PATIENT REFERRAL – EBMT MINIMUM DATA REQUIRED
INITIAL DIAGNOSIS
LYMPHOMA
	Name:
	DOB:
	NHS No.

































Primary Diagnosis: 








WHO classification: 





RESULTS AT DIAGNOSIS


(Please tick to confirm test done or enter results below and attach related reports)





Tissue biopsy





Node:------------------------------------ 





Other tissue: --------------------------





CT Scan: --------------------------------------------------------------








PET scan: -------------------------------------------------------------





Bone Marrow Report





Trephine:---------------------------------------------------





Ca2+ --------------------------------------------------------





Alb: ---------------------------------------------------------





LFT:---------------------------------------------------------








Stage at diagnosis?: ------------------------------





Size of largest mass





<5cm                          5-10cm                   >10cm  





 No mass                   Unknown








LDH Levels


          


Normal:                                                     Elevated   





Not Evaluated                                            Unknown





Specific sites of involvement:





Nodes below diaphragm             Bone Marrow 





Nodes above diaphragm              Extranodal (CNS)








Extranodal (Testis/Ovary)             Lung Liver Spleen
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Lines of therapy & response given to the patient from time of diagnosis to referral for Transplant


(Tick box and complete dates where requested)





1st Line Therapy:     Yes: ------            No: ------------------            





Date Started: ---------------------------------------


                                                                 


Sequential number for this treatment: ---------------------





Chemotherapy/drug/agent (inc MoAB)?





Yes: -----------------------------------         No: ----------------








If MoAB, radiolabelled?





Yes: -----------------------------------          No:-----------------                                                                                  








Regimen: ---------











Radiotherapy:          Yes: -------           No: -------------------                           





Response to this line of therapy (please see EBMT definitions)





Complete remission---------------





Partial remission (>50%) --------





No respone (<50%) --------------





Additional treatment given before 1st transplant?





CR achieved before 1st Transplant:





Yes: ----------------------------------         No: -------------------                           





Date of 1st CR: ---------------------------------------





Nos of CR’s: ---------------------------------------------------------





Has the patient relapsed before 1st Transplant?:





Yes: ----------------------------------         No: -----------------





1st Relapse date: ----------------------------------





Number of treatment lines to reach 1st admission:-----














Date of Initial Diagnosis: 
























































                                                                                                                                                                                                                                                                                                                                                                                  





                                                                                                                                                                                                                                                                                                                                                                                  









































                                                                                                                                                                                                                                                                                                                                                                                  














































































































































































































































































































































































































Lines of therapy & response given to the patient from time of diagnosis to referral for Transplant


(Tick box and complete dates where requested)





Additional Line Therapy:Yes: ------       No: --------------  





Date Started: ---------------------------------------


                                                                 


Sequential number for this treatment: ---------------------





Chemotherapy/drug/agent (inc MoAB)?





Yes: -------------------------------------          No: ----------------








If MoAB, radiolabelled?





Yes: -------------------------------------          No:--------------                                                                           








Regimen: ---------











Radiotherapy:          Yes: ----------           No: ------------                   





Response to this line of therapy (please see EBMT definitions)





Complete remission------------------





Partial remission (>50%) -----------





No response (<50%) -----------------








CR achieved before 1st Transplant:





Yes: -------------------------------------            No: ------------                         








Date of 1st CR: ---------------------------------------





Nos of CR’s: ---------------------------------------------------------





Has the patient relapsed before 1st Transplant?:





Yes: -------------------------------------           No: ---------------





1st Relapse date: ----------------------------------








Number of treatment lines to reach 1st admission:------














Lines of therapy & response given to the patient from time of diagnosis to referral for Transplant


(Tick box and complete dates where requested)





Additional Line Therapy: Yes: ----              No: -------------     





Date Started: -------------------------------------------


                                                                 


Sequential number for this treatment: -------------------------





Chemotherapy/drug/agent (inc MoAB)?





Yes: ---------------------------------                   No: ----------------








If MoAB, radiolabelled?





Yes: --------------------------------------             No:-----------------                                                                                  








Regimen: -------------











Radiotherapy:          Yes: ----------           No: -------------------                           





Response to this line of therapy (please see EBMT


 definitions)





Complete remission-----------------------





Partial remission (>50%) -----------





No response (<50%) -----------------








CR achieved before 1st Transplant:





Yes: -------------------------------------           No: -------------------                           





Date of 1st CR: ---------------------------------------





Nos of CR’s: ---------------------------------------------------------








Has the patient relapsed before 1st Transplant?:





Yes: -------------------------------------                No: -----------





1st Relapse date: -------------------------------------








Number of treatment lines to reach 1st admission:--------
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