Persons using assistive technology may not be able to fully access information in this file. For
assistance, e-mail biolincc@imsweb.com. Include the Web site and filename_in yourmessage.

National Marrow Donor Program Unrelated Recipient ! I [ 1

insert | - Acute Myelogenous NMDP ID: !

Leukemia Recipient g
Last Name: ,f
Recipient Local 1D (optional): ]

. NA2A DT
Registry Use Only Today's Date: TC Code:

Sequence Month Day Year

Number: Date of Transplant for which this form
is being completed:

Date Month Day Year

: Product type: O Marrow [0 PBSC [ Cord blood
Received: P (Form 120) (Form 520) (Form 620)

This form must be accompanied by Form 120, 520, 620 — Recipient Baseline and Transplant Data. All information in
the box above, including the date, should be identical with the corresponding Form 120, 520, 620. Information

should come from an actual examination by the Transplant Center physician, or the physician who is following the
recipient post-transplant, or abstraction of the recipient’s medical records.

1. What was the date of diagnosis of Acute Myelogenous Leukemia? A Mo DT
h Month Day Year
2. Was this a secondary (therapy-linked) leukemia?
; 8 :’\25 3. Cite prior disease (malignant or nonmalignant):

3 - 1 O Hodgkin lymphoma < ,2
gf:cf@\“g% AN 2 0 Non-Hodgkin lymphoma DLSPL iTP

3 O Other, specify:

4. What was the date of diagnosis of prior disease? DTQ‘Z/D i’ e {)g"’
5. Treatment for prior disease included: ~ Month Year
a. Radiation 10yes 20n0 “TETEZADIA
- b. Chemotherapy 10 yes 200no TETWREMO
TRIDTHYIN ¢ Other 10yes 20n0  If yes, specify:
d. Unknown 10yes 20n0

Did the recipient have a documented antecedent hematologic disorder (preleukemia or myelodysplastic syndrome)?
10 yes ,
20 no AH @1%}{) 7. What was the date of diagnosis of antecedent hematologic disorder?

A H Q:L *;C\ fif( Month Year

8. What was the classification of hematologic disorder at diagnosis? (complete Form 120, Insert V)
m 1 O Refractory anemia (RA) RMOLASS

2 O Refractory anemia with excess blasts (RAEB)

3 O Refractory anemia with excess blasts in transformation (RAEBT)

4 0 Chronic myelomonocytic leukemia (CMML)

5 OO Acquired idiopathic sideroblastic anemia

6 0J Paroxysmal nocturnal hemoglobinuria (PNH)

7 0 Polycythemia vera

8 [J Essential thromobocythemia

9 00 Myelofibrosis with myeloid metaplasia
10 O Acute myelofibrosis or myelosclerosis
1 [J Other myelodysplasia or myeloproliferative disorder, specify:
12 [ Acquired aplastic anemia
13 [J Unknown

w

Mail to NMDP Registry with Form 120, 520, 620.

AMDP Form 120, 520, 620. Insert | V2 (1~3) November 1998 Retain a copy at the transplant center.
Sopyright © 1998 National Marrow Donor Program. All rights reserved.




Recipient X Recipient
IMDP ID: ) Last Name:
9. Did recipient have a cytogenetic abnormality at any time during the course of the disease?
Al A A s ! 8 zzs 10. What was (were) the cytogentic abnormality(ies)?
¢ FAAMLY N 2 a Monosomy7 1[yes 2D0no MONOS0]

30 unknown . b. Trisomy 8 10yes 20n0 =T 50k
| c. 5g- 10yes 20no FINE N
OVYAR ML DT =% d. Other 1Oyes 20no Ifyes, specify:

1. Did recipient have a predisposing condition prior to the diagnosis of leukemia?

; g Z‘zs 12. Please specify: 'P’D A)

: 1 O Fanconi anemia CAMLUETRA
PDCAMLYN 20 Bloom syndrome  {¢OCA MRS
3 0 Down syndrome PO CA ML DS

POan L% —» e 0 Other, specify:

iematologic Findings at Diagnosis of Acute Myelogenous Leukemia

3. WBC:
1 0 known e

2 0 not known WEE AM L
4. Biasts in blood:

x 10°/L 103/mm.6 _

10 known —————p o %
2 J not known ‘ 26 A ML
5. 3 in bone marrow:
e KNOWN e i o %
2 0 not known A AMAM L
6. Was extramedullary disease present at diagnosis?
10 yes T
17. Please specify sites:
20 noDAN\L\/N a. Central nervous system 10 yes 20n0 EMDAM LCN
AY b. Other EpADAMLDOT 1Oyes 20 no  |If yes, specify:
8. Were cytogenetics tested at diagnosis, prior to start of treatment? (YR ML TS T~
11 yes ————— | 19 Number of metaphases examined: -
203 yes, but no ﬁ&?ﬁ ?"? i«ffx
evaluable 20. Was karyotype normal?
metaphases ; g zes 21. Specify the abnormality(ies):
30 no KN Z/\, N a. 8,21 10Oyes 20n0 gaaMLE24
4 [0 unknown AMLY b. 1517 10yes 20n0 kK RAML1EY
L :
CYAMUTS | c. 5g- 10yes 20 no KAMLE S

d. Abnormal 16q 1Oyes 20n0 KAA mLALA
.e. Other abnormality 10 yes 20 no If yes, specify:

KAAML OTR
2. Was a first complete remission achieved?
! q yes 23. Date: v
o FRAMULYN FRAML DY
( Month Day Year

Cont. with 29

IMDP Form 120, 520. 620, Insert | V2 (2-3) November 1998
-opyright © 1998 National Marrow Donor Program. All rights reserved.



Recipient Recipient ]
NMDP ID: ) ) Last Name: |
24 a relapse occur pretransplant?
yes
7 21 no 25. Date of first relapse: K ELAML/D'T
K\ Month Day Year
R E/M AMLY N 26. Did the first relapse occur on chemotherapy? 1 0 yes 20 no EE LA ML Ckf

~A O yes e

20 no

\peL AMUTH

27. Was additional therapy given after the first relapse?

28. Indicate what therapy was given:

a. Chemotherapy
b. Radiation

c. Surgery

10yes 20 no
10yes 20 no
10 yes 200 no

d. Immunotherapy 1[0 yes 20 no

e. Other

10yes 20 no
TRAMLOTH

THAMLCHM
TRAMLRAD
TRAMIS R4
THAMLTMM
If yes, specify:

'9. What was the status of primary disease immediately prior to conditioning of recipient for transplant? STATAM L

1+ O Primary Induction Failure

=
Lo

Cont. with 31

2 [0 1st Complete Remission (no previous marrow or extramedullary relapse)

30 2nd CR
4 [ 3rd CR
5 0 > 4th CR

f

6 [J 1st relapse

-

o

» 2nd relapse

0. What was the initial date this disease status was achieved?

—

1 O medullary
1 00 medullary

20 extramedullary
2 [0 extramedullary

30 both
30 both

STTAMLDT™

Month

iematologic Findings Just Prior to Conditioning

1. WBC:

2. Blasts in blood:

3. Blasts in bone marrow:

Day Year

ﬂ%ﬂﬁ> WRCAMLTIN

. 109/L
) (or 10
. % BLAEAMLITN
. % -—= 34 Date of bone marrow examination:
BLMAMLUTN

Continue with question 10 on page 5 of the Form 120, 520, 620.

IMDP Form 120, 520, 620, insert | V2 (3-3) November 1998

opyright © 1898 National Marrow Donor Program. All rights reserved.
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"lational Marrow Donor Program® Unrelated l Recipient i ]
insert Il - Acute Lymphoblastic NMDP ID: 1 J
Leukemia Recipient
Last Name:
Recipient Local ID (optional):
. "‘f“;rr‘" ?{:‘{;5”‘:%
Registry Use Only odays Date TC Code
Sequence Month Day Year
Number: Date of Transplant for which this form
is being completed:
Date Month Day Year
ived: Product : O Marrow O PBSC O Cord biood
Received: type (Form 120) (Form 520) (Form 620)

This form must be accompanied by Form 120, 520, 620 ~ Recipient Baseline and Transplant Data. All information in
the box above, including the date, should be identical with the corresponding Form 120, 520, 620. Information

should come from an actual examination by the Transplant Center physician, or the physician who is following the

recipient post-transplant, or abstraction of the recipient’s medical records.

1. What was the date of diagnosis of Acute Lymphoblastic Leukemia?

ALLDT

Month Day Year

2. Did recipient have a predisposing condition prior to the diagnosis of leukemia?

0 yes ——— | 4

Please spe
20 no pecify:

1 O Fanconi anemia PDCA LLEA
2 O Bioom syndrome &t ¢ L1 &
3 0 Down syndrome °13¢ % T
40 Other, specify: .. PDC M ; é“'z?‘

Hematologic Findings at Diagnosis of Acute Lymphoblastic Leukemia

4. WBC:
1 [0 known ————= .
2 [0 not known

x 1090 \AHAC AL

et

5. Blasts in blood:
1 0 known —————— .
2 {J not known

e

6. Blasts in bone marrow: e A
10 known ——————————g . o3 on A
20 not known

7. Was extramedullary disease present at diagnosis?

/10 yes e [ o ase specify site(s):
20no a.CNS EMDALLC 1O0yes 20no
E MDA LY K b. Testes 1 a1~ 21\ -;g:’ 10yes 20no
c. Mediastinum Mzr»; B e Oyes 20no0
d. Other site( s)EgQ;;:jm Ls‘{’ Oyes 20n0
If yes, specify:

3 O unknown
3 [J unknown
3 0 unknown
3 [3J unknown

NMDP Form 120, 520, 620, insert Il V2 (1-3) November 1998
Copyright © 1998 National Marrow Donor Program. All rights reserved.

Mail to NMDP Registry with Form 120, 520, 620.
Retain a copy at the transplant center.




Recipient ) Recipient
NMDP ID: ) Last Name:

Jere cytogenetics tested at diagnosis, prior to start of treatment?

0 yes ————— | 10 Number of metaphases examined: fLZ27Y70 o LA
20 yes, but no R .
evaluable 11. Was karyotype normal” ‘
metaphases O yes 12. Specify the abnormality(ies):
"+ 3000 g?} 2°i N a. Hyperdiploid 10 yes
- 40 unknown R LY b. Hypodiploid 10 yes
CONALCTS c. 922 10 yes
. d. 8,14 10 yes ZDnog”\
e 14,18 10yes 20no 34/*%{&) L-%"%“i
f 4,11 10yes 20no KLE;} Lobdp
g. Other abnormality 1[1yes 20 no /o -5 LT "*i
if yes, specify:
13. Was a first complete remission achieved?
{ yes 14. Date: | =
‘20 no FRALLDT
qi‘“‘”“ﬁFRALLVM Month Day Year
Cont. with 20 :
15. Did a relapse (marrow or extramedullary) occur pretransplant?
yes ® | 16. Date of first relapse:
A no RELALLDT
RELL L~ ) Month Day Year

17. Did the first relapse occur on chemotherapy? 1D yes 20no R . A AL Oy
18. Was additional therapy given after the first relapse?
1 0] yes ———~ | 19 Indicate what therapy was given:

20no . Chemothe 10yes 20no “Tt4d ALL (3
RELALLTL :, ga:iation = 10 ;les 20 no *"*M o M
¢c. Surgery 10yes 20no t3f b O
d. immunotherapy 10 yes 20 no ﬂ,g R f‘«f M’%
e. Other 10yes 20n0o~¢pin 3y OTLE
If yes, specify:
20. What was the status of primary disease just prior to conditioning of recipient for transpiant?
hOo Primary Induction Failure ~———————————a
‘,,! ‘{20 1st Complete Remission (no previous marrow or extramedullary relapse)
7 /3D2ndCR
J~) 40 3rdCR
ﬁ: s > 4th CR
/i \e0 1st relapse » 1 [] medullary 2 [0 extramedullary 3 O both> STATALLY
O > 2nd relapse » 1 [0 medullary 2 [0 extramedullary 30 both e
21. What was the initial date of this disease status? QT T AL

Month Day Year

NMDP Form 120, 520, 620, insert Il V2 (2-3) November 1998
Copyright © 1998 National Marrow Donor Program. All rights reserved.’



Recipient Recipient
+MDP ID: ) ) Last Name:

'" atologic Findings Just Prior to Conditionin_g

22. WBC: . x 109/L
23. Blasts in blood: . %
24. Blasts in bone marrow: . % - 25. Date of bone marrow examination:
Bl il ind i T

Continue with question 10 on page 5 of Form 120, 520, 620.

NMDP Form 120, 520, 620, insert It V2 (3-3) November 1998
Copyright © 1998 National Marrow Donor Program. All rights reserved.



National Marrow D_onor Program® Unrelated | D R = ‘ [ ]
Insert lll - Chronic Myelogenous NMDP ID: [
Leukemia (CML) Recipient l
Last Name:
Recipient Loca!l ID (optional): l
i NAAHTT CCODE
Registry Use Only Xfo&y's Date: C Code:
Seguence Month Day Year
Number: Date of Transplant for which this form
is being completed:
Date Month Day Year
Received: Product type: O Marrow 0O PBSC [ Cord bicod
{Form 120) (Form 520) (Form 620)

This formn must be accompanied by Form 120, 520, 620 — Recipient Baseline and Transplant Data. All information in
the box above, including the date, should be identical with the corresponding Form 120, 520, 620. Information

should come from an actual examination by the Transplant Center physician, or the physician who is following the
recipient post-transplant, or abstraction of the recipient’s medical records.

1. What was the date of diagnosis of Chronic Myelogenous Leukemia? CM\/DT'
Month Day Year

Hematologic Findings at Diagnosis of Chronic Myelogenous Leukemia

2. Hemoglobin (only recipients untransfused within 4 weeks): . g/dL O unknown HG Q}CM L
3. Hematocrit (only recipients untransfused within 4 weeks): o % 0O unknown H c1T¢ ML
‘atelets (only recipients untransfused within 4 weeks): . x 10%L [ unknown @L:TL M-
5. WBC: . x10%L O unknown W({3CLCIL
6. Eosinophils: . % O unknown EOE)(;M\._.
7. Basophils: . % O unknown ’%F‘:?)C«Mtgf
8. Blasts: ' . % O unknown (3L DC ML
9. Did the recipient receive a splenectomy?
(’;gﬁs 10. Date: SPLCMLT
"SPLE WML Month Day Year
11. Did the recipient receive chemo- or immuno-therapy at any time prior to pre-transplant conditioning?
ﬁ; g :"25 12. Please specify drugs used:
e a. Busulfan 10yes 20n0 BUSULF AN

By MeATT
mEMIMMT b. Hydroxyurea -10vyes 20no FYDROXY U

¢ Interferonaipha 1O yes 20no P\ LPRANT
d. Interferon gamma 10 yes 20 no (- p MM;‘:}*; W

e. Anegrilide 1Oyes 20no ANE GRIL
f. Other drug 1Oyes 20no OTHCIVYN
If yes, specify:

Mail to NMDP Registry with Form 120, 520, 620.
NMDP Form 120, 520, 620 Insert 11l V3 (1-3) November 1998 Retain a copy at the transplant center.
Copyright © 1998 National Marrow Donor Program. All rights reserved.



Recipient
NMDP 1D:

Recipient
- Last Name:

**1hat was the status of the pnmary disease just prior to conditioning of recipient for transpiant?

O First chronic (L EE- s~ Cont. with 20

2 [0 Accelerated phase —————

S~

1

- X

14. Was this the first accelerated phase?
FIRSTACC

15. lndicaté which of the following were present:

10yes 20 no

10yes 20 no
10Oyes 20 no

10vyes 20 no
10vyes 20 no

10yes 20 no
10Ovyes 20no
10yes 20 no
10yes 2000
10yes 20 no
10 yes 20 no

10vyes 20 no

Cont. with 20

Anemia (hemoglobin < 8 g/dL) ANE M JAS

Leukocytosis (WBC > 105/mm3) unresponsive to busulfan or
hydroxyurea | = UKQOCy T

Thrombocytopenia (platelets < 105/mm?3) unresponsive to busulfan
or hydroxyurea < OMEL O

Thrombocytosis fplatelets > 108/mm3) unresponsive to busulfan
or hydroxyurea™ ++{y04 BRI DAL PSPLE
Palpable splenomegaly unresponsive to busulfan or hydrox)aeéa E
Development of extramedullary disease TtV £ M1 i‘”)
> 10% Blasts in blood or marrow B LAXTS AO

> 20% Blasts plus promyelocytes in blood or marrow R { P&}'{“SQC#
> 20% Basophils plus eosinophiles in biood RASOPH 20

Cional marrow cytogenetic abnormality(ies) in addition to the
single Philadelphia chromosome arising from the standard t(9;22)

translocation ( A\A C~7[~r*/>~; PN

Other, specify: '{_\\ CC_GT%‘}I? \}

§3 O Blastic phase —————————

16. How many biast crises has the recipient ever experienced?
10O0ne 20 Twoormore BLESTCRIS

17. Indicate type of biast celis:
1 0 Lymphoid only

2 [J Myeloid only

4 0 Unknown (indeterminate results)

£

~J

%f\s 0 Lymphoid and myeloid
om

Cont. with 20

|

4 [0 Second or greater
chronic phase (for those
recipients who have not
had a previous BMT)

CHRPAAS

18. How many chronic phases has the recipient experienced?

10 Two
20 Three
3 03 Four or more

Cont. with 20

5 [J Chronic phase
. . following previous BMT g

A

19. Please specify:

~ [ First chronic phase post BMT
\2 0O > Second chronic phase post BMT

Cont. with 20

CRPHTY

NMDP Form 120, 520, 620 Insert ill V3 (2-3) November 1998
Copyright © 1998 National Marrow Donor Program. All rights reserved.



Recipient
NMDP ID: i ) Last Name:

Recipient

“in Four Weeks Prior to Conditioning

<u. Oid recipient receive red blood cell transfusions within four weeks prior to conditioning?

21. Did recipient fec:eive platelet transfusions within four weeks prior to conditioning?

Peripheral Blood Findings Immediately Prior to Conditioning
22,

23.
24.
25.
26.
27.

28.

100 yeg‘/\ﬁf\‘{ Bc:’.«;—;:, é{}iN S

20 no”

10 yes\} P L-‘——-%—*Q,»\*N j

20no 7

Hemoglobin (only recipients untransfused within 4 weeks):

Hematocrit (only recipients untransfused within 4 weeks):

Platelets (only recipients untransfused within 4 weeks):

WBC:

Eosinophils:

Basophils:

Blasts:

Most Recent Bone Marrow Findings

~

32.

33.

35.

Continue with question 10 on page 5 of Form 120, 520, 620

"ate of the most recent bone marrow examination prior to conditioning (Should be
hin 30 days of conditioning but not more than six months prior to conditioning):

g/dL O not done H&BCM- TN
% O not cio’neé'ﬂL cTeMLln
x109%. O not done PLUTCMLIN
x 109/L | O not done WIRC. CML [N
% O not done FOSCIM L 1N
% O not done BA < pai i {“’«E
% O not done &5t pAL | o
Month Day Year

Indicate the percent of blasts and promyelocytes present according to the laboratory's reporting method:

5 unknown

Was Philadelphia chromosome (9;22 translocation or variant) present?

10 .
2O N PHILCHRD

3 0 not test

Was other cytogenetic abnormality present?

%

30.
Lpe
BNEERES [ ] OMERQMYE .
b. O Blasts plus promyeiocytes: . % AMBRLPROM
c. O Blasts plus promyelocytes < 5% %MQL@QA 5
31. Myelofibrosis: ;
1[3J absent
20 mild N AR et
30 moderate Mij ELOSEV
4 [0 severe

10 yes

20no Gy, oy 34. Please specify:
30 not tes{e% CM ;a‘g

Was BCR-ABL rearranged?

NMDP Form 120, 520, 620 Insert ili V3 (3-3) November 1998
Copyright © 1998 National Marrow Donor Program. All rights reserved.




National Marrow Donor Prqgram® Unrelated \ D Recipient ] ! l ' X
insert IV — Other Leukemias NMDP ID:
Recipient
Last Name:
Recipient Local ID (optional):
: NAZADT™ TCCODE
Registry Use Only Today'’s Date: TC Code:
Sequence Month Day Year
Number: Date of Transplant for which this form
Date is being completed: Y Bar o
ived: Product type: [J Marrow [0 PBSC [ Cord blood
Received: P (Form 120) (Form 520) {Form 620)

This form must be accompanied by Form 120, 520, 620 - Recipient Baseline and Transplant Data. All information in
the box above, including the date, should be identical with the corresponding Form 120, 520, 620. Information

should come from an actual examination by the Transplant Center physician, or the physician who is following the
recipient post-transplant, or abstraction of the recipient's medical records.

1. What was the date of diagnosis of the leukemia? oTLDT
Month Day Year

Hematologic Findings Immediately Prior to Conditioning

2. Hemoglobin: o g HEMOTLN
3. WBC: o | x100 WACOTLAN
phocytes: . % INMOTLAN
5. Platelets: . x 1091 PLTOT LN
6. }Iasts in ?;30:‘ o | % BLAOTLIN BMOTLOT
7. Blasts m one marrow: . % -3 8. Date of bone marrow examination:

Month ~ Day Year
8. Did the recipient receive a splenectomy?

1Bves op ENOTL

10. Was cytogenetic abnormality(ies) present prior to conditioning?
10 yes
20 no CYACTLIN

3 0 unknown

11. Please specify:

12. What was the status of the primary disease immediately prior to conditioning of recipient for transplant?
1 [J No therapy attempted .

2 [J Primary induction failure \\
30 1st Complete Remission (no previous: q‘arrow or extramedullary relapse)
40 2nd CR
50 3rd CR S STATOT b
6 0J > 4th CR ' '
70 1st relapse ye
~™ > 2nd relapse
1< .at was the initial date this disease status was achieved? STWLET

Month Day Year

Mail to NMDP Registry with Form 120, 520, 620.
Retain a copy at the transplant center.

Continue with question 10 on page 5 of Form 120, 520, 620

NMDP Form 120, 520, 620 insert IV V2 (1-1) November 1998
Copyright © 1998 National Marrow Donor Program. All rights reserved.




o01v14 TanTasespine
o COBLT [NMDPI2S
-Jational Marrow Donor Program® Unrelated Recipient TT T
insert V — Myelodysplasia/ | NMDP ID: R
Myeloproliferative Disorders Recipient 1 | |
Last Name: ;
Recipient Local ID (optional): [
: 2507 TCoDE
Registry Use Only Yi:’ }éys Date: TCCode: |
Sequence Month Day Year
Number: Date of Transplant for which this form
is being completed:
Date Month Day Year
ived: Product . O Marrow O PBSC [ Cord blood
Received: P L am 150) ~ (Fam520) — (Form 6207
D b O D3 o ¢ 0 0 D, 620 I~ nie H c D Dats 0 0
boxX abo ding 0 pula be id orresponging o J, 520, 62U atio
U L » [J J L [J = [) L) 1) * 0 o 0
@Nhat was the date of first diagnosis of myeiodysplastic/myeloproliferative disorder? M M L D T
Month Day R Year
2. FAB type at diagnosis (this may differ from FAB type immediately prior to conditioning): b
0O Refractory anemia
2 0 Refractory anemia with excess blasts (RAEB)
3 [J Refractory anemia with excess blasts in transformation (RAEB-T)
,l 4 O Chronic myelomonocytic leukemia (CMML)
5 [J Acquired idiopathic sideroblastic anemia (RARS)
< 7 ¥ s [J Paroxysmal nocturnal hemoglobinuria (PNH)
. ] Polycythemia vera
A - J Essential thrombocythemia
L 9 [J Myelofibrosis with myeloid metaplasia (chronic myelofibrosis — see appendix - page 7)
=~ 71 10 O3 Other myelofibrosis or
ﬁ myelosclerosis » | 3. Classification of other myelofibrosis (see appendix - page 7).
t 11 [0 Other myelodysplasia or 1 O Myelofibrosis in accelerated phase or with excess blas
L myeloproliferative disorder, 2 [J Myelofibrosis in blastic transformation
specify: 3 O Acute myelofibrosis
| 4 [J Myelodysplasia with myelofibrosis M\{ ELODX
‘\KD Unknown s OJ Other, specify: -
4. Was this a secondary (therapy-linked) disorder?
O yes * | 5. Cite prior disease (malignant or nonmalignant):
20 no 1 30 Hodgkin lymphoma
= & unknown 2 O Non-Hodgkin lymphoma
e ¥
SEWD S0 3 0 Breast cancer DS PRITS
4 [0 Aplastic anemia
5 O Other, specify:
6 O Unknown /
6. What was the date of diagnosis of prior
. o ,
disease D ISPRY D 5 Month Day Yeoar
Treatment of prior disease included:
7.10yes 20no Radiation TRTRADD
8. 10yes 20no Chemotherapy +RT CHEMT,
8.10yes 20no Antithymocyte globuhn T FQTA%T\ =
10.10Oyes 20 no Other, specify:

NMODP Form 120, 520, 620 Insert V V2 (1-7) November 1998
Copyright © 1988 National Marrow Donor Program. All rights reserved.

Mail to NMDP Registry with Form 120, 520, 620.
Retain a copy at the transplant center.



Récipient Recipient

NMDP 1D: i i ~ Last Name:

id recipient have other predisposing conditions prior to diagnosis of hematologic disorder?

A0 yes —————— | 12. Piease specify:
L,z O no f %\i 1 [J Fanconi anemia ?DQ MML FA
Ej@ﬂ}b% N &»\;" ‘ 2 0 Bloom syndrome PDCMM L3S
3 0 Down syndrome DT AA P | ?‘}S

4 [J Other, specify: 1{_\;} bttt e ;

Clinical Features at Diagnosis

13. Did recipiegt have systemic symptoms (fever, sweats, weight loss > 10%) at diagnosis?

10 yes ' N P ‘
200 no SYSTIMDXK
3 [0 unknow

14. Did recipient have spienomegaly at diagnosis?
10 yes

20 no MPLENO .:>><

3 0 unknown

15. Did recipient have hepatomegaly at diagnosis?
10 yes

20 no HEF}A’?"@DX

30 unknown
I Aologic Findings at Diagnosis
16. Hemoglobin (untransfused)

10 known ———— g/dL E"g’z’:,.@ MM L Z}X

2 O unknown

17. Platelets (untransfused)
1 00 known ————
2 0 unknown

o Jxroon PLTMM LDX

18. WBC
10 known ———eeeeee . x 109/L \f\j - ?V%ML

2 [J unknown

19. Neutrophils

1 0 known ——————g % %f'ma,,% f‘*j%;\ALmX

2 30 unknown

20. Monocytes

13 known e % MONMML’DX

2 0 unknown

21. Blasts in blood

1 0 known ———— % B%MM DX

2 3 unknown

NMDP Form 120, 520. 620 Insert V V2 (2-7) November 1998
Copyright © 1998 National Marrow Donor Program. All rights reserved.



Recipient Recipient

NMDP ID:

» Marrow Findings at Diagnosis

Last Name:

22. Was a bone marrow examination done at first diagnosis of hematologic disorder?

O yes
200 no
3 O unknown

MDY YN

23. Celliuianty:

10 decreasec\
2 0 normal

3 O increased
4 0 unknown

Fibrosis:
1 [J absent \
3 0 moderate /

2 [ miid
4[] severe

BMD

24

5 0 unknown

ARy
20 ng*

b. Blasts in marrow:

%Y

Sl

BMDXFIRR

BMDXAUER

*BMDYE M

26. Were tests done to detect a cytogenetic abnormality at first diagnosis of hematologic disorder?

ﬁ:! tests done ~———u- 27 Number of h ) g
O tests attempted, . Number of metaphases: =1 MMLDX
~ but no evaluable | 28. Was karyotype normal?
- ; metaphases 710 yes
o obtained 20 no » | 29. Specify abnormality:
no tests done S T A a. -5/5¢- 10yes 20no MML. DX5(Y
4 0 unknown %{N T} /(? N b. -77g- 1t0yes 20no MM}E I"';){““j’&
N A YN c. -20g- 10yes 20 nopaN %2 ALY
| V\jAX/XyM d. +8 10yes 20 no;‘:\A/\ML 8}){(%9&.\
e +21 10yes 20 noMML_Dij_
f abnormal3q 10yes 20 noMMLDX‘BQ
g. abnormal 11q 10 yes 20 nopARALD }{ii&
h. abnormal 16q 100yes 2D nofvipsy DY AL
i t(n 10yes 20 non\L’;>Xi“g
i tsn 10yes 200no N\‘V\LD'X57
k. t(6:9) 10yes 20noMMLDX (pG
. 1(8;16) 10yes 20 "°MML.D)( &l
m. t(8:21) 10yes 20 oMM X G2l
n. t(9,22) 10vyes 20 NOMM L. DX QZ2
0. t1(15,17) 10yes 20 no%ﬁg__{}xagi
p. other 10yes 20nopMM LDYOTH
If yes, spedfy:

NMDP Form 120, 520, 620 Insert V V2 (3-7) November 1998
Copyright © 1998 National Marrow Donor Program. All rights reserved.




Recipient
WMDP ID:

Recipient
Last Name:

tment Prior to Conditioning

30. Did recipient receive treatment for myeiodysplastic/myeloproliferative disorder prior to conditioning?

f;% 0 ves

;i 20no
3 0 unknown

TRTMMLYN

1st treatment

2nd treatment

" 3rd treatment

4th treatment

31. Specify treatments:‘ ‘V\S".X.L“IF 4 _,;-"%" Miﬁ‘ﬁ“ Ti }QD M

(see codes beiow)  (see codes Delow)...(see-codes-below) -t

MMM 2 DT MAELZIND MMCT2AGT MMLTg_Azf,?

MLTLAGT  MMLTARSD

Agents

Month Year {see coves below) {see codes beiow)

METZEDT  MULTZIND MAT3AGT MMLTBRSP

Month ~ Year (see codes below) {s®e codes beiow) .

WM EARPT  MMATAIND M AGT MALTHRSP

Month Year {see codes below) (soe codes beiow)

1 Bone marrow failure (anemia, thrombocytopenia, neutropenia)

2 Early evidence of progression to leukemia (increasing percentage of blasts or RAEB-T)

If more than 4 treatments were used prior to transplant, please copy the form for
1st-4th treatments and complete as appropriate, indicating each sequential therapy.

Indication codes:

3 To induce compiete remission (prior to bone marrow failure or evolution)

4 Other (specify in space below box)

Agent codes:

1 Androgens’

Corticosteroids

Interferon

G-CSF

GM-CSF

IL3

Stem cell factor

Other cytokine (specify in space beiow box)
Spienic radiation

Splenectomy

Low-dose chemotherapy

Intensive chemotherapy

13 Other (specify in space below box)

W o ~NOOOMAWN

- b -
N -0

Response codes:

1 Compiete remission

2 Bone marrow function® improved

3 Improved bone marrow biopsy (specify in space below box)
4 No response to therapy

5 Bone marrow function* worse

6 Other (specify in space below box)

*As assessed by transfusion requirements, number of infections, etc.

Responss

{see codes below)

(see codes below)

(see codes below)

NMDP Form 120, 520, 620 Insert V V2 (4~7) November 1998
Copyright © 1998 National Marrow Donor Program. All rights reserved.
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Recipient
" AMDP ID:

Recipient
B Last Name:

ical Features Just Prior to Conditioning

.. Did recipient transform to a different FAB classification or stage prior to conditioning?

ﬂ O yes

/20 yes, with
subsequent
complete
remission —————pm-

30 no

MEARBYNPC

FABTPPC

33. indicate FAB classification or stage at time of transpiant, or if in complete remission, the most
recent FAB stage:
71 O Refractory anemia
2 [0 Refractory anemia with excess bjasts (RAEB)
3 [0 Refractory anemia with excess blasts in transformation .(RAEB-T)
4 [J Chronic myelomonocytic leukemia (CMML)
5 [0 Acquired idiopathic sideroblastic anemia (RARS)
6 OJ Paroxysmal nocturnal hemoglobinuria (PNH)
7 O Polycythemia vera
8 J Essential thrombocythemia
9 [J Myelofibrosis with myeloid metaplasia (chronic myelofibrosis — see appendix - page 7)

10 O Other myelofibrosis

or myeloSClerosis m——m-
11 O Other

myelodysplasia or

34. Classification of myelofibrosis (see appendix - page 7).
1 O Myelofibrosis in accelerated phase ofwith excess blasts
2 [0 Myelofibrosis in blastic transformation

myeloproliferative 3 O Acute myelofibrosis , 1
disorder, specify: 4 O Myelodysplasia with myelofibrosis M\/ E LQPC,.
5 [J Other, specify: .

/

FABDTPC

12 O Unknown

35. Date of most recent transformation:

Month Day Year

Mid recipient have systemic symptoms (fever, sweats, weight loss > 10%) just prior to conditioning?

Jyes
20 no
3 3 unknown

/

37.
1 yes
20 no
30 spienecto
4 [J unknown /

"39.
10 yes
20 no
30 unkno

NSy SSYMPC

Did recipient have splenomegaly just prior to conditioning?

38. cm beiow left costal margin:

SPULCMPC

PLE NOPC;

Did recipient-have hepatomegaly just prior to conditioning?

> HEPATOPC

Hematologic Findings Just Prior to Conditioning

40. Did the recipient receive a red cell transfusion within 4 weeks of conditioning?

10yep . oo
| 20 nd MULRCTES

42. Did the recipient receive a platelet transfusion within 4 weeks of conditioning?

10 yes
20 nol MLPL

-41. Hemogiobin:

giil HGRMMILPC

43. Platelets: o

__| x 109L PUTMALPC

44 WBC:

of [x10 WRcum PC

4R Neutrophils:
onocytes:

47. Blasts in blood:

% NEUMMLPC

% MoON ML TPC.

» RBMMLPC

NMDP Form 120. 520. 620 Insert V V2 (5-7) November 1998
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Récipient
r:MDP ID:

Recipient
Last Name:

~  yMarrow Findings ri nditionin

48.
49. Cellularity:

30 increased
4 O unknown

N

~

/

Fibrosis:
1 [J absent
2 [J miid
3 0 moderate
4 [ severe
5 [ unknown

50.

Date of most recent bone marrow examination:

103 decreased\
2 O normal o %1\

Year

Month Day

IS

4
YETR 4,..«}-«*’"

BMPCTIBR

51.a. Were Auer rods present? 1 Dyeskggnq} PBMUCAVER

b. Blasts in marrow:

52.

% BMPCE M

indication for bone marrow transplant:.

1 I bone marrow failure (anemia, thrombocytopenia, neutropenia)

2 [ early evidence of progression to leukemia (increasing percentage of bla
3O to induce compiete remission (prior to bone marrow failure or evoiution)

BMPCDT

or RAEB-T)

MMLINDTX

4 O other, specify:

©  'lere tests done to detect a cytogenetic abnormality after treatment?

J tests done e

O tests attempted,
but no evaluabie

metaphases
obtained
30 no further
( tests done

. 4 O unknown

CYANTN

54. In all tests done, was the karyotype normal?

(;' g yes 55. Specify abnormality(ies):
%yz So a. -5/5q¢ 10yes 20nMMULATHQR
SN ?’*’T‘\)/N b. -T7g 10yes 20nopATALATFR
c. -20g- 10yes 20 nofpid LT 20000
d. +8 10 yes ZDnoM(\/\\__A*‘{“’g.
e. +21 1Oyes 20nopAML ATZA
f. abnormal3q 1D0vyes 200nofsta L AT
g. abnormal 11q 1D yes 20 nopy LA‘“?LLQ
h. abnormal 16q 10 yes 20 nopied L AT (G
it 10yes 20noMMUATRT
IRYCHY) 1Oyes 20nopMMIL-ATH7
k. t(6:9) 10yes 20 no MM Lﬁf‘{”(oﬁ
. t(8;16) 10Oyes 20 no A M L ﬁk’"?“gj\b
i m. t (8;21) 10yes 20 PONMAM L AT 2%
n. t(9:22) 10yes 20no MML AT ,2:2_
o. t(1517) 10yes 20nopy ML%TiSi
p. other 10yes 20no ML ATOTH
If yes, specify:

Continue with question 10 on page 5 of Form 120, 520, 620

NMDP Form 120, 520, 620 Insert V V2 (6-7) November 1998
Copyright © 1998 National Marrow Donor Program. All rights reserved.




Appendix: Classification of Myelofibrosis

l. Chronic myselofibrosis (classical myeloid metaplasia with agnogenic metapiasia):
Clinically:  Splenomegaly
Blood: - Leukoerythroblastic picture
* < 1% blasts

Bone Marrow: « Fibrosis
« Trilineage proliferation
* No foci of blasts on marrow biopsy or < 5% blasts on touch preps

Il. Myelofibrosis in “acceierated phase” or “with excess of blasts":
Clinically: » Splenomegaly
Blood: * Leukoerythroblastic picture
» < 30% blasts
Bone Marrow: + Fibrosis
» Trilineage proliferation
* Presence of foci of blasts on marrow biopsy or < 30% biasts on touch preps

Ill. Myelofibrosis in blastic transformation:
Clinically: * Splenomegaly
» History of “chronic phase”
Blood: « Leukoerythroblastic picture
+ > 30% blasts

Bone Marrow: * Fibrosis
- Diffuse blastic infiltration on marrow biopsy or > 30% blasts on touch preps

IV. Acute myslofibrosis:
Clinically: * = Splenomegaly, if present usually mild
* No history of “chronic phase”
Blood: * > 30% blasts (not necessarily megakaryoblasts)

Bone Marrow: * Fibrosis
» Blastic marrow (not necessarily megakaryoblasts), > 30% blasts

V. MDS with myelofibrosis:
Clinically: « Absence of or barely palpable spieen

Blood: + Leukoerythroblastic picture
* < 1% blasts

Bone Marrow: « Fibrosis
» Trilineage proliferation with marked dysplasia
* No foci of blasts or < 5% blasts on touch preps

NMDP Form 120, 520, 620 Insert V V2 (7-7) November 1998
Copyright © 1998 National Marrow Donor Program. All rights reserved.



COGBLT

National Marrow Donor Program® Unrelated T 7 .7

insert VI - Multiple Myeloma L
Recipient ! T
Last Name: i ;
Recipient Local ID (optional): ’ l ' jl

. DT TEDE
Registry Use Only %32;1'5 Date: TC Code:

Sequence ' Month Day Year

‘Number: Date of Transplant for which this form
is being completed:

Date Month Day Year

ived: Product : O Marrow 0JPBSC [ Cord blood
Received: type (Form 120)  (Form 520)  (Form 620)

This form must be accompanied by Form 120, 520, 620 —- Recipient Baseline and Transplant Data. All information in
the box above, including the date, should be identical with the corresponding Form 120, 520, 620. Information

i should come from an actual examination by the Transplant Center physician, or the physician who is following the
recipient post-transplant, or abstraction of the recipient’s medical records.

1. What was the date of diagnosis of multiple myeloma? MU M\/ EDT
Month Day Year
2. What was the immunochemical type?
10 1gG T
200 I1gA \ :
30 1gD . -
5[] igM

7 Light chains only, specify fype:
7 O Nonsecretory

3. What was the staging of the multipie myeloma at the time of the transplant?

100 Stage |
All of the following must be present:
» Hemoglobin > 10 g/dL
+ Serum calcium < 12 mg/dL
« Normal bones on radiographs, or solitary plasm oma
» Low M-component production rates
«igG < 5 g/dL
« lIgA < 3 g/dL
* Urinary light chain excretion < 4 g/24 hours

2 [0 Stage 1
« Fitting neither Stage | nor Ill

303 Stage Il
One or more of the following must be present:
» Hemogiobin < 8.5 g/dL
+ Serum calcium > 12 mg/dL
» Advanced lytic bone lesions
» High M-component production rates

«lgG > 7 g/dL /
«IgA > 5 g/dL rd
* Urinary light chain excretion > 12 g/24 hours ifl

/

&

Mail to NMDP Registry with Form 120, 520, 620.
Retain a copy at the transplant center.

NMDP Form 120, 520, 620 Insert VI V2 (1-2) November 1998 )
Copyright © 1998 National Marrow Donor Program. All rights reserved.




Recipient
NMDP ID:

Recipient | ]
Last Name: i

oratory Findings immediately Prior to Conditioning

4. Serum calcium:

mgdl. SERC AwC

5. Serum M component concentration:

gal  SERMCONC

6. 24 hour urinary light chain excretion:

gréhours |} 2ZAHR LCE

S

7. Serum beta 2 microgiobulin;

mgidl. SER B2MIC

8. Was recipient refractory to chemotherapy prior to conditioning?

‘Oyes REFPRIOR,

20 no

Continue with question 10 on page 5 of Form 120, 520, 620

NMDP Form 120, 520, 620 insert VI V2 (2-2) November 1998
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LOBLT[NMDPI2T]

National Marrow DonOf Program® Unrelated ia{x Reap:ent ] ! } l
Insert Vil - Other Malignancy L’ NMDP ID: - -

Recipient
Last Name:

Recipient Local ID (optional):

. NAZTDT ' TLCODE
Registry Use Only Today's Date: -} TC Code:
Sequence Month Day Year
Number: Date of Transpiant for which this form
is being compieted:
Date Month Day - Year
Received: Product type: [J Marrow [0 PBSC [ Cord blood
(Form 120) (Form 520) (Form 620)

This form must be accompanied by Form 120, 520, 620 —- Recipient Baseline and Transplant Data. All information in
the box above, including the date, should be identical with the corresponding Form 120, 520, 620. Information

should come from an actual examination by the Transplant Center physician, or the physician who is following the
recipient post-transplant, or abstraction of the recipient’s medical records.

1..What was the diagnosis? Di ACTJQ"’7

2. What was the subtype? %YVP'%E §Z7
TAGEADT

3. What was the stage (if appropriate)? .-

“at was the date of diagnosis? ' QTH MM ;; L-&—T—.

Month Day Year

Continue with question 10 on page 5 of Form 120, 520, 620

-
-

Mail to NMDP Registry with Form 120, 520, 620.

NMDP Form 120, 520, 620 Insert VIl V2 (1~1) November 1998 Retain a copy at the transp[ant center.
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PaGi T INMEP IR
{‘J{} éqafiw ggg‘g;i%?%g;i?i

5

_National Marrow Donor Program® Unrelated \D Recipient

insert Vil — Aplastic Anemia NMDP ID:
Recipient
Last Name:
Recipient Local ID (optional):
P . =
: NAZEUT TCCoDE
Registry Use Only Tg&ay's Date: ‘TC Codé:
Sequence Month Day Year
Number: Date of Transpiant for which this form
is being completed:
Date Month Day Year
Received: Product type: 0 Marrow 0O PBSC [ Cord blood
(Form 120)  (Form 520)  (Form 620)

This form must be accompanied by Form 120, 520, 620 — Recipient Baseline and Transplant Data. All information in
the box above, including the date, should be identical with the corresponding Form 120, 520, 620. Information

should come from an actual examination by the Transplant Center physician, or the physician who is following the
recipient post-transplant, or abstraction of the recipient’s medical records.

1. What was the date of diagnosis of aplastic anemia? A@LA NEDT
Month Day Year

2. What was the etiology? AN

1 0 Fanconi anemia N ‘
2 O Diamond-Blackfan anemia \

3 [ Hepatitis (specify type, if known):
4 [0 Drug induced (specify drug, if known): ‘x% S— —
- O Idiopathic / ETIOLAZS

] Other, specify: /

Hematologic Findings at Diagnosis of Aplastic Anemia

3. Hemoglobin (untransfused): . g/dL D l—i-f: P“1®i2 :
- 4. Hematocrit:
Al <
B L] DrEMALLE
5. RBC:
10 known =g . x 1012/ D Q%‘f/i?gé

2 O unknown

6. Uncorrected reticulocytes:

10 known = 23 :%% Tﬁ:&%
2 00 unknown
7. WBC: Lol | x10m DWRC 2%
8. Granulocytes: % % {3522#\?\:5 i @%
i P €.,
9. Platelets: . x 109/L “}""‘ JAN

Mail to NMDP Registry with Form 120, 520, 620.
NMDP Form 120, 520, 620 insert VIll V2 (1-2) November 1998 Retain a copy at the transplant center.
Copyright © 1998 National Marrow Donor Program. All rights reserved.




Recipient Recipient

NMDP 1D: i B Last Name:

{as recipient received prior treatment for aplastic anemia?

zlg ﬁzs 11, Please specify what treatments were given:
y Vm} o O a. Androgens 1 i
%‘Dh P e 10 yes ANT\} \;f L
20 no

b. Corticosteroids
10 yes . mg! Jrl oy

20no ~~ "1 Y
c. ATG, ALS, ATS, ALG
1t0Ovyes ,_ -

7

20no
d. Cyclosporine

1Dyes !\x 3 “’\)"’
20 nno \’ji L,

e. Other immunosuppressnon specify:

1Dyes >a—-1-—-»s ;& ‘4 3 O

f. Other, specify: W 10 yes

20no 71 F Y s
f Cytokmes
12. What cytokines were given?
20 no Yrowizy a lL3 - L?)"\Q‘Z; 10yes 20no
g. Other treatment b. GM-CSF (> M. ,*~<>t““ 12% 10yes 20no
10 yes _FFH 124 c. G-CSF {5 10yes 20no
20 no d. Stemcell <.t CA2G 10Oyes 20no
If yes, specify. e. Erythropoietin =R/ T14 A2 ¢ 1t0yes 200no
20 no

Within Four Weeks Prior to Conditioning

13. Did recipient receive red blood cell transfus:ons within four weeks prior to conditioning?

10 vye RCTR <
20 no>?\‘~}‘“‘ A2

14 Did recipient receive platelet transfusions within four weeks prior to conditioning?

10 yes i
20no, }’% L hvf» .

Peripheral Blood Findings Immediately Prior to Conditioning

15. Hemoglobin (only recipients untransfused within 4 weeks): . gidl He D s b
16. Hematocrit (only recipients untransfused within 4 weeks): l . % C e MM A
17. Plételets (only recipients untransfused within 4 weeks): . x 109" “QE, awii L €
18. WBC: . x 1090 WS, R
19. Granulocytes: % C Gri;’\;ik%éAQg

—. —.asts: | . % & LA :3,@, 2%

Continue with question 10 on page 5 of Form 120, 520, 620
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National Marrow Donor Program®
insert IX - Hodgkin and
Non-Hodgkin Lymphoma

Registry Use Only

Sequence
Number:

Date
Received:

f%gj L [T {55&#“;&

Unrelated 3 ™ Recipient

ED NMDP ID: ) ) {
Recipient ]
Last Name:
Recipient Local ID (optional):

TLZADT TCCODE
Today's Date: TC Code:
Month Day Year
Date of Transplant for which this form
is being completed:
Month Day Year

Product type: [J Marrow 0O PBSC [ Cord blood

(Form 620)

(Form 120) {Form 520)

This form must be accompanied by Form 120, 520, 620 — Recipient Baseline and Transplant Data. All information in
the box above, including the date, should be identical with the corresponding Form 120, 520, 620. Information

should come from an actual examination by the Transplant Center physician, or abstraction of the recipient’s

medical records.

1. Date of diagnosis of lymphoma:

NELDYT
Month Day Year
LMol
Specify:

2. What was lymphoma histology at diagnosis?

(See codes in iist betow)

Specity ine must be completed for codes 5, 25, 36, 38

Hodgkin codes:

o1 Lymphocyte predominant
02 Nodular sclerosis

03 Mixed celiularity

04 Lymphocyte depleted

o6 Hodgkin lymphoma, type unclassified

Non-Hodgkin codes:

07 Small cell lymphocytic

o8 Small cell lymphocytic plasmacytoid
(Lymphoplasmacytoid iymphoma)

follicle center lymphoma)
follicle center lymphoma)
lymphoma)
diffuse)
13 Diffuse, mixed, small and large cell

14 Diffuse, large cell
15 Large cell, immunoblastic (B-cell only)

05 Other Hodgkin lymphoma,

09 Follicular, predominantly small cleaved cell (Grade |
10 Follicular, mixed, small cleaved and large cell (Grade I
11 Follicular, predominantly large cell (Grade Il follicle center

12 Diffuse, small cieaved cell (Follicular center lymphoma,

16 Primary mediastinal large B-cell lymphoma

17 Lymphoblastic (Precursor B-lymphoblastic lymphoma/
leukemia)

18 Precursor T-lymphobilastic lymphoma/leukemia

19 Small noncleaved cell, unclassified

20 Small noncleaved cell, Burkitt

21 Small noncleaved cell, non-Burkitt

22 Mycosis fungoides/Sezary syndrome

23 Histiocytic

24 Mantie cell

26 Composite,

26 Large cell anaplastic lymphoma, Ki1 positive

27 Primary CNS lymphoma

28 Mucosal associated lymphoid tissue type (Extranodal
marginal zone B-cell lymphoma)

29 Nodal marginal zone B-cell lymphoma

30 Splenic marginal zone B-cell lymphoma

31 Large granular lymphocytic leukemia

32 Angioimmunoblastic T-cell ymphoma

33 Angiocentric lymphoma

34 Intestinal T-cell lymphoma

38 Adult T-cell lymphoma/leukemia (HTLV1 associated)

38 Other peripheral T-cell lymphoma,

37 Peripheral T-cell lymphomas, unclassified

38 Other non-Hodgkin lymphoma,

40 Non-Hodgkin lymphoma, unclassified

3 immune phenotype at diagnosis: -
20 T-cell
J NK-cell
5 [J Other, specify:
6 O Unknown

10 B-cell \
' 1A Mk
2 Null /
e

NMDP Form 120, 520, 620 Insert IX V2 (1-6) November 1998
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Recipient

Recipient ) )
Last Name:

NMDP ID:

'Did histologic transformation occur after diagnosis?

if 10 yes -
( 2 D no 5. Date of transformat»on.
e TRWYN Month Day Year
T Rty \;‘\EH‘% =T
6. New hlstology Specify:
(Use codes from question 2)

Stage at Time of Diagnosis

7. Organ involvement at diagnosis:
;’1 01! — Involvement of a single lymph node region or of a single extralymphatic organ or site
/20 1t — Involvement of two or more lymph node regions on same side of diaphragm or localized involvement of extralymphatic

organ or site and one or more lymph node regions on same side of diaphragm

@%w\/

,5 3 O Il — involvement of lymph node regions on both sides of diaphragm, which may also be accompanied by localized
[ involvement of extralymphatic organ or site, or the spleen, or both '
4 [J IV— Diffuse or disseminated involvement of one or more extralymphatic organs in tissues with or without associated lymph
node enlargement
5 [ Other, specify:
O Unknown
8. Symptoms at diagnosis:
1 0 A — None of the symptoms listed in B belo
2 0 B — Unexplained weight loss > 10% body weight in six months before treatment; unexplained fever > 38°C; or night sweats
30 Unknown SYMPTOMS
Nas there extranodal or splenic involvement at diagnosis?
, CDJ yes ————— | 10 Specify sites:
20 no .- \
. . 1 2 T b
3 O unknown a. Lung O yes O E\DGLUNG
- o b. Pleura 10yes 20n0 E\DGEPLEY
v %@Cf;%?‘i”‘f c. Liver 10yes 20no E1 (LI
: d. Kidney 10yes 20no B iDOGEKIDN
e. Brain 10yes 20no &l G Rft
f. CSF 10yes 20n0 e\ DG LS
g. Epiduralspace 10 yes 20no | tDGEPSH
h. Bone 10yes 20 no gm0 NE
i. Bonemarow 10yes 200no u}@a«m
j.  Skin 10yes 200no Efz%j(:, Skt
k. Gl tract 10yes 20no h%i;{y{;ﬁm‘
“1" Spleen: 10yes 20n0E'DESPLE
L 19 m. Other 1Oyes 20no  Ifyes, specify: E 1 NGOTH R
P Vg I
11. LDH at diagnosis: ukaVL OWA DO unknown
12. Upper limit of normal for LDH: ULLDH
13. Was a mediastinal mass present at diagnosis?
10 yes
B NMEDIMASS
U unkn ; '
° NAKAR LAN
14. Enter aga-appropnate Kamofsky or Lamky score at dmgnosu MQRKARLAN

(For a compiete scais, see page 5 of Form 120, 520, 620)

NMDP Form 120, 520, 620 insert IX V2 (2-6) November 1998



Recipient
NMDP ID:

. Last

,.,._——-—-—"""“'~

P b, e

Recipient

Name:

/38
*@*@Tw MV
TACRSS

—ACEY

T RREGVT
iRV

T L RpIO

~FARESIY |

TAREL N
TireWT|

N S P
o

Line of Therapy
Chomothonpy t ?6
Number of cycles: . 17

1st Line of Thenpy

2nd Lme of Thera
1EMO

yes 20no-—>contmthq 41

nges ZDno--roont ‘with g. 78

CYCLES
unknown/not apphc.ab!e

v{ Date started therapy I

mzu awn%&glmblegsj
HIEEEE ‘33

‘;

QDBTT)“' stopped therapy: L_L_J l_l_! l I l l l '

Treatment ~
Adriamycin:

BCNU:

Bleomycin:
Carboplatin:
Cispiatin:
Corticosteroids.:
Cyciophosphamide:
Cytarabine (Ara-C):
Dacarbazine (DTIC):
Etoposide (VP16).
Fludarabine:
Ifosfamide:
Methotrexate:
Mitoxantrone:
Nitrogen mustard (mustine):
Procarbazine:
Vinbiastine:
Vincristine:

Other:

Specify other:

Siven for stem cell priming?

’ 20
21,
2.
2.
24,
26
21.
a8
29.
30.
.
2.
a3
M.
as.
8.
3r.
38.
39.
40.

Radiation Therapy: 41,
Mediastinum: 42,
Other site(s). 43.
Specify site(s): 44.

s

Dey Your
2Dno T‘.%‘DQ\ LAM. %57. 1Dyes 20n0 T2ADRIAM
20m0 JLBCNUW. .. IS8 1Oyes 20n0 T2 RC N
20no TLRLEQM‘/ '89. 10yes 20n0 T2 ALERM
20n0 TACARBOP. .60. 10 yes zano—m ARRBO T
20 no Tif»‘iﬂ B 10yes 20no~5z (. Q?LA
20no ;T_’;},QOL\i ;% ' 10 vyes ZDno“T"k a,ﬂ.’i(-l;?"
20n0 .1 fNELOE 1Dyes 20no0
2000 TTAO TAﬁ(f‘ 10 yes ZDnonzg;/g—;%pA
2000 TADACAIND, . 65 1Oyes 20n0T7Z DACARD
10yes 20n0 T2 ETOPOS

20no T.LFT'C*DQC
20no j":’L_PLUsDAR 10yes 20n0 T2 FLUDAR
20n0 T LIFQSFA 10yes 20n0 T2 |FOSF A
20n0 JAMETHOT 10yes 20 no-1r2 METLIDT
20n0 TAMITOXA 70.10yes 20n0 T2 MITE XA
20n0 TLNVT*\ b* 7. 1Dyes 20n0 T NITROG
20 no TL@QQ‘ ..... 72:10yes 200 T2 PROCAR
2010 .TJ.. INBLA. 13 10yes 2000 T2V INGBLA
20 no TA:».\{‘.’“.E.C <1, 74 10ves 20 no4 yINCR §
20no TAJQ@TKE(Q 75.10yes 2010 TQQWQEQ
78..

20n0 TZ2PRIM ity

1Dyu 20no ﬂ%”"“ 77 10 Yyes

1 Q%I*mmq 47 /EZRA ﬁlmm:;u
1Dyu 20 no Tﬁ»Dﬁ 79 1Oyes 20n0 § 2MED IAS

1Cyes 20n0 TLQ\,OT"‘%ER!O 10yes ZDnoT‘ZQUﬁih‘F{

10 yes
10 yes
10 yes
10 yes
10 yes
10 yes
1O yes
10 yes
10 yes
1O yes
10 yes
10 yes
10 yes
10 yes
10 yes
10 yes
10yes
10 yes
1 0yes

:8 8.

81.

.33'.3.8.8.1’.83'

Damstaﬂedw Ol !

ST-1—"""Date sto stopped therapy: (:)I T

Speafysste 48
- Best Response to

(see definitions below)

Date response established: O

~1Did patient relapse/progress @1 D yes 2 U no
1o|lowmg this line of thera

ate of reia

progression:

Response Code Definitions .

3 CR undetermined
4 Partial response

1 Continuous CR
2 CR

| [T @a OO
ICTLT @r“ﬁ COCLLTe

Moran Oway Your

.10yes 20 no—T”Z%*URG’ER

~d
il

1O0CCR SONRISD *TOCCRSONRSODY,
20CR 60 PROG \ \~20cR sOPROG | T2LRSPLOD
30 CRU 70 NE, specify: \ 30 CRU 7 O NE, specily:
4DPR 80 Unknown

IIH]HHIJ é,mmiilﬁmm

@70 0% T2RELYN
COCOICIIT] &I ARELD

I Yeur Month Oay Your

7 Not evaluable
8 Not tested/Unknown

5 No response/Stable disease
6 Progressive disease

NMDP Form 120, 520, 620 Insert IX V2 (3-6) November 1998



Recipient
Last Name:

Recipient

NMDP ID:

Continued from previous page. Copy and complete this page for more than 4 instances.

Line of Therapy 3rd Line of Thorap
= A

-T%g&ﬁ“ﬁﬁzziEﬁﬂlJllHllll
’\"’bCE\‘WWD&WPMWﬁW@ | ” ] | lvl [ ]

Treatment
Adriamycin:

BCNU:

Bieomycin:
Carbopiatin:
Cisplatin:
Corticosteroids:
Cyclophosphamide:
Cytarabine (Ara-C):
Dacarbazine (DTIC):
Etoposide (VP16):
Fludarabine:
ifosfamide:
Methotrexate:
Mitoxantrone:
Nitrogen mustard (mustine):
Procarbazine:
Vinblastine:
Vincristine:

Other:

Specify other:

10yes 2000

RONY .

10yes 20 no M
10Oyes 20no ?)CAQG'}C’
10 yes 2DnoT3ClSPL1A
10 yes
10vyes 20no T ACYCL
10 yes ZUnoT%Q‘!’rARA
10 yes 2Dno:¥'3§wg
10Oyes 20 no

1t0Oyes 20n0 .
10yes 20n0 i
1Dyes 200 no °
10 yes
10 yes
10 yes
10 yes

LRI R

100.
101.
102.
103.
104.
105.
108.
107.
108.
109.
110.
1.
112
13,

20n0 1%

ZUnoT 3
20n0 4.
10yes 20no TB\/‘NCR
1Dyes 20 no T%GOTQ'E

Chemotherapy: -00 ’E yes Eno -~ cont. wrth qﬂS 527 1O yes 20 no == cont. mgh q 152

i":’\ N ] ) Ve
Number of cycles: 91 ED 20 nkhowv%ot apphcabh 128 .. 2 Sﬁrﬁindwnot apphcable
10 yes ZDno l?)PsBRXAM;’m 10yes

20n0 T23CORTIC. 138,
QT 137,

AETOPOS 140, 10 yes

TAFLUDAR
3 | FOSFA 142 10ves
?J&E’T‘\';S;?n 1 0 yes
20no T BHMITH 144.
NITIROG
PROCAR 148.
TEAV NG LA 547

4th Line of Therapy
TACHEMO

P

T /’*\l/

[ ERCBES

@@L ] T [EACENOpT

20 no l Z—A%QNQM
20n0[4

20n6T4 LEOM
20 neTAL ARBD
20n0 TACISPLA
2000 TACORTIC
20 noTALYCLUP
20 no TACYTARA
20 TADACARE
20 ne TAETORPO<
20neTAFLYDAR
20neT4-|\FOSFA
20no 1A METHOTT™
20 noT4-MITOX A
20 no TANITRO (-
20 no TAPROCA &
2000 TAVINB LA
20n0TAV INCR |
20 e TACOTHER

p:z 1 0O yes
133. 10 yes
34. 1 O yes
1 O yes
10 yes
10 yes
10 yes
30. 10 vyes

'135.
!38.
i 1. 1 Oyes

1 DOyes
145. 1 O yes
1 Ovyes
10 yes
48, 1 O yes

149 1O yes

10yes 20n0 1. 3FPRIMIN
TEQ ?E&o»mmmm

Given for stem cell priming? 114.

Radiation Therapy:
Mediastinum:

Other site(s):
Specify site(s): 118,

118, 1
116.

10yes 20n0 1 IMEDIAS 183,
17. 10yes 20n0 TRRITHER 154

10 yes mm—rz;mtm IN

;%4;3%% noI cont. with q.158

1Oyes 20n0 T4AMEDIAS,
10yes 20 "°’(\1~QOT}%"EQ

151
152.

155.

TTARBEG DT
TARENDDT

Date started therapy: (19 [

L~ Bate stopped therapy: {12()?)

e |
L

1Oyes 2 D NO e i
=1 %%\iﬁ&;’&‘ii’

Surgery:

158,

llHI1WMRBHm
1~'*7(_L]Ll_] ’

Specify site: 122.

. ’\‘}‘v

20CR 60OPROG
30 CRU 7 0 NE, specify:
4DPR aDUnknovyn

TARSPCOD

(see definitions below)
= Bate response established: /124 [ l ]

TRRESPTT

_T%Qg VN ”gm'gm::;? 1Dyes 2Dvno ...............
Uﬁco?relapu/pmgrassionz@ ~L1[ ‘l ] [ l VL { ]

TARE LT

3 CR undetermined
4 Partial response

1 Continuous CR
2 CR

Response Code Definitions

5 No response/Stable disease
6 Progressive dissase

&_é 10yes 20n0¢; oo X'u\(a
,gth~ 9 g

160, AT CCR 5 0 NR/SB

{ 20cR saPROG [
QSDCRUHJNE ne "4-R €
bmméiﬁgfﬁ
» E..I; = IRELDf™

7 Not evaluable
8 Not tested/Unknown
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Recipient
NMDP 1D:

Recipient
Last Name:

.. Did recipient have a splenectomy?

"ID Yes
2D No
%PLE N

Ya\

165. Date:

SPOoTLDT

Month Yaar

LT S T

168. Wasthereapaantremged <2monﬂupnorbhigh—donﬁmapy(condihonm)f

of disease mmwmbwmmy(emdibomng)
‘Completé remission — compl“‘f"d’ isappearance of all known disease
-2 ] Complete remission undetermined — as above with the exception of persistent scan
abnormalities of unknown significance
+ 3001 —Involvement of a single lymph node region or of a single extralymphatic organ or site
" 40 I — Involvement of two or more lymph node regions on same side of diaphragm or
’ localized involvement of extralymphatic organ or site and one or more lymph node
regions on same side of diaphragm
s O 1l — Involvement of lymph node regions on both sudes of diaphragm, which may also be
accompanied by localized involvement of extralymphatic organ or site, or the spleen,
or both
¢ [J Iv— Diffuse or disseminated involvement of one or more extralymphatic organs in tissues
with or without associated Iymph node eniargement

'D Other, specify:

/ i
A ;
2
12
(A%

O No, not

completely

restaged ——————p-
(i.e., insufficient
staging to
determine stage

s listed in

estion 167)

168. Evidancadfduue’ )ase prior to conditioning:
71 0 No known evidence of disease
2 [J No known evidence of disease except for persistent scan abnormalities of unknown

)

2’!1Dyes
20 no

(NODALYN

/?
;

—>' significance
% .3 0] Known residual localized disease only
4 [0 Known residual stage IV disease (see question 167, option 6 for definition)
~ _ 5 [J Unknown
169. Did recipient have known nodal involvement immediately prior to conditioning?
170. Specify sites:
~a. Waldeyersring 10 yes 20no 30 unknown N\W ILDE
~.b. Cervical 10yes 20no 30 unknownNj| CERY |
"¢ Supraclavicular 10 yes 20no 30 unknown )| SUPRA C
- d. Axillary 1Oyes 20no 30 unknown )| AX L
e. Hilar 10yes 20no 30 unknown 1y | | LA;Q
{. Mediastinal 10yes 20 no 3DunknownN\M\;’§;xA§
g. Retroperitoneal 10 yes 20 no 30 unknown |\ U TRO P
h. Intra-abdominal 10 yes 20 no 30 unknown )\ \ny TRA A
i. Inguinal 10yes 20n0o 30 unknown y\j\ INGuU N -
j. Spleen 10Oyes 20no 30 unknown | SPLEEW
k. Periaortic 1t0yes 20no 30 unknown NI TERIVA O
I. Hiac 10yes 20no 30 unknown L ILLL AC
“m. Other site 1Oyes 20n0 30 unknown fo yes, spft;fy NioTHE R
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Recipient
NMDP ID:

Recipient
Last Name:

Did recipient have known extranodal involvement immediately prior to conditioning?

A D yes —————

,‘ 20 no
‘k 3 0 unknown

E\RCANY

(RREmce

172. Specify sites:

176. Was Gallium scan done < 4 weeks prior to conditioning?

C O yes
20 no
GALLSCYN

a. Lung 10yes 20no 30 unknown & | P L UNG
b. Pleura tOyes 20 no 30 unknown £} ¢ L. 5:; .
¢. Liver 10yes 20 no 30 unknown ‘m [EOR™
d. Kidney 10vyes 20 o 3Dunknownc§T3C¥f\DM
e. Brain 10yes 20 no 30 unknown g | QC@RA%
f. CSF 10yes 20 no 30 unknown EU‘?QQ—)
g. Epidural space 10 yes 200 no 30 unknown i g P
h. Bone 10yes 20 no 30 unknown £t C;Ng.
i. Bone marrow 10yes 20 no 30 unknown =\ P ;5 M
j. Skin 10yes 20 no 30 unknown E\P CS KN
k. Gl tract 10Oyes 20no 30 unknown E\PCG VTR
. Other site 10yes 20no 300 unknown If yes, specify: =\ PC OTHER
173. Did patient have any mass immediately prior to conditioning?

174 Smofhm»tmau(ofanyhnd) cm X cm

175. Site: A%sstg MASCSZEZ

177. Results:
10 Negative o
20 Positive GALLSCRE
30 Indetarminat eqmvoul

178. Sites:

/hat was sensitivity of lymphoma to chemotherapy prior to conditioning?

Unknown

Response to last chemotherapy given prior to transplant; treatment must be given < 6 months prior to transplant)

O Sensitive: > 50% reduction in bidimensional diameter of all disease sites with no new sites of disease
2 [ Resistant: < 50% reduction in diameter of all disease sites or deveiopment of new d:sease sites
3 0 Untreated: within 6 months prior to (high dose) conditioning :
4 [J Not evaluable

: SE\/QC%gA,{

-
@®
o

. Remission state immediately prior to conditioning:

OPiFres..... Primary induction failure-resistant: NEVER in COMPLETE remission but with stable or progressive disease
on treatment

LN AL IS Y la.)k.

19 0 REL3+ unk .

100 REL1 sen . ..
1M ORELTunk...
120REL2unt ...
130 REL2res ...
w4 J REL2 sen . . .
#5 [0 REL2 unk . .
"\ QO REL3+ unt ..
JREL3+ res ..
18 O REL3+ sen ..

20 PIF sen .... Primary induction failure-sensitive: NEVER in COMPLETE remission but with partial remission on treatment
sOPIFunt..... Primary induction failure-untreated

40 PIFunk .... Primary induction failure-sensitivity unknown

sOCR1 ....... 1st complete remission: no bone marrow or extramedullary relapse prior to transplant

sOCR2....... 2nd complete remission

yOCR3+ ... ... 3rd or subsequent complete remission

8 O REL1 unt ... 1st relapse-untreated: inciudes either bone marrow or extramedullary relapse

90 REL1 res ... 1strelapse-resistant: stable or progressive disease with treatment

1st relapse-sensitive: partial remission (if complete remission achieved, classify as CR2, code 6)
1st relapse-sensitivity unknown

2nd relapse-untreated: includes either bone marrow or extrameduliary relapse

2nd relapse-resistant: stable or progressive disease with treatment

2nd relapse-sensitive: partial remission (if complete remission achieved, classify as CR3+, code 7)
2nd relapse-sensitivity unknown

3rd or subsequent relapse-untreated: includes either bone marrow or extramedullary relapse

3rd or subsequent relapse-resistant: stable or progressive disease with treatment

3rd or subsequent relapse-sensitive: partial remission (if complete remission achieved, classify as CR3+,
code 7)

3rd relapse or greater-sensitivity unknown
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National Marrow Donor Pfogram® Unrelated D Recipient T
Insert X — Severe Combined NMDP ID: RN
Immunodeficiency (SCID) Recipient —
Last Name: I |

Recipient Local ID (optional):

, NALADT TCCODE
Registry Use Only Today's Date: TC Code:
Sequence Month Day Year
Number: Date of Transpiant for which this form
is being completed:
Date Month Day Year
Received: Product type: [0 Marrow [0 PBSC [ Cord blood
(Form 120)  (Form 520)  (Form 620)

7 This form must be accompanied by Form 120, 520, 620 — Recipient Baseline and Transplant Data. All information in
the box above, including the date, should be identical with the corresponding Form 120, 520, 620. Information

should come from an actual examination by the Transplant Center physician, or the physician who is following the
recipient post-transplant, or abstraction of the recipient’'s medical records.

1. What was the date of diagnosis of SCID? N DSD T
Month Day Year

2. What was the SCID phenotype: (ses instructions for description)

1 [0 ADA deficiency
2 [0 Absence of T cells with normal B cells™_....

3 [J Absence of T and B cells PARE:
4 O Other, specify:

Nhat was the inheritance of SCID‘)\
1 [0 X-linked

R0 A
2 O Autosomal recessive / ‘M Held \'i»""&?

3 O Unknown

Hematologic Findings Pre-Transplant

4. WBC: o | x1o WRACAZ A

5. Lymphocytes: N % LVNETI ”‘%‘ ; e

6. T cells (CDJ or equivalent): . % T—Cg; L *%“:2, /3(*

7. CD4+ cells: . % D4 L’Z, Pe

8. CD8+ cells: . % Qﬁf}? 172 A

9. B cells (Slg + or equivalent): . % 1ACE %..)L-_,%:zk Iﬁr’ '
K cells (CD16+ or equivalent): . % N KCE Li’i i\l‘c

Mail to NMDP Registry with Form 120, 520, 620.
NMOP Form 120, 520, 620 insert X V1 (1-2) November 1998 Retain a copy at the transplant center.
- Copyright ©® 1998 National Marrow Donor Program. All rights reserved. .



Recipient

Recipient

Last Name:

NMDP ID:

. What was the mitogen proliferation response? A VTPRIL Ao
1 [0 absent (<10% normal) 2 [J decreased 30 normal

12. What was the natural killer cell function? &; 174w o AL o

4 [J not tested

4 O not tested

4 O increased

4 J increased

4 [J increased

4 O increased

4 [ increased

5 0 not tested
5 O not tested
5 [ not tested
51 not tgsted

5 O not tested

1 O absent (<10% normal) 2 [0 decreased 30 normal
13196 (512

1 [ absent (<10% normal) 2 0 decreased 30 normal
14.1gM |G MLZ A

1 O absent (<10% normal) 2 [0 decreased 30 normal
15198 L CsA LA

1 [0 absent (<10% normal) 2 [0 decreased 30 normal
16.1g8 { (=12 17 4

1 0 absent (<10% normal) 20 decreased 3 0 normal
17. What was the specific antibody response? ST/ 1 RAL2 A

1 O absent (<10% normal) 2 [0 decreased 30 normal

Clinical Status of Recipient Pre-Transplant

18. Was matemnal engraftment present?

10 yes Doy A

20 no MATEN %2 A

3 0 unknown (not tested :
19. Was graft vs. host disease present? :

' U yes ———— [0 Was GVHD caused by:

20 no a. Maternal cells 10 yes

G\" ’,,%,‘;“ m‘_A

¢. Source unknown

e

b. Unirradiated blood transfusions 10 yes

20no MACELL S/
20 no bt 27t
‘Oyes 20m0 (oyHDQL2 A

-.-dwu £

5

A A

21. Did the recipient have failure to thrive? (see Forms Instruction Manvual)

POyes THRWAZ A

20 no

22. Did the recipient have chronic (protracted) diarrhea? (see Forms Instruction Manual)

1O yes }} A%‘xm* 1A

20 no

23. Did the recipient have respiratory impairment? (see Forms Instruction Manual)

'Oyes DESIMIZA

20 no

ontinue with question 10 on page 5 of Form 120, 520, 620

NMDP Form 120, 520, 620 Insert X V1 (2-2) November 1998
Copyright © 1898 National Marrow Donor Program. All rights reserved.




National Marrow Donor Program® Unrelated > Recipient ,

Insert XI — Wiskott Aldrich D nmop 10 : g

Syndrome (WAS) Recipient '
Last Name: |
Recipient Local ID (optional):

. NAZBTT TCLODE
Registry Use Only Today's Date: TC Code:

Sequence Month Day Year

Number: Date of Transplant for which this form
is being completed:

Date Month Day Year

ived: Product type: [ Marrow [0 PBSC [ Cord biood
Received: ype (Form 120) (Form 520) (Form 620)

} This form must be accompanied by Form 120, 520, 620 — Recipient Baseline and Transplant Data. All information in
the box above, including the date, should be identical with the corresponding Form 120, 520, 620. Information

should come from an actual examination by the Transplant Center physician, or the physician who is following the
recipient post-transplant, or abstraction of the recipient's medical records.

1. What was the date of diagnosis of WAS? WIS AL DD !
' : Month Day Year

2. What were the WAS defining (diagnostic) criteria?

a. Decreased platelet count (prior to splenectomy) 10 yes 200 no 30 unknown DEQ?LAQB
b. Small platelet size 10yes 20no 30 unknown SMA QLL’Z_’_

c. Eczema 1Oyes 20no 30 unknown = C 2 E A L@@
d. X-linked inheritance demonstrated in the family 1L yes 20 no 30 unknown X1 (N §- 2.0

‘as the diagngsis confirmed by molecular identification of the presence of a defect in the WAS gene?

J
200 CONFALR

3 0 unknown
Clinical Status of Recipient Pre-Transplant

4. Did the patient undergo splenectomy?

1 g yes 5. Was the plateiet count normal immediately pre-transpiant?
20 no 10 yes
-
§%1g§3°‘g?26 20no PLNRM }%“E)
e B 3 O unknown

6. Did B-cell lymphoproliferative disorder (BLPD) develop pre-transplant?

10 yes 7. Was the BLPD associated with EBV?
3 [J unknown 20 no BL?D’BY'sz'a
@Lpblﬁ% 3 0 unknown

8. Did the recipient develop any malignancy (non BLPD) pre-transplant?
10 yes

20no MAL\CJ‘L’Z@

3 [ unknown

9. Did the recipient develop any autoimmune complications pre-transplant?

“Tlyes
‘no :
3 LJ unknown AQT@ C‘c&"?’B

Continue with question 10 on page 5 of Form 120, 520, 620 Mail to NMDP Registry with Form 120, 520, 620.
NMDP Form 120, 520, 620 Insert XI V1 (1-1) November 1998 Retain a copy at the transplant center.
Copyright © 1998 National Marrow Donor Program. All rights reserved.
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