Patient Event Form
Cervical Artery Dissection in Stroke Study

Centrename ..o, Investigator ...
Patient identification NnUMbBEr .......covviii e Patient’s initials..............

Event in the study artery territory

Date L1 /L L I/ 1 |

Type of event:
Amaurosis fugaxD TIAD StrokeD

CT/MRI/MRA performed YesD NOD Dateofimaging| R RN

If yes, please send the report and imaging copy

)Y 101 ¢ 1] 1 T PP
Event in another territory YeSD NOD
Which territory Left carotidD Right carotidD Vertebrobasilar D

Dateofevent| || |/| || |/| || |

Type of event:
Amaurosis fugaxD TIAD StrokeD

CT/MRI/MRA performed YesD NOD Dateofimaging| R RN

If yes, please send the report and imaging copy

*Please send copies of imaging films/reports to CADISS central office:
Centre of Clinical Neuroscience, St George’s, University of London, Cranmer Terrace, London,
SW17 ORE Fax: 020 8725 2950
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