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Participant ID:

This form s forthe designated person 10 complete a he 12 week olowup assessment ppciniment.

1. Regardiess of which treatment the patint was randomised to, lease tick any of th following thatthe
patient subsequently received:
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*Please ensure 3 Surgery Form has been completed. e ad
2. Forpatintsrandomise o consevative resment(plasiercast) oy, s noarion suspected?
v ] me
oo s sspecte, e inteacon o beaken (peiy f ene:

3. To confirm tha the requined aspects ofth rsl have been completed 3 the f2-week visi, plese cross exch
box o incicate that aach ofth following hss been done:

‘Surgery Form competed fo any addisonsl surgery
Complicasons Form compieted
WistRange o Movement and Grp Srength Form

12wk Xray complted

Ay required adverse even orms have ben competed
(relied o afacted wis ant)

4 Xeays at 12 wecks.
Flesse now sizo amange to end 3 copy ofhe 12-wesk X1y
Please recor ¥ copieshave been sent/ re being set o he il offce: Yes| o
1 375 ot avatabl, lease contact the York il offie 0 isous.

Completed by (Signature):
Date: 7 !
o =
Thank you for completing this form.
T desinated person shoukd now retum f York Tt Unit in e reepost nvelope provided.
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