NORTHERN CALIFORNIA RESEARCH

Douglas G. Young, M.D.
3840 Watt Avenue, Building E.
Sacramento, CA 95821
Telephone: (916) 484-0500
Fax: (916) 484-0600

REGISTRATION FORM

(Please Print)

PATIENT INFORMATION

Name:
First Middle Initial Last
Date of Birth: / / Age: Sex: [ ] Female [ ] Male
SS #: / / Marital Status:
Address:
City: State: Zip:
Home Number: ( ) - Cell: ( ) -
Work: ( ) - E-Mail:

DEMOGRAPHIC INFORMATION

Race: | [ ] Caucasian | [_] African American | [_] Hispanic | [_] Asian | [_] Other:

APPOINTMENT INFORMATION

Best day(s) & time(s) for Appointments:

Best day(s) & time to call you:

EMERGENCY INFORMATION

Emergency Contact:

Phone: ( ) - Relationship:
Address:
City: State: Zip:

PARTICIPANT AGREEMENT

I understand that Northern California Research Corp. will not be providing investigational treatment for my
medical condition unless | have qualified for and have entered into a research study. | also understand that if |
do enter a study, | will only receive investigational treatment for the medical condition being studied.

Signature: Date:




Medical History Questionnaire

Participant Name: Age:

First Middle Initial Last

Check YES or NO only in the
columns below as it applies to you.

RESEARCH STAFF ONLY

Y Please do not fill the spaces below. Leave blank for physician/coordinator use.

MEDICAL E|N
CONDITION S| O] DESCRIPTION/ COMMENTS Start Date ggr?g',? Stop Date

Updated Information
From subject or Med Rec
Info/Date Added/ Initials

Eyes, including glasses

Head, Ear, Nose

Cardiac:
High Blood Pressure

High Cholesterol

High Triglycerides

Lung Disease:
COPD or Asthma
Pneumonia or Other

Endocrine: Diabetes,
Thyroid or Obesity

Liver/Gallbladder

Stomach/Bowel/Ulcer
Disease

Kidney Disease

Bladder Disease

Prostate Disease

Breast/Uterine/
Ovarian

Seizure Disorder

Stroke/Nerve Problems

Musculoskeletal

Skin Problems

Psychological
Problems

Anemia/Blood Disorder

Cancer
or Tumors

Headaches/Migraine/
Tension

Disease of Study:

Other:

Other:

Surgeries and Hospitalizations Reason: List All Date

STAFE ONLY




Participant’s Name:

DOB.

First Middle Initial Last
ALLERGIES _ _
Any known allergies to medications, foods, dyes, plants, animals, etc? | YES | || NO [ |
Do you have seasonal allergies? | YES [ || NO | |

If “YES” to any allergies, please complete the table below:

Allergen Type of Reaction First Noted (Date)
MEDICATIONS List all medications currently used, prescribed by doctor or over-the-counter.
Name of medication | Doseor | #times Reason taken Start | Stop | [InvestigatororSub
Mg taken Date | Date Cormrants!
da”y Initials/Date
Tobacco Use: | NO YES ; What Kind? # years used: | # per day:
Alcohol Use: | NO YES | | | # of drinks per week: # of drinks per month:

CURRENT CONTRACEPTION /BIRTH CONTROL USE

Are you using a method of birth control/contraception?

NO [ ] YES [ ]

If “YES’, what kind?

WOMEN ONLY: MENOPAUSE HISTORY

Are you Postmenopausal?

NO [ ]

If ‘NO’ Date of Last Menstrual Period: /[

(Have not had a menstrual
period in over 12 months)

YES []

If “YES’ how many years you’ve been postmenopausal?

Indicate below whether you are naturally menopausal OR have had surgically induced menopause (ie. Hysterectomy)

Natural Menopause: [ ] | Beginning Date of Last Menstrual Period: /[
Surgical Menopause: [ | | Type of Surgery:
PREGNANCIES AND BIRTHS
# of Pregnancies: # Full Term: | # Miscarriage: | # Abortion:
# of Births: # Vaginal: | # C-Section:

*The information | have provided as of today’s date regarding my medical history is true and
I understand that giving any false information may result in harmful treatment of my condition.

Patient Initials:

Today’s Date:




NORTHERN CALIFORNIA RESEARCH

Douglas G. Young, M.D.
3840 Watt Avenue, Building E.
Sacramento, CA 95821
Telephone: (916) 484-0500
Fax: (916) 484-0600

Medical Records Release Between:

Douglas Young, M.D. and Treating Physician(s)

Print Name:

First Middle Last

Date of Birth: / /

It is important for your safety that your primary care physician and other
treating physician(s) are aware of your participation in this clinical trial.
Should there be any significant laboratory/x-ray/test abnormality (ies), it
may be necessary for your treating physician(s) to follow-up on this.

The undersigned authorizes the listed physician to release any and all
medical records in your possession, as indicated below, for the purpose of
documenting this patient’s past and current medical care. Such records
may include and/or contain reference to psychiatric and/or psychological
information, drug/alcohol/substance abuse, sickle cell disease, human
immune deficiency, virus/acquired immune deficiency syndrome
(HIV/AIDS).

I, give
Douglas G. Young, MD permission to exchange my medical information
as deemed necessary and to discuss any medically relevant issues
pertaining to my medical care. A copy of this signed authorization will be
considered as valid as the original.

The authorization shall become effective immediately and shall remain in
effect until or for one year from the date of
signature.




This authorization is also subject to written revocation by the undersigned
at any time between now and the disclosure of information by the
disclosing party. My written revocation will be effective upon receipt, but
will not be effective to the extent that the Requester or others have acted
in reliance upon this authorization.

| understand that the requester may not lawfully further use or disclose the
health information unless another authorization is obtained from me or
unless such use or disclosure is specifically required or permitted by law.

_Check the box to specify which type of information is to be disclosed.
| Medical Records

Specify:

[_] Psychiatric Information
Drug/Alcohol Information

| HIV Blood Test

Study Protocol #:

Medical Record or Kaiser #:;

If you are a Kaiser Patient please complete the Kaiser Release form on the next page.

PHYSICIAN INFORMATION

Physician’s Name (1):

Address:
Telephone: | ( ) -
Fax: | ( ) -
Physician’s Name (2):
Address:
Telephone: | ( ) -
Fax: | ( ) -
Patient / Subject Signature Date

Witness Signature Date



é 2, KAISER

S PERMANENTE @

Kaiser Foundation Health Plan, Inc.

Kaiser Foundation Hospitals

The Permanente Medical Group, Inc.

AUTHORIZATION FOR USE AND/OR DISCLOSURE
OF MEMBER/PATIENT HEALTH INFORMATION

IMPRINT AREA

| understand that Kaiser Permanente will not condition treatment, payment, enroliment, or eligibility for benefits on my

providing or refusing to provide this authorization.

| hereby authorize

NAME OF DISCLOSING PARTY

ADDRESS

CITY STATE 2P
to disclose to
NAME OF RECIPIENT
ADDRESS
cITY STATE ZIP
records and information pertaining to
NAME OF MEMBER/PATIENT (LIST OTHER NAMES USED) MEDICAL RECORD NUMBER DATE OF BIRTH
ADDRESS TELEPHONE NUMBER
DURATION: This authorization shall become effective immediately and shall remain in effect for one year from the date

of signature unless a different date is specified here
DATE

REVOCATION: This Authorization is also subject to written revocation by the member/patient at any time. The written
revocation will be effective upon receipt, except to the extent that the disclosing party or others have acted

in reliance upon this Authorization.

REDISCLOSURE: | understand that the recipient may not lawfully further use or disclose the health information unless another
authorization is obtained from me or unless such use or disclosure is specifically required or permitted by law.

SPECIFY Check the box and initial to specify which type of information is to be disclosed.
RECORDS: [] MEDICAL INFORMATION — [l PSYCHIATRIC INFORMATION
SIGNATURE DATE
[’ DRUG/ALCOHOL INFORMATION [l RESULTS OF AN HIV BLOOD TEST
SIGNATURE DATE SIGNATURE DATE
[ OTHER HEALTH INFORMATION ___ (specify below)

Specify the records to be disclosed:

The recipient may use the health information authorized on this form for the following purposes:

Date: Signature:

If signed by other than member/patient, indicate relationship:

90258 (REV. 5-03) HIPAA COMPLIANT DISTRIBUTION: WHITE = CHART * CANARY = MEMBER/PATIENT
FOR SPANISH USE 01782-000, CHINESE 01782-002

FORM NOT TO BE USED FOR RESEARCH



W-9
Form

{(Rev. October 2007)

Department of the Treasury
Internal Revenue Service

Request for Taxpayer
Identification Number and Certification

Give form to the
requester. Do not
send to the IRS.

Name (as shown on your income tax return)

Business name, if different from above

Check appropriate box: D Individual/Sole proprietor

D Other (see instructions)

D Corporation
Limited liability company. Enter the tax classification (D=disregarded entity, C=corporation, P=partnership) ®» ___.__.

D Partnership [:| Exempt
payee

Address (number, street, and apt. or suite no.)

Print or type

Requester’s name and address (optional)

City, state, and ZIP code

List account number(s) here (optional)

See Specific Instructions on page 2.

Taxpayer ldentification Number (TIN)

Enter your TIN in the appropriate box. The TIN provided must match the name given on Line 1 to avoid
backup withholding. For individuals, this is your social security number (SSN). However, for a resident 1 '
alien, sole proprietor, or disregarded entity, see the Part | instructions on page 3. For other entities, it is
your employer identification number (EIN). If you do not have a number, see How to get a TIN on page 3. or

Note. If the account is in more than one name, see the chart on page 4 for guidelines on whose

number to enter.

Social security number
| '
i |

Employer identification number

m Certification

Under penalties of perjury, | certify that:

1. The number shown on this form is my correct taxpayer identification number (or | am waiting for a number to be issued to me), and

2. | am not subject to backup withholding because: (a) | am exempt from backup withholding, or (b) | have not been notified by the Internal
Revenue Service (IRS) that | am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has

notified me that | am no longer subject to backup withholding, and

3. |l am a U.S. citizen or other U.S. person (defined below).

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup
withholding because you have failed to report all interest and dividends on your tax return. For real estate transactions, item 2 does not apply.
For mortgage interest paid, acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement
arrangement (IRA), and generally, payments other than interest and dividends, you are not required to sign the Certification, but you must

provide your correct TIN. See the instructions on page 4.

Sign Signature of
Here U.S. person P

Date P

General Instructions

Section references are to the Internal Revenue Code unless
otherwise noted.

Purpose of Form

A person who is required to file an information return with the
IRS must obtain your correct taxpayer identification number (TIN)
to report, for example, income paid to you, real estate
transactions, mortgage interest you paid, acquisition or
abandonment of secured property, cancellation of debt, or
contributions you made to an IRA.

Use Form W-9 only if you are a U.S. person (including a
resident alien), to provide your correct TIN to the person
requesting it (the requester) and, when applicable, to:

1. Certify that the TIN you are giving is correct (or you are
waiting for a number to be issued),

2. Certify that you are not subject to backup withholding, or

3. Claim exemption from backup withholding if you are a U.S.
exempt payee. If applicable, you are also certifying that as a
U.S. person, your allocable share of any partnership income from
a U.S. trade or business is not subject to the withholding tax on
foreign partners’ share of effectively connected income.

Note. If a requester gives you a form other than Form W-9 to
request your TIN, you must use the requester’s form if it is
substantially similar to this Form W-9.

Definition of a U.S. person. For federal tax purposes, you are
considered a U.S. person if you are:

® An individual who is a U.S. citizen or U.S. resident alien,

® A partnership, corporation, company, or association created or
organized in the United States or under the laws of the United
States,

® An estate (other than a foreign estate), or

® A domestic trust (as defined in Regulations section
301.7701-7).

Special rules for partnerships. Partnerships that conduct a
trade or business in the United States are generally required to
pay a withholding tax on any foreign partners’ share of income
from such business. Further, in certain cases where a Form W-9
has not been received, a partnership is required to presume that
a partner is a foreign person, and pay the withholding tax.
Therefore, if you are a U.S. person that is a partner in a
partnership conducting a trade or business in the United States,
provide Form W-9 to the partnership to establish your U.S.
status and avoid withholding on your share of partnership
income.

The person who gives Form W-9 to the partnership for
purposes of establishing its U.S. status and avoiding withholding
on its allocable share of net income from the partnership
conducting a trade or business in the United States is in the
following cases:

® The U.S. owner of a disregarded entity and not the entity,

Cat. No. 10231X

Form W=9 (Rev. 10-2007)



