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ALPHA 1-ANTITRYPSIN DEFICIENCY REGISTRY
ORGAN TRANSPLANTATION FORM

Form Completion Instructions:

This form should be completed at the time a patient is being considered for a

transplant. It should be completed or updated once the patient has received

a transplant.
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"ALPHA 1-ANTITRYPSIN DEFICIENCY REGISTRY
Organ Transplantation Form

This form should be completed at the time the patient is being considered for an organ
it should also be completed once the patient has received a transplant.

transplant.

Please identify the location of the transplant center in the space provided.

1. Date form completed:.....E.%.@.C\m.\.nfzgd ...... (f\AZZCd) ...... Y S S
month day year

2. Patient Registry ID: . JAEW.ID............. (. SCYW‘“\O\COD__ o

4. Clinical Center code number...... chinic......! ( .Q.CX!SQ.Y..?.Q\.) ............................. o

AWAITING TRANSPLANTATION

5. ls patient on a “transplant list"?:......... C20RBD .. __(1)Yes ___(2)No
if YES, answer Questions 6a-b. If NO, skip to Question 6:

a. Forwhat organ is patient listed?: ¥ 2.8 QeSA

_—_(1)Lung —(3)Heart/Lung
___(2)Liver ___(4)Other (specify): _F28Q0SAS
b. Date placed on list:..... F20005B=S24. . (fuzzed). /o
month day year

RECEIVED TRANSPLANT
20 Q06 : __()Yes ___(2)No

6. Was patient transplanted?: ......... F200R060....ieeee. eeeenanas
If NO, skip to end of form. If YES, answer Questions 6a-d:

a. Date of transplant.......E.22RBeA-Y2d. \TW22ea) _ /_ __ /__
month day year
b. What organ was transplanted?: F 20 QLB
_(1iLung —_{3)Heart/Lung
__(2)Liver ___(4)Other (specify): _E20GQ00BS
c. Type of lung transplant?... E2RRXR@C..........ccorcienn. ___(1)Unilateral___(2)Bilateral

'd. Was patient transplanted at the center identified below? £.20Q%D (1)Yes —(2)No
If NO, specify location of transplant center in comments section. ’

7. Did patient require another transplant?:... X 2@ Q0% ...................... ___(1)Yes ___(2)No
If NO, skip to end of form. If YES, answer Questions 7a-d:
a. Date of transplant....... E2000tA-F24... (‘F\AZZC5D__ Y S S
month day year
b. What organ was transplanted?: F20 Q01T B
__(1)tung __(3)Heart/Lung
___(2)Liver ___(#)Other (specify): 20 Q0FBS

White: Clinical Coordinating Center, Pink: Clinical Center
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Patient Registry ID: ___ ___ _— — —_ 04/94
oFC: _ [ o Page 2 of 2
month day year
c. Type of lung transplant? FE20007FC e, .__(1)Unilateral___(2)Bilateral
, e o1+ D
d. Was patient retransplanted at the center identified below?'.:..z.'.a.)?__ﬁ)Yes __(2)No
If NO, specify location of transplant center in comments section.
Transplantation Center Information:
8. TxCenterName: ___F20QR8% (censored)
9. Tx Center Address: _ F20Q04| ( censored)
206012 (cenSored)
10. TxPhysician's Name: __F22Q\0 ( CLY\QOYCOD
Comments: __Comment | (censoved )
DmMMend? (censoced)
Form Completed by: _COMO bnj (cencored)
White: Clinical Coordinating Center, Pink: Clinical Center
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