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CALIFORNIA PARKINSON'S DISEASE REGISTRY

Pilot Project: Santa Clara, Fresno, Kern and Tulare counties

Voluntary Case Report Form
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Patient Information (Please Type or Print)

Last Name:      





First Name:      





Middle Name:      





Maiden Name:      




 




Address:     





City:     





State:  
 

Zip code:     

 --     


Social Security Number:     
  -    
  -      
(ex. 123-45-6789)
Date of Birth:         /        /     
 (mm/dd/yyyy)

Gender:
 FORMCHECKBOX 
 Male     FORMCHECKBOX 
Female
Address where you lived when you were diagnosed with Parkinson’s disease:  

( FORMCHECKBOX 
 same as address above)
Address:     





City:     





State:  
 

Zip code:     

 --     


Demographic Information

This information will be used to describe the population affected by Parkinson’s disease within the pilot project counties; no such statistics are currently available in California.
Ethnicity (check all that apply)
 FORMCHECKBOX 
Non-Hispanic/Non-Latino

 FORMCHECKBOX 
Hispanic/Latino (specify):

 FORMCHECKBOX 
Mexican

 FORMCHECKBOX 
Puerto Rican

 FORMCHECKBOX 
Cuban

 FORMCHECKBOX 
Other Hispanic/Latino:      

Marital Status

 FORMCHECKBOX 
Married 

 FORMCHECKBOX 
Divorced


 FORMCHECKBOX 
Widowed

 FORMCHECKBOX 
Separated

 FORMCHECKBOX 
Single

 FORMCHECKBOX 
Never Married

 FORMCHECKBOX 
Living w/ partner

Race (check all that apply)
 FORMCHECKBOX 
White

 FORMCHECKBOX 
Black/African American

 FORMCHECKBOX 
American Indian

 FORMCHECKBOX 
Alaska Native

 FORMCHECKBOX 
Asian (specify): 

 FORMCHECKBOX 
Asian Indian

 FORMCHECKBOX 
Chinese

 FORMCHECKBOX 
Filipino

 FORMCHECKBOX 
Japanese

 FORMCHECKBOX 
Korean

 FORMCHECKBOX 
Vietnamese

 FORMCHECKBOX 
Other Asian:     


 FORMCHECKBOX 
Native Hawaiian & Pacific Islander (specify) 

 FORMCHECKBOX 
Native Hawaiian

 FORMCHECKBOX 
Somoan

 FORMCHECKBOX 
Guamanian or Chamorro

 FORMCHECKBOX 
Other Pacific Islander:     
 

 FORMCHECKBOX 
Other Race:     




Longest held occupation:      






















Month and Year of PD diagnosis: Month   
/Year     
(when a doctor told you that you have PD)

Parkinson’s Disease Information

Diagnosing Physician

Name      





Address:      








City:      





State:   

Zip code:     

 --     


Physician Specialty:      



Current Physician ( FORMCHECKBOX 
 same as diagnosing physician)

Name      





Address:      




City:      





State:   

Zip code:     

 --     


As provided by Sections 103860-103865 of the California Health and Safety Code, I am herewith filing a voluntary report of my diagnosis of Parkinson’s disease with the California Department of Public Health.
     





  
   



9/24/2009 FORMTEXT 

9/24/2009
 

Signature 








   
Date
     





      

Print Name (Last, First)

Physician Specialty:      



Office use only

Date received: ____/____/____ 

Date letter sent: ____/____/____  by: _____
Instructions





You are eligible to self register to the California Parkinson’s Disease Registry if you:





Reside in one of the pilot project counties: Santa Clara, Fresno, Kern or Tulare AND


Have a diagnosis of  Parkinson’s disease or parkinsonism AND


Wish to be included in the California Parkinson’s Disease Registry





Chose one of the following options for completing this form:





(  Fill in the fields below by typing, then print the form; 


Use the Tab key to move between fields (or use the mouse)


 		OR


(  Print form and complete by hand using black or blue ink





(  Sign the form on page 3





(   Mail your completed form to:





California Parkinson’s Disease Registry


675 Almanor Ave


Sunnyvale, CA 94085





You will receive a confirmation by mail that your registration was received.





For more information about the California Parkinson’s Disease Registry, 


please visit our website at � HYPERLINK "http://www.capdregistry.org" ��www.capdregistry.org�
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