NATIONAL GAUCHER CARE FOUNDATION, INC.

STATEMENT OF MEDICAL NEED

Patient Name____________________________________________________________

Address________________________________________________________________

Phone Number_____________Gender_____________________Date of Birth________

Symptoms of Gaucher Disease (ICD-9-CM 272.7) First Noticed___________________

Method of Diagnosis________________________Date__________________________

Current Clinical Status

Splenectomy   (  ) Yes       (  )  No      (  ) Partial Date __________________________

Organomegaly      Liver________________________Size_______________________

                              Spleen_______________________Size_______________________

Hematology          HGB________________________HCT______________________

                              Platelet Count________________(  ) Bleeding Tendency

                              Other__________________________________________________

Skeletal Involvement_____________________________________________________

                                  _____________________________________________________

Other                         _____________________________________________________

                                  _____________________________________________________

Clinical Status Prior To Therapy (if applicable) 

Organomegaly       Liver_________________________Size______________________

                               Spleen________________________Size______________________

Hematology           HGB_________________________HCT______________________

                               Platelet Count__________________(  ) Bleeding Tendency

                               Other___________________________________________________

Skeletal Involvement______________________________________________________

                                 _______________________________________________________

 Other                       _______________________________________________________

                                 _______________________________________________________

Physician Signature____________________________________Date________________

Physician Name__________________________________________________________

Please Return To:                   National Gaucher Care Foundation, Inc.

                                                267 Kentlands Blvd., Box 1084

                                                Gaithersburg, Maryland 20878

Or Fax to:                                (301) 963-4489 

I ________________________, have agreed to have the above information sent  to the 

             Name

National Gaucher CARE Foundation, Inc. for application purposes for the CARE and/or 

CARE+PLUS Programs.

Date: _____________________

