
Columbia University Pilomyxoid Astrocytoma Resource 
Patient Questionnaire

Fax or mail to:
ATTN: Ricardo J. Komotar

Columbia University
College of Physicians and Surgeons
630 West 168th Street; Room 5-462

New York, NY 10032
Fax # (212) 305-5544

1. Patient Name (Last, First)

_________________________________________________________

2. Parent/Guardian Name (Last, First)

_________________________________________________________

3. Family Contact Information (Address/Phone Number)

_________________________________________________________

4. Patient Gender

_________________________________________________________

5. Patient Birthdate

_________________________________________________________

6. Medical Record Number (If Known)

_________________________________________________________

7. Medical Center of Treatment/Diagnosis

_________________________________________________________

8. Date of Diagnosis

_________________________________________________________

9. Name of Treating Physician

_________________________________________________________

10. Treating Physician Contact Information (Address/Phone Number)

_________________________________________________________


