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	PARC-ITP
Pediatric and Adult Intercontinental Registry on Chronic Idiopathic Thrombocytopenic Purpura
Intercontinental Cooperative ITP Study Group (ICIS) www.itpbasel.ch 
	QUESTIONNAIRE FOR CONTROLS


To be filled in by the physician

	First- and last name of local physician
	

	Institution
	

	City, Country
	

	E-mail
	

	Fax
	

	

	Questionnaire

1.
Unique patient number UPN
	
____________

	2.
Gender
	 FORMCHECKBOX 
 male

 FORMCHECKBOX 
 female

	3.
Ethnical background
	 FORMCHECKBOX 
 Caucasian

 FORMCHECKBOX 
 African origin
 FORMCHECKBOX 
 Asian/Indian
 FORMCHECKBOX 
 Hispanic/Spanish/Latino
 FORMCHECKBOX 
 Other

	4.
Date of birth
	Day: _____
Month: _____
Year: _____

	5.
Reason for anaesthesia/surgery
	
________________________________________________

	6.
Does the control have a chronic disease? (e.g., cancer, diabetes mellitus, arterial hypertension, inherited disorders, autoimmune disorders)
 FORMCHECKBOX 
 yes

 FORMCHECKBOX 
 no


Please fax this form first to 

FAX +41 61 704 12 13 

and enclose Forms H and K (shipping form) in the shipment of the blood sample/s.
PARC-ITP, Version 2.0, 2005-2-25 (address updated 2012-10)

