Grade III:] EHE Score v.....cinu..
New disability while on treatment : Yes| | No |:|

Anesthesia [ ] Claw hand [ ] Foot drop[ | Lagopthalmus[ |  Other[ | ....ccooveeviiiiviviiinnn.,
Disability at the end of Treatment None| |  Grade 1] Grade ] EHF Score ... oo oo
Outcome : Treatment completed [ | Last Date of MDT : ...../....../........

Defaulted |:| Died|:| Transferred || Treatment discontinued |:| date : ... feon... —



