Fanconi Anemia Registry 01
FARO1 Androgen Therapy

Patient initials |
(firstname/ last name)

Quarter and year of birth (g/yyyy) I

Sex: O male O female

Androgen therapy [ oxymetholone O danazol O other, specify | I
Start date | ll_l__ll_|__| Stopdate |

Further comments:

Referring physician name and institution I

Address |

Telephone and fax I

email |

Date I__I 1 1__1l__1 Signature
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