
Patient Information Form — CAR-T Cell Therapy Trial
Clinical team contact: Manina Etter

Please send the form back to manina.etter@unibas.ch

1. Personal Details

Full Name (First and Last):

Date of Birth (DD/MM/YYYY):

Gender:

Address:

Nationality:

Phone Number:

Email:

2. Medical History
Date of First Glioma Diagnosis:

How was your tumor initially diagnosed?

Surgery / biopsy Imaging (MRI/CT)

Other:

Treatments Received (check all that apply):

Surgery Radiotherapy Chemotherapy

Other:

In which hospital have you been treated so far?

Has your tumor been tested for the EGFRvIII mutation?

Yes, mutation is present Yes, mutation is absent

Not yet tested I don't know

Have you experienced a recurrence of glioblastoma after initial therapy?

Yes No

If yes, when was recurrence diagnosed (DD/MM/YYYY)?



Patient Information Form — CAR-T Cell Therapy Trial (continued)

3. Other Health Information

Do you have any other serious medical conditions?

Yes No

If yes, please specify:

Current Medications:

Are you currently enrolled in another clinical trial?

Yes No

If yes, please specify:

Message / Comments:

5. Consent

I confirm that the above information is accurate and I consent to be
contacted by the study team.

Date (DD/MM/YYYY):

Signature:
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