H E ‘ RL@ Rare Diseases NG, _
2975 Contact Registry Form

Please sign Authorization on the back of this form. Questions marked with an asterisk(*) are required.
Please fax completed form along with signed Authorization Agreement to 813-910-5996 or mail to
RDCRN Attn: Contact Registry, 3650 Spectrum Blvd., Ste 100, Tampa, FL 33612

Patient Information (Person with disorder):

*Disorder: (choose only one)

O Pulmonary Alveolar Proteinosis (PAP) O Hereditary Interstitial Lung Disease (hILD)

O Lymphangioleiomyomatosis (LAM) O Alpha-1 Antitrypsin Deficiency (Alpha-1)
*Date of diagnosis: / / *Date of birth: / /

DD/ MMM/ YYYY DD/MMM/ YYYY
(e.g., 12/JAN/2002. If you don't know the (e.g., 12/JAN/2002. If you don't know the

Place of birth: entire date, please enter as much as possible.) entire date, please enter as much as possible.)

County: State/Province:

Country:
*Gender: O Male O Female Ethnicity: O Hispanic or Latino O Not Hispanic or Latino
Race: (check all that apply)

[J American Indian/Alaska Native  [] Black or African American [J white
[ Asian [] Native Hawaiian/Pacific Islander [J Unknown
Contact Information (Person to be contacted):
Name:
*Last name: *First name:
Mailing Address:
*Street address:

*City *State/Province:
*ZIP/Postal Code: Countrys
*Primary Phone: (e.g., 888-555-1212) Secondary Phone: (e.g., 888-555-1212)

Fax: (e.g., 888-555-1212)

E-mail Address:

*I am a: O Patient QO Parent/Guardian
How do you prefer us to contact you? O Email O pPhone O Mail O Fax
What is the best time to contact you? (O Morning O Afternoon O Evening O Any time of day
How did you find out about us?
[J Support group/Foundation [J word of mouth [J publication [ other
[ Internet 1 Media [] Medical Professional

Please fax completed form along with signed Authorization Agreement to 813-910-5996 or mail to
. RDCRN Attn: Contact Registry, 3650 Spectrum Blvd., Ste 100, Tampa, FL 33612 .
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