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- ALPHA 1-ANTITRYPSIN DEFICIENCY REGISTRY
' CENTRAL LABORATORY PATIENT INFORMATION FORM

Form Completion Instructions:

Form #00 should be completed and accompany all blood samples sent to the
Centi'al Laboratory. The form should NOT be sent to the Clinical Coordinating
Center. Be sure to complete each section of the form.

The Central Laboratory will forward a hard copy of the form to the Clinical
Coordinating Center when the results from their testing are complete.

Be very careful to complete each item on BOTH pages of the form.
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ALPHA 1-ANTITRYPSIN DEFICIENCY REGISTRY
Central Laboratory
Patient Information Form
PLEASE PRINT OR TYPE:
1. Date form completed:.....E.@Qﬂ.d?.imf:%d.....(f wzzed o
month day year
2. Patient Registry ID:...Q8MWER........... (Scram b'ed) _____
3, Patient Name code: Y\O‘mCCOdC(C ensored )
4. Ciinical Center___Clinyc (censored) Code: _____
5. Patient name: nevey entered m‘l'o__ar_gma.l_dainbﬁ& _
(Last) (First) (M)
6. Sex...C@EQdl e (O Male (ZDFemale (3) Pregnant Female
7. Date of birth: ........Eammmf.z.d.........C.f.uz.z.cal) ............. I S "
month day year
8. Serum kit number:....E00.008.... (cengored ) e
9. Date blood drawn: F¢0Q0’.lmfzd (.‘EMZu’d e
month’ day year
10. Date of last infusion of alpha 1-antitrypsin: .. ooQ-f=24....
(Enter "00/00/00" if not applicable) month  day year
CLINICAL HISTORY:
11. Currently taking medications listed below (11a - d) %: EOOQIN.....__(1)Yes  __(2No
if YES, compilete the following:
2. BIrth COMIOl PIIS: c..ovvvrevevsesessscrsmssssssssssssssssss EGAQUA.........__(1)Yes __(2Neo
B, TAMOXHEN ersrersreeereresseeensssssessssessesssssesses FOOQNB...... _(1)Yes  __(2No
c. Corticosteroids: ) Fo0.81\C (1)Yes ___(2)No
Q. DANAZOL vovvvreeeesssssseessensessssssassesssssssssirsssss EOPAND. o (1)Yes  __(2No
12. History BT L T —— o082 ............ __(1)Yes  __(2)No
If YES, complete the following:
a. Ex-cigar%ltte'smoker:.x.rlg. ......................... FOOQ24As............. __(1)Yes __(2)No
b. CUMENt CIGArette SMOKBF: ..o ....crrsemssmser Foo.02B.......... ___(1)Yes __(2)No
c. Number of Pack Years of Cigarettes: e L ORQN2C ... —— e
d. Other smoking: (Specify: = plever entored — )ERPAIZ0(1)Yes —(2)No
(Please complete important information on Page 2)
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Patient Name Code: — Page 2 of 2
13. Hi\s{tgg and/or evidence of lung disease: F¢¢Q13 .................. ___(1)Yes _(2)No
if , complete the following: ‘
a. Emphysema:...........................................fﬁ@&.\f?ﬁs ............... __(1)Yes __(2)No
b. Reversible Airways Disease:.........ccuveeees S.".MQ.I&.& .............. __(1)Yes __(2)No
C. BIONCHIIS: coessevrenermsesesnssssssenssessaanssseressss EaoR13C............. ___(1)Yes __(2)No
14, History and/or evidence of liver disease: ... O e __(1)Yes  __(2No
it YES, complete the following:
2. CHTNOSIS: coveercernsenreemmassrsoncesssssesssasnessanses FO0Q14M,............ecene.. (1)Yes __(2No
b. Neonatal Jaundice:...............................E.QQQH.B ................... __(1)Yes _{(2No
G HOPAUHS: ..ooorrerrseneesesnarsssmssnassssses Eep@\4c w__(1)Yes __(2)No
CLINICAL CENTER PHYSICIAN (to whom results will be reported):
15. Name: Nevex Ertexed
(Last) (First) (M1)
16. Address:.
(Street)
(City) (State) (Zip)
(Area Code) (Phone Number)
Form Completed by: .
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