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COMMENTS -Affix label here-

Clinical Center/ID: __ __    __ __ - ___ ___ ___ - __

First Name _______________________M.I.______

Last Name ________________________________

To be completed by Physician Adjudicator:

Date Completed: - -  (M/D/Y)

Adjudicator Code:

To be completed by Outcomes Specialist:

Staff person:

Adjudication Case No.:

Complete a separate form for each hospitalization.

Hospitalization information is optional and for CC use only.  Items 1 through 4 to be completed by
Outcomes Coordinator.

Hospital
Hospital/Facility Name:                                                                                                                            

Address:                                                                                                                            
                                                                                                                           
City State Zip Code

Admission Date:                                                                                      (M/D/Y)

Discharge Date/Date of Death:                                                               (M/D/Y)

Patient's Hospital ID:                                                                                

ICD-9-CM Discharge Diagnosis Codes:
1. Record all ICD-9-CM diagnosis codes in the order they are listed on the hospital face sheet, physician

attestation sheet or other documentation listing diagnosis codes.  If there are more diagnosis codes than
space available, record on a separate page and append to this form.  (Do not report codes with a V
prefix.)

1.  . 5.  .   9.  . 13.  . 
2.  . 6.  . 10.  . 14.  . 
3.  . 7.  . 11.  . 15.  . 
4.  . 8.  . 12.  . 16.  . 

ICD-9-CM Procedure Codes:

2. Record all ICD-9-CM procedure codes in the order they are listed on the hospital face sheet, physician
attestation sheet or other documentation listing procedure codes.  If there are more procedure codes
than space available, record on a separate page and append to this form.

1.  . 5.  .   9.  . 13.  . 
2.  . 6.  . 10.  . 14.  . 
3.  . 7.  . 11.  . 15.  . 
4.  . 8.  . 12.  . 16.  . 

RV_________KE___________
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Discharge Diagnoses:
3. If the ICD-9-CM discharge codes are not available, write out all discharge diagnoses in the order they are

listed on the hospital face sheet or other sources.  If there are more diagnoses than space available,
record on a separate page and append to this form.

3.1. Discharge diagnoses recorded below?
0  No

1  Yes

1. _________________________________  9. _______________________________________

2. _________________________________ 10. _______________________________________

3. _________________________________ 11. _______________________________________

4. _________________________________ 12. _______________________________________

5. _________________________________ 13. _______________________________________

6. _________________________________ 14. _______________________________________

7. _________________________________ 15. _______________________________________

8. _________________________________ 16. _______________________________________

Procedures:

4. If the ICD-9-CM procedure codes are not available, record all procedures in the order they are listed on
the hospital face sheet or other sources.  If there are more procedures than space available, record on a
separate page and append to this form.

4.1. Procedures recorded below? 
0  No

1  Yes

1. _________________________________  9. _______________________________________

2. _________________________________ 10. _______________________________________

3. _________________________________ 11. _______________________________________

4. _________________________________ 12. _______________________________________

5. _________________________________ 13. _______________________________________

6. _________________________________ 14. _______________________________________

7. _________________________________ 15. _______________________________________

8. _________________________________ 16. _______________________________________

Item 5 to be completed by Physician Adjudicator:

5. Were there any additional WHI outcomes associated with this hospitalization that the participant did not
self report?

__ No

__ Yes

Responsible Adjudicator Signature

Complete appropriate outcomes forms


