	
	CRF

CONCOMITANT MEDICATION
	1(1)

	Study code:
	
	Subject number:
	

	EudraCT number:
	
	Subject initials: 
	

	Study site:
	
	
	



	Has subject taken any concomitant medication during the study? If yes, please specify:
	Yes

 FORMCHECKBOX 

	No

 FORMCHECKBOX 


	Medication
	Dose
	Route
	Indication
	Date

(dd/mm/yyyy)
	Eligible to continue in the study
	Initials

	
	
	
	
	
	yes
	no
	

	1.      
	     
	     
	     
	Start
	   /   /    
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	
	Stop
	   /   /    
	
	
	

	
	
	
	
	Ongoing
	 FORMCHECKBOX 

	
	
	

	2.      
	     
	     
	     
	Start
	   /   /    
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	
	Stop
	   /   /    
	
	
	

	
	
	
	
	Ongoing
	 FORMCHECKBOX 

	
	
	

	3.      
	     
	     
	     
	Start
	   /   /    
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	
	Stop
	   /   /    
	
	
	

	
	
	
	
	Ongoing
	 FORMCHECKBOX 

	
	
	

	4.      
	     
	     
	     
	Start
	   /   /    
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	
	Stop
	   /   /    
	
	
	

	
	
	
	
	Ongoing
	 FORMCHECKBOX 

	
	
	

	5.      
	     
	     
	     
	Start
	   /   /    
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	
	Stop
	   /   /    
	
	
	

	
	
	
	
	Ongoing
	 FORMCHECKBOX 

	
	
	

	6.      
	     
	     
	     
	Start
	   /   /    
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	
	
	
	
	Stop
	  /  /    
	
	
	

	
	
	
	
	Ongoing
	 FORMCHECKBOX 

	
	
	








	
	
	
	
	
	
	

	
	Name of Principal Investigator
	
	Date
	
	Signature
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