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This registration form must be completed for each patient eligible to participate.

Patient Eligibility Criteria

1. Does the patient have a diagnosis of myelodysplastic syndrome (MDS)?

* Diagnoses eligible for the MDS study: RA; RARS; RAEB-1; RAEB-2; RCMD; RCMD-RS; isolated 5g— syndrome; MDS
unclassifiable, not otherwise specified; therapy-related MDS; and CMMoL / CMML. Patient is ineligible if a previous
MDS diagnosis has transformed to AML.

1 O yes

20 no

2. Does the patient have Medicare coverage?

1 O yes
20 no

3. Patient’s date of birth:

Month Day Year

4. Patient’s age at the time of transplant: years

5. Has the patient signed the informed consent to participate in the database protocol “Research Database for Hematopoietic Stem
Cell Transplantation and Marrow Toxic Injuries — NCT 01166009”?
10yes —— >
20no

6. Specify the date the consent form was signed:

Month Day Year

7. Please print physician’s name:

8. Physician signature: Date:

* RA — refractory anemia; RARS - refractory anemia with ringed sideroblasts; RAEB-1- refractory anemia with excess blasts;
RAEB-2 — refractory anemia with excess blasts in transformation; RCMD — refractory cytopenia with multilineage dysplasia;
RCMD-RS - refractory anemia with ringed sideroblasts with dysplasia; CMMoL / CMML — chronic myelomonocytic leukemia;

AML — acute myelogenous leukemia. . .
E-mail or fax this completed form to:
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