
Long-Term Study of Melorheostosis at National Institutes of Health 

Please provide the following information to get registered in the NIH system and begin scheduling your visit.  
Forms should be returned to Nancy Spencer. 

Personal Details: 
First & Last Name: ________________________________ 

Date of Birth: _________________ Country of Birth: _________________________________ 

Race: ____________________________ Ethnicity: __________________________ 

Preferred Language: ________________________ 

Gender/Gender Identity: _____________________ 

Do you have a social security number? Yes ___ or No ___ (Do not provide your SSN on this form.) 

Contact Information: 
Email Address: __________________________________ 

Home Address: 

___________________________________ 

___________________________________ 

___________________________________ 

Cell Phone: _______________________ 

Home Phone: _____________________ 

Work Phone: ______________________ 

Provider to whom reports should be sent (optional): 
Name: _____________________________ 

Address: 

___________________________________ 

 ___________________________________ 

 ___________________________________ 

Fax/Email: ____________________________ 

Patient Information: 
Height: _______ (in) or ________ (cm) 

Weight: ________ (lbs) or _______ (kgs) 

Area of body affected with Melorheostosis: 

___________________________________ 

___________________________________ 

___________________________________
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