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EWOG-SAA 2010 Initial Registration

Patient Name | |

Patient identification number | |

Date of Birth ( dd/mm/yy ) I

Sex O male O female
Please make sure that the consent form is signed before transmitting these data!

Informed consent given U no O yes

Cause for consultation [0 Disease symptoms 0 Medical check-up O Accidental finding

Date of onset ( dd/mm/yy ) (T Y |
Date of diagnosis ( dd/mm/yy ) [ | |

Diagnosis: Idiopathic Ono 0O yes
Hepatitis associated [ no [ yes

Possibly drug induced [0 no O yes, Oanticonvulsant Oantibiotics [lgold [ analgesic [ cimetidin

OOther | |

Possibly other cause [ no [ yes, specify | I

Clincal features and physical examination at diagnosis

Body weight (kg) at diagnosis I I
Height (cm) at diagnosis I I
Head circumference (cm) at diagnosis I I

Active infection I no O yes

Hepatitis O no O yes, date of diagnosis (dd/mm/yy ) |__|_ |||l |_|
Virus, specify | I [ unknown

Previous liver transplantation  [J no O yes, date of liver transplant ( dd/mm/yy ) |__ || ||| |

Respiratory tract symptoms O no O yes

Bleeding U no I yes, Bleeding site | I

Other symptoms O no [ yes, type of other symptoms | I

Organ dysfunctions

Skeletal O no [ yes, specify: | | CTCAE grade | |
Cardiac / circulatory U no O yes, specify: | | CTCAE grade | __ |
Gastro-intestinal O no O yes, specify: | | CTCAE grade | |
Liver, spleen O no [ yes, specify: | | CTCAE grade | |
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Metabolic O no [ yes, specify: | | CTCAE grade | |
CNS O no [ yes, specify: | | CTCAE grade | |
Urogenital U no O yes, specify: | | CTCAE grade | __ |
Skin O no O yes, specify: | | CTCAE grade | |
Other O no [ yes, specify: | | CTCAE grade | |

Other pathology / medical history of the patient

Mental retardation U no O yes
Birth weight < 3" percentile O no O yes
Height < 3" percentile U no O yes
Weight < 3" percentile U no O yes
Head circumference < 3" percentile [ no O yes
Clinical evidence of PNH U no O yes
Other abnormalities U no O vyes, specify | I
I I
Family history in 1° relative
Parents are consanguineous O no O yes O unknown
Malignancies in family U no O yes, O Mother [ Father [ Brother [ Sister
Type of malignancy | I
Hemato-/immunological U no O yes, specify | I
diseases O unknown
Other possibly relevant diseases O no O yes, specify | I
Laboratory data
Chemistry
Hb-Electrophoresis prior to transfusion Unit (specify)
HbA, | | (%) O not done IgA
HbF | [ (%) 0 not done IgM
IgG
LDH elevated [ no [ yes (for age and laboratory range of normal)
PNH clone Granulocytes %, Monocytes %, RBC __ %,
Lymphocytes ___ %, Reticulocytes % O center | I
HLA Type (4 digits)
| A B G [ /DRBT || |_|D@B1 |_|_ | _|_|DPB1
| A B G [ JDRBT || |_|D@B1 |_|_ | _|_|DPB1
HLA identical sibling: [ no O yes
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Virus specific serology

pos
EBV-VCA lgG O
igM O
EBV-EA lgG O
EBV-EBNA lgG O
EBV PCR O
Herpes Simplex IgG O
igM O
Anti-HBs O
Anti-HBc O
HBsAg O
HIV lgG O

neg unknown
| |
O O
O O
| |
O O
O O
| |
O O
O O
| |
O O

pos
CMV

PCR

HHV 6

Parvovirus B 19

HCV

OO0 QgO000O0dggaQodaogd

PCR

neg unknown
| |
O O
O O
| d
O O
O O
| d
O O
O O
| d
O O
O O

Cytogenetic a

nd Culture studies

Date of conventional cytogenetic examination (dd/mm/yy) | |_ || |__|

Analysis to exclude Fanconi Anemia (mandatory for all patients)

Oneg 0O pos

| Please enclose copy of report

Hematologica

| data at diagnosis

First bone marrow aspirate, Reference morphology: Date (dd/mm/yy) || ||

Transfusion within the last 4 weeks:

PB at the first BM aspirate:
(Please give pre-transfusion

levels)

Bone marrow aspirate
Cell content

LI aplastic

O hypocellular

O normocellular

O hypercellular

O not to be determined

Megakaryocytes
LI none

O decreased
O normal

O increased
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RBC [Ono [lyes Platelets Ono [Oyes
RBC(Ery) unit WBC unit
MCV unit ANC unit
Hb unit Platelets unit
Reti unit

Differential count (%)

Peripheral blood (%)

Bone marrow (%)

Blasts

Promyelocytes

Myelocytes

Metamyelocytes

Bands

Segmented

Eosinophils

Basophils

Lymphocytes

Monocytes

Erythroblasts

Total

100

100

Name of reviewing center
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Second bone marrow aspirate, Reference morphology: Date (dd/mm/yy) || || |||

Transfusion dependent on red cells O no 0O yes

Transfusion dependent on platelets O no 0O yes Granulocyte transfusion [ no [ yes
PB at the second BM aspirate: RBC(Ery) unit WBC unit

MCV unit ANC unit

Hb unit Platelets unit

Reti unit
Bone marrow aspirate Differential count (%) Peripheral blood (%) Bone marrow (%)
Cell content Blasts
U aplastic Promyelocytes
O hypocellular Myelocytes
0 normocellular Metamyelocytes
O hypercellular Bands
O not to be determined Segmented
Megakaryocytes Eosinophils
0 none Basophils
O decreased Lymphocytes
O normal Monocytes
O increased Erythroblasts

Total 100 100
Name of reviewing center
Previous Therapy
Therapy prior to diagnosis U no O yes: O Steroid O G-CSF O IVIG
O Erythropoietin O Other hemato. growth factors
O Other:

Further Comments: |
Date |_ I 11 1 | | Stamp Signature
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