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L-PVDOMICS STUDY 
    Waist/Hip Ratio Measures - Form #531 

 
 
Instructions:  This form is completed for those participants who agree to Level 1 participation only 
in the Longitudinal PVDOMICS Study (L-PVDOMICS).   
 
Review PVDOMICS MOP Chapter 36 on how to measure waist/hip circumference.  
 

 
 
 
 

          
       

  1.  Identification Number      2. Alphacode       3. Date of W/H measures: (mm/dd/yyyy)    

 
Waist/Hip Circumference Measurements - This set of measurements is completed once per 
participant. 
4. Were waist and hip measurements completed for this Level 1 participant? .................................... ___ 
  1=Yes, test was completed for PVDOMICS Study (answer Q5-7) 
             2=No, wheelchair use only. 
             3=No, logistics problem related to the participant 
             4=No, medical contraindication/safety issue detected 
             5=No, logistic problem related to the PVDOMICs clinical site (e.g., staffing, scheduling) 
             6=No, participant refused 
 
 5. Waist measurement at approximate midpoint between the lower margin of the  
 last palpable rib and the top of the iliac crest (cm)  ..................................................... ___ ___ ___.___ 
 
 6. Hip circumference around the widest portion of the buttocks (cm)  ............................ ___ ___ ___.___ 
  Calculated waist/hip ratio  ............................................................... ___ ___.___ 
  (Database will calculate waist/hip ratio automatically. Write the value in the greyed out box 
   on this paper form.) 
 
 7. Username of person taking waist/hip measurements  ............................. ___ ___ ___ ___ ___ ___ ___ 
 (Username of person is the first 6 letters of last name and first initial.) 
 

 

 

 

200. Date this form completed (mm/dd/yyyy) ...................................................... ___ ___/___ ___ /___ ___ ___ ___ 

201. Username of person reviewing completeness of this form ................................. ___ ___ ___ ___ ___ ___ ___ 

Clinical Center Use Only 

Date Form Entered (mm/dd/yyyy) ___ ___/___ ___/___ ___ ___ ___ 

Username of person entering this form ___ ___ ___ ___ ___ ___ ___ 

 


