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GENERAL ANXIETY DISORDER

Thank you for contacting us about the clinical research study for Anxiety Disorder in men and women. This is an 8 week study comparing an investigational drug for anxiety with placebo, an inactive substance. We have conducted numerous clinical studies for the past ten years.  If you qualify for participation, study-related physical exams, laboratory tests, EKGs, and investigational drug or an inactive substance will be provided to you at no cost.

In order to determine if you may qualify for this research study, we are going to ask you some questions about your health history and present condition.  Do we have your permission to proceed?  

NO __________ YES ___________ 

Date________________

Subject Name ______________________________

Age/ DOB _____________ (must be 18 years) E-mail____________________________

Phone (Day) __________________________   Cell ______________________________

Address: _____________________________

               _____________________________

How did you hear about the study? ___________________________________________

1. Have you participated in a clinical trial with experimental therapy in the last 30 days?

No ____
Yes ____ 

2. Have you ever participated in a trial with Saredutant?

No ____
Yes ____ 

3.  When did anxiety start?______________.Any treatment? No_____ Yes____, if yes what was used?______________. What was the effectiveness__________________

4. Women only: Are you pregnant, planning to become pregnant, or breastfeeding?

No ____
Yes ____ 
5. Do you have a diagnosis of major depressive disorder? No______ Yes_____ If yes, when? _______________________. 











6. Do you have any history of other psychiatric disorders, such as bipolar disorder, psychosis, post traumatic stress disorder, panic disorder, agoraphobia, social anxiety disorder, obsessive compulsive disorder, anorexia, or bulimia?  No______ Yes______ 

7. Do you have a diagnosis of Borderline Personality Disorder or Antisocial Personality Disorder? No______ Yes______ 

8. How much Alcohol do you drink on a weekly basis?_____________. Do you have any history of heavy drinking in the past year? No________ Yes________ 

9. Have you used any street drugs or marijuana?__________________No______ Yes_____  ( we will be testing for illegal drug use in the trial)

10. Do you have any history of a suicide attempt? No______ Yes______. If yes, when?_______________________ 

11. Have you had any ECT (electroconvulsive therapy) within the past year? No______ Yes_______ 

12. Are you in psychotherapy? No______ Yes______ if yes, have you started, stopped, or changed the frequency of your visits within the past 6 weeks? No______ Yes____

13. Do you have any history of Seizures? No______ Yes_____ 

14. Do you have any history of long QT syndrome, or recurrent episodes of fainting related to a prolonged QT syndrome? No______ Yes______

15. Do you have any family history of long QT syndrome, recurrent fainting, or unexplained sudden death, particularly in family members<30 years of age? No_____ Yes______ 

16. Do you have any history of Hepatitis C? No_____ Yes_____ 

17. Do you have a under active or low thyroid function? No_______ Yes______ If yes, have you been on a stable dose of thyroid medication for at least 3 months? Yes_______ No______ 

18. Do you have any other medical problems? No______ Yes______

Some People with anxiety may experience different symptoms. Please place an X by the symptoms you are currently experiencing. 

___ Excessive worrying or irritability

___ Tense, restless, and or inability to relax

___ Fears of strangers, crowds, animals or being left alone

___ Problems falling asleep, awakening during the night

___ Problems with memory or concentration

___ Loss of interest or feeling sad, blue

___ Muscle aches/pain, muscle stiffness, teeth grinding

___ Ears ringing, blurred vision, hot/cold flashes, feeling weak

___ Heart palpitations or racing heart

___ Chest pressure, gasping for breath, sighing

___ Nausea, vomiting, constipation, diarrhea, heartburn 

___ Frequent urination, loss of libido (if female, change in menses) 

___ Dry mouth, flushing, sweating, headaches

19. What medications are you taking, including vitamins, herbals, and over-the-counter medications? 

	Name 
	Start date
	Indication
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Would you like to be contacted for future studies?

Yes ____
No ____

Do we have your permission to retain this information for our files should you not qualify for the study?

Yes ____
No ____

Reviewed by: __________________________      Date: _________________

Sanofi Aventis
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