



To help us with our records and ensure you receive further correspondence (newsletter/AGM invite/articles) we would appreciate it if you could fill in the details below. The starred questions are what is needed to enter you onto our database in order for you to receive further information. For our reference and future research projects, we would be most grateful if you could complete the other areas of the questionnaire also ,but these are optional. The information given will be only be used in conjunction with research projects and medical professionals where appropriate. 
	Ref:2010/                                                        for office use 
	Date received:                                                   for office use

	*Name

	*Address (including postcode/zipcode)

	*Telephone: including area code                                                                   Mobile/Cell 

	*Email:

	Are you the person with ACC ?please circle        Yes   /  No                   Professional?

	Name of person affected:                                                  Relationship to you:


	Date of birth of person with ACC:
   		

	Please state DIAGNOSIS  please tick

	
Partial ACC        Complete ACC         Dygenesis of the Corpus Collasum         Aicardi Syndrome:  

	Other 


	AGE AT DIAGNOSIS
(please tick)
	Pre-Natal
	0 -5 yrs
	5-12yrs
	12-16yrs
	16-19yrs
	30yrs 

	If pre natal at what stage was it diagnosed?                                         

	Please tick any additional conditions that have been diagnosed:
Epilepsy
Hypotonia
Cerebral Palsy
Dystonia
	Microcephaly
Hydrocephaly
Austism
Dyspraxia
Heart defects
Scoliosis
	

	Hypoplasia                                                                                        Pituitary Disorders
Visual Impairment                                                                          Andermann Syndrome

	Williams syndrome                                                                         Aspergers syndrome
Chromosome abnormality                                                            Turner Syndrome
Gastric problems                                                                             Sturge Weber syndrome


*I truly believe that the above information is correct. I am also happy for the above data (if entered) to be used for research purposes on behalf of  Corpal  if the need arises and fully understand that my name (and or the person affected above) and contact details will not be given out unless prior consent is given. Signature…………………………………………….Name………………………………………………………Date…………………….
Please enter me onto the families in contact List (Your name , address, gender/year of birth  
of person with ACC and email address will be displayed for others to see:
Signature…………………………………………….Date……………………………………








Please return this form to 
Vicky Gaunt
vicky@corpal.org.uk
[bookmark: _GoBack]96 St Pauls Hill Road, Hyde, Cheshire, SK14 2SW
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Supporting those with ACC or Aicardi Syndrome





