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WELCOME TO YOUR iMCD DIARY

Use this diary to keep a record of any iMCD
(idiopathic Multicentric Castleman Disease)
symptoms you might experience, and of your
overall well-being. This will support your doctor
to monitor your condition and improve your
communication with them during the visits.

How should | use this diary?

Write down your details, the contact
details of your doctor, and the details of
any medications you take, so that your
caregiver has all the important information
in case of emergencies

Use the diary entry form to monitor your

progress, by recording how you feel and
any symptoms you may have experienced

Make a note of how severe your symptoms
are and report them to your doctor.

How often should | use my diary?

How often you use this diary is up to you. However,
using it every day (or at least every other day) may
help you when you first begin your new therapy,
as it will allow you to see what effect the therapy
is having and how your condition improves.

To monitor and manage your progress, it is
useful to take your up-to-date diary with you
to each appointment with your doctor.

What symptoms should | look out for?

Common symptoms of iMCD can include:

% Enlarged or swollen lymph nodes
< Fatigue
Night sweats

Fever
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Unintended weight loss

Skin rash

Fluid accumulation

Cough

Tender abdomen
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W& Any pains/aches

When monitoring your symptoms, it is important
to make a note of any changes you notice, even if
you don't think they are important.




MY DETAILS

Full name:

Date of birth:

Address:

Phone number:

> @ By [k o

Emergency contact:
Name:

Phone number:

My doctor:

ok

Name:

Phone number:

©

Medication | regularly take:

% Medications | take as needed:

[ITMon || Tue || Wed || Thur [ | Fri [ | Sat || Sun Date:

Infusionday: | Yes [ ] No Was your infusion well tolerated? [ | Yes [ No

If no, make a note of any symptoms you experienced:

Today | generally felt: L @ C @

Compared to yesterday, | feel: [ ] Better [ Worse

O 0 0

| Unchanged

How stressful was today? Notatall 1 2 3 4 5 Very

How was your sleep last night? ~ Verybad 1 2 3 4 5  Verygood
Today | had the following symptoms How long How severe was it?

(check those that apply) did it last? (1: very mild, 5: very severe)

[ Infection 1 2 3 4 5
| Fever 1 2 3 4 5
| Limb or muscle pain 1 2 3 4 5
| High blood pressure 1 2 3 4 5
| Swollen lymph nodes 1 2 3 4 5

Whereabouts on your body?

Problems with my mouth or throat
Tummy issues or indigestion
Weight change

Water retention (swelling or puffiness)
Whereabouts on your body?

| Fatigue/tiredness

Shortness of breath

Night sweats

| Skin rash

Itching

Cough

| Pain

| Other

Describe the symptom

How did your symptoms impact your daily life?
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Mon Tue Wed Thur

Fri Sat

Sun Date:

Infusion day: Yes No

If no, make a note of any symptoms you experienced:

Was your infusion well tolerated?

Yes

No

Today | generally felt:

© 0E

© 0

Compared to yesterday, | feel: Better Worse Unchanged

How stressful was today? 1 2 3 4 S

How was your sleep last night? 1 2 3 4 S

Today | had the following symptoms How long How severe was it?
did it last?
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High blood pressure
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Fatigue/tiredness
Shortness of breath
Night sweats

Skin rash
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Cough

Pain

Other
Describe the symptom

How did your symptoms impact your daily life?
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Mon Tue Wed Thur Fri Sat Sun Date:

Infusion day: Yes No Was your infusion well tolerated? Yes No

If no, make a note of any symptoms you experienced:

Today | generally felt: © © ® ®

Compared to yesterday, | feel: Better Worse Unchanged

How stressful was today? 1 2 3 4 S

How was your sleep last night? 1 2 3 4 S

Today | had the following symptoms How long How severe was it?

did it last?

Infection 1 2 3 4 5
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How did your symptoms impact your daily life?
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Mon Tue Wed Thur Fri Sat Sun Date: Notes

Infusion day: Yes No Was your infusion well tolerated? Yes No

If no, make a note of any symptoms you experienced: Here you can make a note of your next appoints, or any tests
you may have had.

Today | generally felt: @ @ @ @

Compared to yesterday, | feel: Better Worse Unchanged

How stressful was today? 1 2 3 4 S

How was your sleep last night? 1 2 3 4 S

Today | had the following symptoms How long How severe was it?

did it last?

Infection 1 2 3 4 5
Fever 1 2 3 4 5
Limb or muscle pain 1 2 3 4 5
High blood pressure 1 2 3 4 5
Swollen lymph nodes 1 2 3 4 S5

Whereabouts on your body?

Problems with my mouth or throat 1 2 3 4 5
Tummy issues or indigestion 1 2 3 4 S
Weight change Gain Loss

Water retention 1 2 3 4 S

Whereabouts on your body?

Fatigue/tiredness 1 2 3 4 5
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Night sweats 1 2 3 4 5
Skin rash 1 2 3 4 5
Itching 1 2 3 4 5
Cough 1 2 3 4 5
Pain 1 2 3 4 5
Other 1 2 3 4 5

Describe the symptom
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