
Laboratory:Form Completed By:

Joint Assessment:

Number of Tender 

Joints:   __ ___

Visit Information:

We have provided a 68 joint homunculus. However, we only require a 28 joint count 

assessment (selected joints are highlighted). Please shade in all tender & swollen joints. If a 

joint has been replaced or injected with corticosteroids within the last 3 months, it should 

NOT be counted. Please use an arrow to indicate these joints.

Ontario Biologics Research Initiative: Safety and Effectiveness Study

Site: __ __ __ Patient Number: __ __ __     Patient Initials:  __ __ __ 

STUDY ASSESSMENT FORM 

PLEASE FAX TO:  1-888-757-6506

Tender Joint Count Swollen Joint Count

Date: ____/____/______(dd/mm/yyyy) 

���� Baseline ���� Follow-up

How active is the rheumatoid arthritis TODAY?

Patient Global Assessment of  Current Disease Activity:
How active has the rheumatoid arthritis been in the LAST 24 HOURS?

Co-Morbidities & Serious Events:

ESR: __ __ __ mm/hr ���� Not Done CRP: __ __ __ . __ mg/l ���� Not Done 

Date: ___/____/____(dd/mm/yy)  Date:____/____/____ (dd/mm/yy)

Signature: _________ 

Date:____/____/_____ (dd/mm/yyyy)
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Not Active   ���� ���� ���� ���� ���� ���� ���� ���� ���� ���� ���� Extremely 

At All         0       1        2        3       4        5       6       7        8       9      10       Active

Physician Global Assessment of  Current Disease Activity:

R L R L

Number of Swollen 

Joints:   __ ___

► Erosions on X-ray? ���� No ���� Unsure ���� Yes, Year of X-Ray:______

Not Active   ���� ���� ���� ���� ���� ���� ���� ���� ���� ���� ���� Extremely 

At All         0       1        2        3       4        5       6       7        8       9      10       Active

���� NONE

���� NO CHANGE at Follow-up

���� Depression:

���� Cardiovascular: ���� Coronary Artery Disease   ���� CHF      ���� HTN

���� Arrhythmia                       ���� Other:___   ____       _________________

���� CNS: ���� Stroke ���� TIA ���� Other: ______________________________________________

���� Lung Disease: ���� Asthma  ���� COPD ���� Pulmonary Embolism 

���� ILD        ���� Other:______________________ ____________________

���� GI: ���� Ulcer   ����Other:_ ________________________________ ___________________

���� Kidney Disease: _____________      _

���� Diabetes: ���� Type I   ���� Type II 

���� Hematologic: ���� Anemia ���� Other:___________________________ __    _____________

���� Liver Disease: _       _____________

���� Osteo or Degenerative Arthritis: __  _     ___________

���� Autoimmune Disease: ���� SLE ���� Vasculitis ���� Other:_______________ ______________    

���� Cancer: ____________________________                                   _

���� Serious Infection: _______________                                 _ _____________   

���� Tuberculosis:_____________________________ __________

���� Fungal Infection:_____________________________ __________

���� Central Demyelination: ______________________ ___    _______

���� Other: _ _ 

► Did any of these events result in death/hospitalization/IV antibiotics/significant  

loss of function or disability/congenital malformation/or was life threatening?          

���� No   ���� Yes, Specify:__________________________  __________                   __

Additional Comments:


