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Registration form for the NZ NMD Disease Registry 

[Generic Data]

Thank you for agreeing to participate in the New Zealand Neuromuscular Disease Registry.  Please return this form to the NZ NMD Registry. The Registry Curator will contact you and provide you with an information sheet and consent form and give you the opportunity to ask any questions of the NZ NMD Registry.

I am: (please tick as appropriate)

	
	The participant

	
	The participant’s representative


All of the following questions relate to the participant’s with the condition

1. Participant’s personal details:

	First name (s):
	

	Family Name:
	

	Sex:
	Male / female

	Date of birth:   
	          /         /          (dd / mm / yyyy)

	Ethnicity (Do you identify yourself as – please circle the one that is most appropriate)
	NZ European
	Maori
	Samoan

	
	Cook Island Maori
	Tongan
	Niuean

	
	Chinese
	Indian
	Other

	NHI number:
	

	Address
	

	
	

	Postcode:
	

	Email:
	

	Home Phone:
	

	Mobile:

	


2. Please provide the name of your GP below giving us permission to contact your GP directly if we require further information to complete your registration.

	GPs Full name:
	

	Medical Practice Address
	

	
	

	Email:
	

	Medical Practice Phone:
	


3. If you are the participant’s representative (parent/guardian), please provide your details:
	Full name:
	

	Address
	

	
	

	Email:
	

	Phone:
	

	Relationship to participant
	


4. What is your diagnosis, according to your doctor? 

	
	Charcot-Marie-Tooth disease

	
	Congenital muscular dystrophy or myopathy

	
	Facioscapulohumeral Muscular Dystrophy

	
	Friedrich’s Ataxia

	
	Limb-Girdle Muscular Dystrophy

	
	Myasthenia Gravis

	
	Myotonic Dystrophy

	
	Spinocerebellar Ataxia

	
	Hereditary Spastic Paraplegias

	
	Other (please specify):




5. If you have had a genetic test please include a copy of your test result or provide the name and contact details of the doctor who arranged the test for you.

	
	Copy of genetic test result or 

	
	Name and address of doctor who ordered genetic test



Thank you for completing this form if you have any questions please do not hesitate to contact the Registry Curator email NZNMDRegistry@adhb.govt.nz  or ph / txt 0274688044
Office use only:
	
	Information sheet and consent form

	
	Registration form (this form)


Page 1 of 2
Version 2.1 [Generic_DATA]
June 2013

[image: image2.png]-



