	


                
	CZECH NATIONAL MARROW DONOR REGISTRY

Czech Republic, 323 00 Plzeň, Alej Svobody 80
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	STEM CELL TRANSPLANTATION FOLLOW-UP


After:           FORMCHECKBOX 
  0.5           FORMCHECKBOX 
  1           FORMCHECKBOX 
  5          years 

	Patient name:


	Patient ID number: (assigned by patient’s registry)



	Transplant center:


	Patient ID number: (assigned by donor’s registry)



	Donor registry:


	Donor ID number:


	Collection date:




	Was the full stem cell product used at once for transplantation?

Was any portion of the stem cell product stored for later infusion?

If YES, was this portion later infused into the patient?

          Infusion date: (day/month/year)
Was any unused portion of the stem cell product discarded?

          Disposal date: (day/month/year)
	 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
 YES


	 FORMCHECKBOX 
 NO

 FORMCHECKBOX 
 NO

 FORMCHECKBOX 
 NO

 FORMCHECKBOX 
 NO



	Is the patient alive?
	 FORMCHECKBOX 
 YES
	 FORMCHECKBOX 
 NO

	If not, date of death: (day/month/year) 

Primary cause of death:

Contributory cause(s) of death:
	
	

	Did the stem cells engraft?

If YES, date of engraftment: (day/month/year) 


	 FORMCHECKBOX 
 YES


	 FORMCHECKBOX 
 NO



	Rejection or graft failure?

If YES, please specify date: (day/month/year) 


	 FORMCHECKBOX 
 YES


	 FORMCHECKBOX 
 NO



	Chronic GvHD?

If YES:
	 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
 limited
	 FORMCHECKBOX 
 NO

 FORMCHECKBOX 
 extended

	Recurrence of original disease?

If YES, please specify date: (day/month/year) 


	 FORMCHECKBOX 
 YES


	 FORMCHECKBOX 
 NO



	Karnofsky  FORMCHECKBOX 
 / Lansky  FORMCHECKBOX 
 score:
	
	

	Has the recipient been retransplanted?

Has the recipient been given T-cells?

Source of HPC / T-cells:


	 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
 YES


	 FORMCHECKBOX 
 NO

 FORMCHECKBOX 
 NO



	Additional comments / complications:
	
	


	Form completed by:


	Signature:


	Date: (day/month/year) 




Please, return the form to the registry coordinating centre, fax: +420 377 259 072.
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