MACROLIDES FOR ASTHMA: REGISTRY OF CLINICAL EXPERIENCE (MARCiE)

Clinician Registration Form

Are you a prescribing clinician who cares for patients with asthma?

NO___ You are not eligible to use MARCiE

YES___ Please continue

First name______________________  Last name________________________

Medical Degree _______________________

Email address    _______________________ 	Preferred contact? YES____

Cell phone         _______________________		Preferred contact? YES____

Office name      __________________________________________________________

Office Address  __________________________________________________________

		___________________________________________________________

State/ZIP (or equivalent)	_______________________________________________

Country			_______________________________________________


In addition to considering treating your own patients with severe refractory or new-onset asthma with macrolides, are you willing to evaluate other patients referred to your practice?

NO ____

YES____

[bookmark: _GoBack]
Please email this completed form to:

dlhahn@wisc.edu

Dr. Hahn will attempt to contact you to discuss your participation and/or send you information to allow you to access MARCiE.
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