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Registry Use Only
Sequence Number:

Date Received:

2000: Recipient Baseline Data

CIBMTR Center Number: ___ ___ ___ ___ ___ 	
 
CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ 	
 
Date of HCT for which this form is being completed: __  __  __  __ / __  __ / __  __	
	 YYYY           MM       DD	

HCT type (check all that apply)	 ☐ Autologous	 ☐ Allogeneic, unrelated		  ☐ Allogeneic, related
 

Product type (check all that apply)	 ☐ Bone marrow	

	 ☐ PBSC	

	 ☐ Single cord blood unit	

	 ☐ Multiple cord blood units

	 ☐ Other product. Specify: __________________________________________________________________	
	

Key Fields



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

1.	 Country of primary residence

	 ☐ Argentina

	 ☐ Australia

	 ☐ Austria

	 ☐ Belgium

	 ☐ Bosnia and Herzegovinia

	 ☐ Brazil

	 ☐ Canada

	 ☐ Chile

	 ☐ China

	 ☐ Costa Rica

	 ☐ Croatia

	 ☐ Cuba

	 ☐ Cyprus

	 ☐ Czech Republic

	 ☐ Denmark

	 ☐ Dominican Republic

	 ☐ Egypt

	 ☐ Finland

	 ☐ France

	 ☐ Germany

	 ☐ Greece

	 ☐ Hong Kong

	 ☐ Hungary

	 ☐ India

	 ☐ Iran

	 ☐ Ireland

	 ☐ Israel

	 ☐ Italy

	 ☐ Japan

	 ☐ Jordan

	 ☐ Korea

	 ☐ Kuwait

	 ☐ Macedonia

	 ☐ Malaysia

	 ☐ Malta

	 ☐ Mexico

	 ☐ Netherlands

	 ☐ New Zealand

	 ☐ Norway

	 ☐ Pakistan

	 ☐ Palestinian Territory, Occupied
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Recipient Demographics Questions: 1-5

For Transplant Centers that are members of the NMDP network, research blood samples should be collected before initiation of preparative regimen and sent to the NMDP 
Research Sample Repository.  See Transplant Center Manual of Operations for instructions.

	 ☐ Peru

	 ☐ Poland

	 ☐ Portugal

	 ☐ Puerto Rico

	 ☐ Romania

	 ☐ Russia

	 ☐ Saudi Arabia

	 ☐ Serbia or Montenegro

	 ☐ Singapore

	 ☐ Slovak Republic

	 ☐ Slovenia

	 ☐ South Africa

	 ☐ Spain

	 ☐ Sweden

	 ☐ Switzerland

	 ☐ Taiwan

	 ☐ Turkey

	 ☐ Ukraine

	 ☐ United Arab Emirates

	 ☐ United Kingdom (England, Wales, Scotland, Northern Ireland)

	 ☐ United States		

	 ☐ Uruguay		

	 ☐ Venezuela

	 ☐ Unknown

	 ☐ Other country	

3.	 State of residence of recipient:_____________________________
	 (for residents of USA)

2.	 Specify:___________________________________



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

4.	 Race:	

	 ☐ White	

	 ☐ Black or African American	

	 ☐ Asian	

	 ☐ American Indian or Alaska Native	
	 ☐ Native Hawaiian or Other Pacific 
		  Islander	

	 ☐ Not reported	

	 ☐ Unknown	

6.	 Specify blood type (For allogeneic HCTs only)	 ☐ A	 ☐ B	 ☐ AB	 ☐ O	

7.	 Specify Rh factor (For allogeneic HCTs only)	 ☐ Positive	 ☐ Negative

8.	 Does the recipient have a history of smoking cigarettes?			 

	 ☐ yes	

	 ☐ no	

	 ☐ Unknown
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Race Questions: 4-5

Clinical Status of Recipient Prior to the Preparative Regimen (Conditioning) Questions: 6-14

9.	 Has the recipient smoked cigarettes within the past year?

	 ☐ yes	 ☐ no	 ☐ Unknown

10.	 Has the recipient smoked cigarettes prior to but not during the past year?		

	 ☐ yes	 ☐ no	 ☐ Unknown

11.	 Number of years

	 ☐ Known	 12.	 Number of years: ___ ___

	 ☐ Unknown

13.	 Average number of packs per day

	 ☐ Known	 14.	 Average number of packs per day: ___ ● ___

	 ☐ Unknown		
	

5.	 Race detail

	 ☐ Eastern European

	 ☐ Mediterranean

	 ☐ Middle Eastern

	 ☐ North Coast of Africa

	 ☐ North American

	 ☐ Northern European

	 ☐ Western European

	 ☐ White Caribbean

	 ☐ White South or Central American

	 ☐ Other White

	 ☐ African (both parents born in Africa)

	 ☐ African American

	 ☐ Black Caribbean

	 ☐ Black South or Central American

	 ☐ Alaskan Native or Aleut
	
Copy questions 4 - 5 if needed for Race

☐ North American Indian

☐ American Indian, South or 	
	 Central America

☐ Caribbean Indian

☐ South Asian

☐ Filipino (Pilipino)

☐ Japanese

☐ Korean

☐ Chinese

☐ Vietnamese

☐ Other Southeast Asian

☐ Guamanian

☐ Hawaiian

☐ Samoan

☐ Other Pacific Islander



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

15.	 AST (SGOT)

	 ☐ Known

	 ☐ Unknown	
	

19.	 Total serum bilirubin

	 ☐ Known	

	 ☐ Unknown	

23. 	 LDH

	 ☐ Known

	 ☐ Unknown	

27.	 Serum creatinine

	 ☐ Known

	 ☐ Unknown	

31.	 Total serum ferritin

	 ☐ Known

	 ☐ Unknown	
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Organ Function Prior to the Preparative Regimen (Conditioning) Questions: 15-38

Provide last laboratory values recorded for recipient’s organ function.

16.	 ___ ___ ___ ● ___ ___	 ☐ U/L		 ☐ µkat/L
	
17.	 Date sample collected: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

18.	 Upper limit of normal for your institution: ___ ___ ___ ● ___ ___ 	☐ U/L	 ☐ µkat/L

20.	 ___ ___ ___ ● ___	 ☐ mg/dL	 ☐ µmol/L
	
21.	 Date sample collected: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

22.	 Upper limit of normal for your institution: ___ ___ ___ ● ___ 	☐ mg/dL	 ☐ µmol/L

24.	 ___ ___ ___ ___ ___ ● ___ ___	 ☐ U/L	 ☐ µkat/L
	
25.	 Date sample collected: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

26.	 Upper limit of normal for your institution: ___ ___ ___ ___ ___ ● ___ ___ 

		  ☐ U/L	 ☐ µkat/L

28.	 ___ ___ ___ ● ___ ___ 	☐ mg/dL	 ☐ mmol/L	 ☐ µmol/L
	
29.	 Date sample collected: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

30.	 Upper limit of normal for your institution: ___ ___ ___ ● ___ ___ 	

		  ☐ mg/dL	 ☐ mmol/L	 ☐ µmol/L

32.	 ___ ___ ___ ___ ___ 	 ☐ ng/mL (μg/L)
	
33.	 Date sample collected: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

34.	 Upper limit of normal for your institution: ___ ___ ___ ___ ___ 	☐ ng/mL(μg/L)



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

35.	 Serum albumin

	 ☐ Known	

	 ☐ Unknown	

39.	 Date CBC tested: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

40.	 WBC

	 ☐ Known	

	 ☐ Unknown

	
42.	 Neutrophils

	 ☐ Known 

	 ☐ Unknown	

44.	 Lymphocytes

	 ☐ Known

	 ☐ Unknown

46.	 Hemoglobin

	 ☐ Known	

	 ☐ Unknown		

	

49.	 Hematocrit

	 ☐ Known	

	 ☐ Unknown	

	

52.	 Platelets

	 ☐ Known	

	 ☐ Unknown	
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36.	 ___ ___ ● ___ 	☐ g/dL	 ☐ g/L
	
37.	 Date sample collected: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

38. 	 Upper limit of normal for your institution: ___ ___ ● ___ 	☐ g/dL	 ☐ g/L

41.	 ___ ___ ___ ___ ___ ___ ● ___ 	☐ x 109/L (x 103/mm3)	 ☐ x 106/L

43.	 ___ ___ %

45.	 ___ ___ %

47.	 ___ ___ ___ ___ ● ___ ___ 	 ☐ g/dL	 ☐ g/L	 ☐ mmol/L

48.	 Was RBC transfused < 30 days before date of test?	 ☐ yes	 ☐ no

50.	 ___ ___ %

51.	 Was RBC transfused < 30 days before date of test?	 ☐ yes	 ☐ no

53.	 ___ ___ ___ ___ ___ ___ ___	 ☐ x 109/L (x 103/mm3)	 ☐ x 106/L

54.	 Were platelets transfused < 7 days before date of test?	 ☐ yes	 ☐ no

Hematologic Findings Prior to the Preparative Regimen (Conditioning) Questions: 39-54

Provide last laboratory values recorded just prior to preparative regimen.



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

55.	 Did the recipient have a history of clinically significant fungal infection (documented or suspected) at any time prior to the preparative regimen?

	 ☐ yes	

	 ☐ no	
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Infection Questions: 55-75

56. 	 Did the recipient have more than one fungal infection (documented or suspected) at any 	
	 time prior to the preparative regimen?

	 ☐ Yes	 ☐ No

57.	 Date of onset: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

58.	 Select organism from list below:

	 ☐ 201 Candida albicans

	 ☐ 206 Candida guillermondi

	 ☐ 202 Candida krusei

	 ☐ 207 Candida lusitaniae

	 ☐ 203 Candida parapsilosis

	 ☐ 204 Candida tropicalis

	 ☐ 205 Candida (Torulopsis) glabrata

	 ☐ 209 Other Candida, specify - Go to question 59

	 ☐ 200 Candida, NOS

	 ☐ 261 Histoplasmosis

	 ☐ 211 Aspergillus flavus

	 ☐ 212 Aspergillus fumigatus

	 ☐ 213 Aspergillus niger

	 ☐ 219 Other Aspergillus, specify - Go to question 59

	 ☐ 210 Aspergillus, NOS

	 ☐ 220 Cryptococcus species

	 ☐ 230 Fusarium species

	 ☐ 240 Zygomycetes, NOS

	 ☐ 241 Mucormycosis

	 ☐ 242 Rhizopus

	 ☐ 250 Yeast, NOS

	 ☐ 260 Pneumocystis (PCP/PJP)

	 ☐ 259 Other fungus, specify - Go to question 59

	 ☐ 503 Suspected fungal infection

60.	 Select site(s) from list below:

	 ☐ 1 Blood/buffy coat

	 ☐ 2 Disseminated – generalized, isolated at 3 or more distinct sites

	 ☐ 4 Brain

	 ☐ 5 Spinal cord

	 ☐ 6 Meninges and CSF

	 ☐ 3 Central nervous system, not otherwise specified

	 ☐ 11 Lips

	 ☐ 12 Tongue, oral cavity and oropharynx

	 ☐ 13 Esophagus

59.	 Specify organism: ____________________________________



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___
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	 ☐ 14 Stomach

	 ☐ 15 Gallbladder and biliary tree (not hepatitis), pancreas

	 ☐ 16 Small intestine

	 ☐ 17 Large intestine

	 ☐ 18 Feces/stool

	 ☐ 19 Peritoneum

	 ☐ 20 Liver

	 ☐ 10 Gastrointestinal tract, not otherwise specified

	 ☐ 31 Upper airway and nasopharynx

	 ☐ 32 Laryngitis/larynx

	 ☐ 33 Lower respiratory tract (lung)

	 ☐ 34 Pleural cavity, pleural fluid

	 ☐ 35 Sinuses	

	 ☐ 30 Respiratory tract, not otherwise specified

	 ☐ 41 Urine, kidneys, renal pelvis, ureters and bladder

	 ☐ 42 Prostate

	 ☐ 43 Testes

	 ☐ 44 Fallopian tubes, uterus, cervix

	 ☐ 45 Vagina

	 ☐ 40 Genito-urinary, not otherwise specified

	 ☐ 51 Genital area

	 ☐ 52 Cellulitis

	 ☐ 53 Herpes zoster

	 ☐ 54 Rash, pustules or abscesses not typical of any of the above

	 ☐ 50 Skin, not otherwise specified

	 ☐ 60 Central venous catheter, not otherwise specified

	 ☐ 61 Catheter insertion or exit site

	 ☐ 62 Catheter tip

	 ☐ 70 Eyes

	 ☐ 75 Ears

	 ☐ 81 Joints

	 ☐ 82 Bone marrow

	 ☐ 83 Bone cortex (osteomyelitis)

	 ☐ 84 Muscle (excluding cardiac)

	 ☐ 85 Cardiac (endocardium, myocardium, pericardium)

	 ☐ 86 Lymph nodes

	 ☐ 87 Spleen

61.	 Select site(s) from list below

	 ☐ 1 Blood/buffy coat

	 ☐ 2 Disseminated – generalized, isolated at 3 or more distinct sites

	 ☐ 4 Brain

	 ☐ 5 Spinal cord

	 ☐ 6 Meninges and CSF

	 ☐ 3 Central nervous system, not otherwise specified



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___
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	 ☐ 11 Lips

	 ☐ 12 Tongue, oral cavity and oropharynx

	 ☐ 13 Esophagus

	 ☐ 14 Stomach

	 ☐ 15 Gallbladder and biliary tree (not hepatitis), pancreas

	 ☐ 16 Small intestine

	 ☐ 17 Large intestine

	 ☐ 18 Feces/stool

	 ☐ 19 Peritoneum

	 ☐ 20 Liver

	 ☐ 10 Gastrointestinal tract, not otherwise specified

	 ☐ 31 Upper airway and nasopharynx

	 ☐ 32 Laryngitis/larynx

	 ☐ 33 Lower respiratory tract (lung)

	 ☐ 34 Pleural cavity, pleural fluid

	 ☐ 35 Sinuses

	 ☐ 30 Respiratory tract, not otherwise specified

	 ☐ 41 Urine, kidneys, renal pelvis, ureters and bladder

	 ☐ 42 Prostate

	 ☐ 43 Testes

	 ☐ 44 Fallopian tubes, uterus, cervix

	 ☐ 45 Vagina

	 ☐ 40 Genito-urinary, not otherwise specified

	 ☐ 51 Genital area

	 ☐ 52 Cellulitis

	 ☐ 53 Herpes zoster

	 ☐ 54 Rash, pustules or abscesses not typical of any of the above

	 ☐ 50 Skin, not otherwise specified

	 ☐ 60 Central venous catheter, not otherwise specified

	 ☐ 61 Catheter insertion or exit site

	 ☐ 62 Catheter tip

	 ☐ 70 Eyes

	 ☐ 75 Ears

	 ☐ 81 Joints

	 ☐ 82 Bone marrow

	 ☐ 83 Bone cortex (osteomyelitis)

	 ☐ 84 Muscle (excluding cardiac)

	 ☐ 85 Cardiac (endocardium, myocardium, pericardium)

	 ☐ 86 Lymph nodes

	 ☐ 87 Spleen

62.	 Select site(s) from list below

	 ☐ 1 Blood/buffy coat

	 ☐ 2 Disseminated – generalized, isolated at 3 or more distinct sites

	 ☐ 4 Brain



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___
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	 ☐ 5 Spinal cord

	 ☐ 6 Meninges and CSF

	 ☐ 3 Central nervous system, not otherwise specified

	 ☐ 11 Lips

	 ☐ 12 Tongue, oral cavity and oropharynx

	 ☐ 13 Esophagus

	 ☐ 14 Stomach

	 ☐ 15 Gallbladder and biliary tree (not hepatitis), pancreas

	 ☐ 16 Small intestine

	 ☐ 17 Large intestine

	 ☐ 18 Feces/stool

	 ☐ 19 Peritoneum

	 ☐ 20 Liver

	 ☐ 10 Gastrointestinal tract, not otherwise specified

	 ☐ 31 Upper airway and nasopharynx

	 ☐ 32 Laryngitis/larynx

	 ☐ 33 Lower respiratory tract (lung)

	 ☐ 34 Pleural cavity, pleural fluid

	 ☐ 35 Sinuses

	 ☐ 30 Respiratory tract, not otherwise specified

	 ☐ 41 Urine, kidneys, renal pelvis, ureters and bladder

	 ☐ 42 Prostate

	 ☐ 43 Testes

	 ☐ 44 Fallopian tubes, uterus, cervix

	 ☐ 45 Vagina

	 ☐ 40 Genito-urinary, not otherwise specified

	 ☐ 51 Genital area

	 ☐ 52 Cellulitis

	 ☐ 53 Herpes zoster

	 ☐ 54 Rash, pustules or abscesses not typical of any of the above

	 ☐ 50 Skin, not otherwise specified

	 ☐ 60 Central venous catheter, not otherwise specified

	 ☐ 61 Catheter insertion or exit site

	 ☐ 62 Catheter tip

	 ☐ 70 Eyes

	 ☐ 75 Ears

	 ☐ 81 Joints

	 ☐ 82 Bone marrow

	 ☐ 83 Bone cortex (osteomyelitis)

	 ☐ 84 Muscle (excluding cardiac)

	 ☐ 85 Cardiac (endocardium, myocardium, pericardium)

	 ☐ 86 Lymph nodes

	 ☐ 87 Spleen
	



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

	
Testing for evidence of prior viral exposure/infection 

64.	 HTLV1 antibody	 ☐ Reactive	 ☐ Non-reactive	 ☐ Inconclusive	 ☐ Not done	

65.	 Cytomegalovirus antibody	 ☐ Reactive	 ☐ Non-reactive	 ☐ Inconclusive	 ☐ Not done	

66.	 Anti-EBV (Epstein-Barr virus antibody)	 ☐ Positive	 ☐ Negative	 ☐ Inconclusive	 ☐ Not done	

67.	 Hepatitis B surface antibody	 ☐ Reactive	 ☐ Non-reactive	 ☐ Inconclusive	 ☐ Not done	

68.	 Anti HBc: (hepatitis B core antibody)	 ☐ Reactive	 ☐ Non-reactive	 ☐ Not done	
		   - For hepatitis tests that have a reactive result, also complete HEP form.

69.	 HBsAg: (hepatitis B surface antigen)	 ☐ Reactive	 ☐ Non-reactive	 ☐ Not done	
		   - For hepatitis tests that have a reactive result, also complete HEP form.

70.	 Hepatitis B — DNA	 ☐ Reactive	 ☐ Non-reactive	 ☐ Inconclusive	 ☐ Not done	
		   - For hepatitis tests that have a reactive result, also complete HEP form.

71.	 Anti-HCV: (hepatitis C antibody)	 ☐ Reactive	 ☐ Non-reactive	 ☐ Inconclusive	 ☐ Not done	
		   - For hepatitis tests that have a reactive result, also complete HEP form.

72.	 Hepatitis C – NAT	 ☐ Reactive	 ☐ Non-reactive	 ☐ Inconclusive	 ☐ Not done
		   - For hepatitis tests that have a reactive result, also complete HEP form.	
	

73.	 Hepatitis A antibody	 ☐ Reactive	 ☐ Non-reactive	 ☐ Inconclusive	 ☐ Not done	

74.	 HIV antibody	 ☐ Positive	 ☐ Negative	 ☐ Inconclusive	 ☐ Not done	 ☐ Not reported	

75.	 HIV – NAT	 ☐ Positive	 ☐ Negative	 ☐ Inconclusive	 ☐ Not done	 ☐ Not reported

76.	 Was a pre-HCT preparative regimen given?

	 ☐ yes	

	 ☐ no	
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63.	 Was this fungal infection active within 2 weeks prior to the preparative regimen?	

	 ☐ yes	 ☐ no

Copy questions 57 - 63 if needed for Fungal Infection

77.	 Specify protocol intent (check only one) (Allogeneic HCTs only)

	 ☐ all agents given as outpatient	

	 ☐ some, but not all, agents given as inpatient

	 ☐ all agents given as inpatient	

78.	 Date pre-HCT preparative regimen (irradiation or drugs) began: 

	 __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD
	
	 (Use earliest date from question 82 radiation or 107-242 chemotherapy.)

Pre-HCT Preparative Regimen (Conditioning) Questions: 76-247



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___
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79.	 Was irradiation performed as part of the pre-HCT preparative regimen?

	 ☐ yes	 80.	 What was the radiation field?	

	 ☐ no	 ☐ total body

		  ☐ total body by tomotherapy	

		  ☐ total lymphoid or nodal regions	

		  ☐ thoracoabdominal region

		  81.	 Total dose: ___ ___ ___ ___ (dose per fraction x total number of 	

			   fractions) 	 ☐ Gy	 ☐ cGy

		  82.	 Date started: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

		  83.	 Was the radiation fractionated?

			   ☐ yes	 84.	 Dose per fraction: ___ ___ ___  ☐ Gy	

			   ☐ no 			   ☐ cGy

				    85.	 Number of days: ___ (include “rest” days) 

				    86.	 Total number of fractions: ___ ___

87.	 Was additional radiation given to other sites within 14 days of the pre-HCT preparative 	
	 regimen?

	 ☐ yes	 Specify radiation field:	

	 ☐ no	 88. 	 CNS

				   ☐ yes	 89.	 Total dose:

			   ☐ no 		  ___ ___ ___ ___ ___  ☐ Gy	 ☐ cGy

					    90.	 Date started: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

		  91.	 Gonadal

				   ☐ yes	 92.	 Total dose:

			   ☐ no 		  ___ ___ ___ ___ ___  ☐ Gy	 ☐ cGy

					    93.	 Date started: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

		  94.	 Splenic

				   ☐ yes	 95.	 Total dose:

			   ☐ no 		  ___ ___ ___ ___ ___  ☐ Gy	 ☐ cGy

					    96.	 Date started: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

		  97.	 Site of residual tumor

				   ☐ yes	 98.	 Total dose:

			   ☐ no 		  ___ ___ ___ ___ ___  ☐ Gy	 ☐ cGy

					    99.	 Date started: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

		  100.	Specify site:______________________________
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		  101.	 Other site

				   ☐ yes	 102.	Total dose:

			   ☐ no 		  ___ ___ ___ ___ ___  ☐ Gy	 ☐ cGy

					    103.	Date started: __  __  __  __ / __  __ / __  __

					    104.	Specify other site:_ ________________________

105.	 Were drugs given for pre-HCT preparative regimen?

	 ☐ yes	 106.	 Dosing body weight used for pre-HCT preparative regimen 		

	 ☐ no		  (adjusted body weight): ___ ___ ___	

					     ☐ pounds	 ☐ kilograms
	
		  107.	 ALG, ALS, ATG, ATS

				   ☐ yes	 108.	Total dose: ___ ___ ___ ___ ___ mg

			   ☐ no 		
					    109.	Date started: __  __  __  __ / __  __ / __  __
					     YYYY           MM       DD

					    110.	Specify source

						     ☐ Horse	

						     ☐ Rabbit	

						     ☐ Other		  111.	 Specify other source:

												           ________________________
		  112.	 Anthracycline

			   ☐ yes	 113.	Daunorubicin

			   ☐ no 	 ☐ yes	 114.	Total dose: 					  

				    ☐ no		  ___ ___ ___ ___ ___ mg		
						    
					     115.	Date started: 

						      __  __  __  __ / __  __ / __  __
						      YYYY           MM       DD

		  116.	Doxorubicin (Adriamycin)

			    	 ☐ yes	 117.	Total dose: 					  

				    ☐ no		  ___ ___ ___ ___ ___ mg		
						    
					     118.	Date started: 

						      __  __  __  __ / __  __ / __  __
						      YYYY           MM       DD

		  119.	 Idarubicin

			    	 ☐ yes	 120.	Total dose: 					  

				    ☐ no		  ___ ___ ___ ___ ___ mg		
						    
					     121.	Date started: 

						      __  __  __  __ / __  __ / __  __
						      YYYY           MM       DD

		  122.	Rubidazone

			    	 ☐ yes	 123.	Total dose: 					  

				    ☐ no		  ___ ___ ___ ___ ___ mg		
						    



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___
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					     124.	Date started: 

						      __  __  __  __ / __  __ / __  __
						      YYYY           MM       DD

		  125.	 Other anthracycline

			    	 ☐ yes	 126.	Total dose: 					  

				    ☐ no		  ___ ___ ___ ___ ___ mg		
						    
					     127.	Date started: 

						      __  __  __  __ / __  __ / __  __
						      YYYY           MM       DD

				    128.	Specify other anthracycline:

					     ________________________

		  129.	 Bleomycin (BLM, Blenoxane)

				   ☐ yes	 130.	Total dose: ___ ___ ___ ___ ___ mg

			   ☐ no 		
					    131.	Date started: __  __  __  __ / __  __ / __  __
					     YYYY           MM       DD

		  132.	 Busulfan (Myleran)

				   ☐ yes	 133.	Total dose: ___ ___ ___ ___ ___ mg

			   ☐ no 		
					    134.	Date started: __  __  __  __ / __  __ / __  __
					     YYYY           MM       DD

				    135.	Specify administration

				    ☐ Oral	 ☐ IV	 ☐ Both	

		  136.	 Carboplatin

				   ☐ yes	 137.	Total dose: ___ ___ ___ ___ ___ mg

			   ☐ no 		
					    138.	Date started: __  __  __  __ / __  __ / __  __
					     YYYY           MM       DD

		  139.	 Cisplatin (Platinol, CDDP)

				   ☐ yes	 140.	Total dose: ___ ___ ___ ___ ___ mg

			   ☐ no 		
					    141.	Date started: __  __  __  __ / __  __ / __  __
					     YYYY           MM       DD

		  142.	 Cladribine (2-CdA, Leustatin)

				   ☐ yes	 143.	Total dose: ___ ___ ___ ___ ___ mg

			   ☐ no 		
					    144.	Date started: __  __  __  __ / __  __ / __  __
					     YYYY           MM       DD

		  145.	 Corticosteroids (excluding anti-nausea medication)

			   ☐ yes	 146.	Methylprednisolone (Solu-Medrol)

			   ☐ no 	 ☐ yes	 147.	Total dose: 					  

				    ☐ no		  ___ ___ ___ ___ ___ mg		
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					     148.	Date started: 

						      __  __  __  __ / __  __ / __  __
						      YYYY           MM       DD

				    149.	 Prednisone

			    	 ☐ yes	 150.	Total dose: 					  

				    ☐ no		  ___ ___ ___ ___ ___ mg		
						    
					     151.	Date started: 

						      __  __  __  __ / __  __ / __  __
						      YYYY           MM       DD

				    152.	Dexamethasone

			    	 ☐ yes	 153.	Total dose: 					  

				    ☐ no		  ___ ___ ___ ___ ___ mg		
						    
					     154.	Date started: 

						      __  __  __  __ / __  __ / __  __
						      YYYY           MM       DD

				    155.	Other corticosteroid

			    	 ☐ yes	 156.	Total dose: 					  

				    ☐ no		  ___ ___ ___ ___ ___ mg		
						    
					     157.	Date started: 

						      __  __  __  __ / __  __ / __  __
						      YYYY           MM       DD

		  158.	Specify other corticosteroid:

			   ________________________

		  159.	 Cyclophosphamide (Cytoxan)

			   ☐ yes	 160.	 Total dose: ___ ___ ___ ___ ___ mg	  

			   ☐ no		
				    161.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM       DD

		  162.	 Cytarabine (Ara-C)

			   ☐ yes	 163.	 Total dose: ___ ___ ___ ___ ___ mg	

			   ☐ no		
				    164.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM       DD

		  165.	 Etoposide (VP-16, VePesid)

			   ☐ yes	 166.	 Total dose: ___ ___ ___ ___ ___ mg	

			   ☐ no		

				    167.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM       DD

		  168.	 Fludarabine

			   ☐ yes	 169.	 Total dose: ___ ___ ___ ___ ___ mg	

			   ☐ no		
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				    170.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM       DD
		
		  171.	 Ifosfamide

			   ☐ yes	 172.	 Total dose: ___ ___ ___ ___ ___ mg	

			   ☐ no		
				    173.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM       DD

		  174.	 Imatinib mesylate (STI571, Gleevec)

			   ☐ yes	 175.	 Total dose: ___ ___ ___ ___ ___ mg	

			   ☐ no		
				    176.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM       DD

		  177.	 Intrathecal therapy

			   ☐ yes	 178.	Intrathecal cytarabine (IT Ara-C)

			   ☐ no	 ☐ yes	 179.	Total dose: 					  

				    ☐ no		  ___ ___ ___ ___ ___ mg		
						    
					     180.	Date started: 

						      __  __  __  __ / __  __ / __  __
						      YYYY           MM       DD

				    181.	Intrathecal methotrexate (IT MTX)

				    ☐ yes	 182.	Total dose: 					  

				    ☐ no		  ___ ___ ___ ___ ___ mg		
						    
					     183.	Date started: 

						      __  __  __  __ / __  __ / __  __
						      YYYY           MM       DD

				    184.	Intrathecal thiotepa

				    ☐ yes	 185.	Total dose: 					  

				    ☐ no		  ___ ___ ___ ___ ___ mg		
						    
					     186.	Date started: 

						      __  __  __  __ / __  __ / __  __
						      YYYY           MM       DD

				    187.	Other intrathecal drug

				    ☐ yes	 188.	Total dose: 					  

				    ☐ no		  ___ ___ ___ ___ ___ mg		
						    
					     189.	Date started: 

						      __  __  __  __ / __  __ / __  __
						      YYYY           MM       DD

		  190.	 Specify other intrathecal drug:

			   _ _______________________
				  
		  191.	 Melphalan (L-Pam)

			   ☐ yes	 192.	 Total dose: ___ ___ ___ ___ ___ mg 		

			   ☐ no		
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				    193.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM       DD

				    194.	Specify administration

				    ☐ Oral	 ☐ IV	 ☐ Both	

		  195.	 Mitoxantrone (Novantrone)

			   ☐ yes	 196.	 Total dose: ___ ___ ___ ___ ___ mg 		

			   ☐ no		
				    197.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM       DD

		  198.	 Monoclonal antibody

			   ☐ yes	 199.	Radio labeled MAb

			   ☐ no		  ☐ yes 	 200.	Total dose of radioactive 	

					     ☐ no		  component:

								        ___ ___ ___ ___ ● ___	

				    ☐ mCi	 ☐ MBq

					     201.	Date started: 

						      __  __  __  __ / __  __ / __  __
		       		  YYYY           MM       DD

		  Specify radio labeled MAb:
		  202.	Tositumomab (Bexxar)	

			   ☐ yes	 ☐ no

		  203.	Ibritumomab tiuxetan (Zevalin)

			   ☐ yes	 ☐ no
	
		  204.	Other radio labeled MAb	

			   ☐ yes	

			   ☐ no

		  205.	 Specify other radio  
			   labeled MAb:

			   ____________________	
	
		  206.	Alemtuzumab (Campath)

				    ☐ yes	 207.	Total dose: 					  

				    ☐ no		  ___ ___ ___ ___ ___ mg		
						    
					     208.	Date started: 

						      __  __  __  __ / __  __ / __  __
		       		  YYYY           MM       DD

		  209.	Rituximab (Rituxan, anti CD20)

				    ☐ yes	 210.	Total dose: 					  

				    ☐ no		  ___ ___ ___ ___ ___ mg		
						    
					     211.	Date started: 

						      __  __  __  __ / __  __ / __  __
		       		  YYYY           MM       DD
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		  212.	Gemtuzumab (Mylotarg, anti CD33)

				    ☐ yes	 213.	Total dose: 					  

				    ☐ no		  ___ ___ ___ ___ ___ mg		
						    
					     214.	Date started: 

						      __  __  __  __ / __  __ / __  __
		       		  YYYY           MM       DD

		  215.	Other MAb

				    ☐ yes	 216.	Total dose: 					  

				    ☐ no		  ___ ___ ___ ___ ___ mg		
						    
					     217.	Date started: 

						      __  __  __  __ / __  __ / __  __
		       		  YYYY           MM       DD

					     218.	Specify other MAb:	

						      _ _______________________

		  219.	 Nitrosourea

			   ☐ yes 	 220.	 Carmustine (BCNU)

			   ☐ no	 ☐ yes	 221.	Total dose: 				 

				    ☐ no		  ___ ___ ___ ___ ___ mg	
							     
					     222.	Date started: 

						      __  __  __  __ / __  __ / __  __
		       		  YYYY           MM       DD

				    223.	 CCNU (Lomustine)

				    ☐ yes	 224.	Total dose: 				 

				    ☐ no		  ___ ___ ___ ___ ___ mg	
							     
					     225.	Date started: 

						      __  __  __  __ / __  __ / __  __
		       		  YYYY           MM       DD

				    226.	 Other nitrosourea

				    ☐ yes	 227.	Total dose: 				 

				    ☐ no		  ___ ___ ___ ___ ___ mg	
							     
					     228.	Date started: 

						      __  __  __  __ / __  __ / __  __
		       		  YYYY           MM       DD

				    229.	Specify other nitrosourea:

				    _________________________

		  230.	 Paclitaxel (Taxol, Xyotax)

				   ☐ yes	 231.	 Total dose: ___ ___ ___ ___ ___ mg			 

				   ☐ no								      
					    232.	 Date started: __  __  __  __ / __  __ / __  __
		       		  YYYY           MM       DD
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248.	 Is the recipient an adult (18 years of age or older) or emancipated minor?

	 ☐ yes	

	 ☐ no		

	

250.	 Specify the category which best describes the recipient’s current occupation
	 (If the recipient is not currently employed, check the box which best describes his/her last job.)

	 ☐ Professional, technical, or related occupation (e.g., teacher/professor, nurse/physician, lawyer, engineer) - Go to question 252

	 ☐ Manager, administrator, or proprietor (e.g., sales manager, real estate agent, postmaster) - Go to question 252

	 ☐ Clerical or related occupation (e.g., secretary, clerk, mail carrier) - Go to question 252

	 ☐ Sales occupation (e.g., sales associate, demonstrator, agent, broker) - Go to question 252

	 ☐ Service occupation (e.g., police officer, cook, hairdresser) - Go to question 252

	 ☐ Skilled craft or related occupation (e.g., carpenter, repair technician, telephone line worker) - Go to question 252

	 ☐ Equipment/vehicle operator or related occupation (e.g., driver, railroad brakeman, sewer worker) - Go to question 252	

	 ☐ Laborer (e.g., helper, longshoreman, warehouse worker) - Go to question 252

	 ☐ Farmer (e.g., owner, manager, operator, tenant) - Go to question 252
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		  233.	 Teniposide (VM26)

				   ☐ yes	 234.	 Total dose: ___ ___ ___ ___ ___ mg			 

				   ☐ no								      
					    235.	 Date started: __  __  __  __ / __  __ / __  __
		       		  YYYY           MM       DD

		  236.	 Thiotepa

				   ☐ yes	 237.	 Total dose: ___ ___ ___ ___ ___ mg			 

				   ☐ no								      
					    238.	 Date started: __  __  __  __ / __  __ / __  __
		       		  YYYY           MM       DD

		  239.	 Other drug

				   ☐ yes	 240.	 Total dose: ___ ___ ___ ___ ___ mg			 

				   ☐ no								      
					    241.	 Date started: __  __  __  __ / __  __ / __  __
		       		  YYYY           MM       DD
 
		  242.	Specify other drug:_ _______________________

		  243.	 Were pharmacokinetics performed to determine preparative 	
			   regimen drug dosing?

			   ☐ yes 	 Specify drugs:

			   ☐ no	 244.	 Busulfan			   ☐ yes	 ☐ no

				    245.	 Cyclophosphamide (Cytoxan)	 ☐ yes	 ☐ no

		  246.	Other drug	

			   ☐ yes 	 247.	 Specify other drug:

			   ☐ no
					     _ _______________________

249.	 Specify the recipient’s marital status

	 ☐ single, never married	 ☐ divorced

	 ☐ married or living with a partner	 ☐ widowed

	 ☐ separated	 ☐ Unknown

Socioeconomic Information Questions: 248-264
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	 ☐ Member of the military - Go to question 252	

	 ☐ Homemaker - Go to question 252	

	 ☐ Student - Go to question 252	

	 ☐ Under school age - Go to question 253	

	 ☐ Not previously employed - Go to question 252	

	 ☐ Unknown - Go to question 252	

	 ☐ Other	

253.	 What is the highest educational grade the recipient completed?

	 ☐ No primary education/under school age: No schooling (US Equivalent: Less than 1st Grade Education)

	 ☐ Less than primary or elementary education: Some formal schooling, but less than a complete primary or elementary education (US 		
		  Equivalent: More than 1st grade education, but less than 6th grade education)

	 ☐ Primary or elementary education: Beginning at age 5-7 and continuing for about 4-6 years (US Equivalent: Starts with 1st grade and ends 	
		  with 6th grade)

	 ☐ Lower secondary education: Beginning at about age 11-12 and continuing for about 2-3 years (US Equivalent: Starts with 7th grade and 		
		  typically ends with 9th grade)

	 ☐ Upper secondary education: Beginning at about age 15-16 and continuing for about 3 years (US Equivalent: Starts with 10th grade and ends 	
		  with 12th grade)

	 ☐ Post-secondary, non-tertiary education: Programs lasting 6 months - 2 years (US Equivalent: Vocational programs of study)

	 ☐ Tertiary education, Type A: Programs that provide education that is largely theoretical, lasting 3-4 years (US Equivalent: Includes university 	
		  programs that last 4 years and lead to the award of a bachelor’s degree, and university programs that lead to a master’s degree)

	 ☐ Tertiary education, Type B: Programs that focus on practical, technical or occupational skills with a minimum duration of 2 years of full-time 	
		  enrollment (US Equivalent: Programs typically offered at community colleges that lead to an associate’s degree)

	 ☐ Advanced research qualification: Programs that lead to the award of an advanced post-graduate degree, such as a Ph.D. (US Equivalent: 	
		  Programs devoted to advanced study and original research)

254.	 Is the recipient currently in school, or was enrolled prior to illness?	 ☐ yes	 ☐ no	 ☐ Unknown	

255.	 Is the recipient covered by health insurance?	

	 ☐ yes

	 ☐ no
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251.	 Specify other occupation:_________________________________________________

252.	 What is the recipient’s current or most recent work status prior to illness?

	 ☐ Full time	

	 ☐ Part time, by choice and not due to illness	

	 ☐ Part time, due to illness	

	 ☐ Unemployed, by choice and not due to illness	

	 ☐ Unemployed, due to illness	

	 ☐ Medical disability	

	 ☐ Retired	

	 ☐ Unknown

Specify type of health insurance:

256.	 Government-sponsored Medicaid (U.S.)							       ☐ yes	 ☐ no

257.	 Government-sponsored Medicare (U.S.)							       ☐ yes	 ☐ no

258.	 Government-sponsored National Health Insurance (non U.S.)	 ☐ yes	 ☐ no

259.	 Government-sponsored Veteran’s Affairs/military				    ☐ yes	 ☐ no

260.	 Private health insurance (premium paid by individual) or group health insurance	 ☐ yes	 ☐ no

261.	 Employer-sponsored disability insurance											          ☐ yes	 ☐ no
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264.	 Specify the recipient’s combined household gross annual income (Include earnings by all family members living in the household, before 		
	 taxes.) (For U.S. residents only)

	 ☐ Less than $20,000	

	 ☐ $20,000–$39,999	

	 ☐ $40,000–$59,999	

	 ☐ $60,000–$79,999	

	 ☐ $80,000–$99,999	

	 ☐ $100,000 and over	

	 ☐ Recipient declines to provide this information	

	 ☐ Unknown	

First Name:_____________________________________________________

Last Name:_ ____________________________________________________

E-mail address:__________________________________________________

Date: __  __  __  __ / __  __ / __  __
		  YYYY          MM        DD
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262.	 Other	

	 ☐ yes	 263.	 Specify other health insurance:_________________________________________

	 ☐ no
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Registry Use Only
Sequence Number:

Date Received:

Confirmation of HLA Typing

 
CIBMTR Center Number: ___ ___ ___ ___ ___ 	

CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ 	
 
Event date: __  __  __  __ / __  __ / __  __
	 YYYY           MM       DD	

HCT type (check all that apply):	 ☐ Autologous	 ☐ Allogeneic, unrelated	 ☐ Allogeneic, related

Product type (check all that apply):	

☐ Bone marrow	 ☐ PBSC	 ☐ Single cord blood unit	 ☐ Multiple cord blood units 	 ☐ Other product. Specify:___________________ 

OMB No: 0915-0310
Expiration date: 01/31/2020

Public Burden Statement:  An agency may not conduct or sponsor, and a person is 
not required to respond to, a collection of information unless it displays a currently 
valid OMB control number.  
The OMB control number for this project is 0915-0310.  Public reporting burden for 
this collection of information is estimated to average 1 hours per response, including 
the time for reviewing instructions, searching existing data sources, and completing 
and reviewing the collection of information. Send comments regarding this burden es-
timate or any other aspect of this collection of information, including suggestions for 
reducing this burden, to HRSA Reports Clearance Officer, 5600 Fishers Lane, Room 
14N39, Rockville, Maryland, 20857.



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

This form must be completed for all non-NMDP allogeneic or syngeneic donors or recipients, or non-NMDP cord blood units. If the donor, 
recipient, or cord blood unit was secured through the NMDP, then report HLA typing on the appropriate NMDP forms.

A separate copy of this form should be completed for each non-NMDP donor, recipient, or cord blood unit.  Parental typing (maternal and 
paternal) should be submitted for all mismatched related donor transplants (CRF track only), if available.  Cord blood maternal typing 
should be submitted for all unrelated cord blood transplants (CRF track only), if available.

1.	 Specify the person for whom this typing is being done:

	 ☐ Recipient — final typing - Go to question 13

	 ☐ Recipient’s biological relative - Go to question 5

	 ☐ Unrelated donor — confirmatory typing - Go to question 2

	 ☐ Cord blood unit — confirmatory typing - Go to question 3

	 ☐ Cord blood unit maternal HLA typing  - Go to question 3

Donor/Cord Blood Unit Identification 
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2.	 Non-NMDP unrelated donor ID: (not applicable for related donor) 

	 ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ - Go to question 7

3.	 Non-NMDP cord blood unit ID: (include related and autologous CBUs)

	 ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ - If reporting Maternal HLA typing, go 	
	 to question 12.  If reporting Cord blood unit – confirmatory typing, go to question 4.

4.	 Is cord blood unit maternal HLA typing available?

	 ☐ Yes - Go to question 7 Also complete form 2005 to report cord blood unit maternal HLA typing

	 ☐ No - Go to question 7 

5.	 Specify recipient’s biological relative and typing:

	 ☐ Recipient’s mother — confirmatory typing

	 ☐ Recipient’s father — confirmatory typing 

	 ☐ Recipient’s sibling – confirmatory typing 

	 ☐ Recipient’s syngeneic (identical) twin– confirmatory typing 

	 ☐ Recipient’s fraternal twin– confirmatory typing 

	 ☐ Recipient’s child – confirmatory typing 

	 ☐ Recipient’s aunt – confirmatory typing 

	 ☐ Recipient’s uncle – confirmatory typing 

	 ☐ Recipient’s cousin – confirmatory typing 

	 ☐ Other biological relative 

7.	 Date of birth: (donor / infant)

	 ☐ Known

	 ☐ Unknown

6.	 Specify other biological relative and typing:_________________________________

8.	 Date of birth: (donor / infant): __  __  __  __ / __  __ / __  __ - Go to question 11
	 YYYY           MM        DD

9.	 Age: (donor / infant)

	 ☐ Known	 10.	 Age: (donor / infant) ___ ___ 

	 ☐ Unknown	 ☐ Months (use only if less than year old)	 ☐ 1 Years
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13.	 Was documentation submitted to the CIBMTR? 		  ☐ Yes	 ☐ No

HLA Alleles Defined by DNA Technology (e.g., Sequence Specific Oligonucleotide Probe (SSOP) typing, Sequence Specific Primer (SSP) 
typing or Sequence Based (SBT) typing.)

DNA technology can be used to type for a single allele, combinations of alleles (allele strings) or a “generic” allele designation which is 
similar to a serologic typing result. For this reason, the number of digits, as well as the number of alleles, for reporting will vary.

Laboratories may use “ / ” , “ – ” or a combination of numbers and letters on the typing report as a shorthand notation for the results. 
Transcribe the information onto the form as directly as possible. The letters are called allele codes, and will be 1 or more characters in 
length which represent a combination of possible alleles at a locus. The same allele combination may be reported several different ways 
(e.g., DRB1*01:01 or 01:02, DRB1*01:01/01:02, DRB1*01:01/02, or DRB1*01:AB).

There will be two alleles reported for each locus, unless the individual is presumed homozygous (i.e., carries two copies of the same allele) 
at a locus. Transcribe the first allele designation in the first box, and the second allele designation in the second box. If the person is 
homozygous, leave the second box blank.

Class I
14.	 Locus A

	 ☐ Known

	 ☐ Unknown

16.	 Locus B

	 ☐ Known

	 ☐ Unknown

18.	 Locus C

	 ☐ Known

	 ☐ Unknown

CIBMTR Form 2005 revision 6 (page 3 of 13). Last Updated January, 2017.
Copyright (c) 2017 National Marrow Donor Program and
The Medical College of Wisconsin, Inc. All rights reserved.

11.	 Sex: (donor / infant)	 ☐ Male	 ☐ Female

12.	 Was the person for whom this typing is being done used as the donor?	 ☐ Yes	 ☐ No

15.	 First A* allele designations

	
	
	 Second A* allele designations

17.	 First B* allele designations

	
	
	 Second B* allele designations

19.	 First C* allele designations

	
	
	 Second C* allele designations

HLA Typing by DNA Technology
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Class II
20.	 Locus DRB1

	 ☐ Known

	 ☐ Unknown

Class II (Optional)
Please provide the optional allele information if it is available from your laboratory
22.	 Locus DRB3

	 ☐ Known

	 ☐ Unknown

	

24.	 Locus DRB4

	 ☐ Known

	 ☐ Unknown

26.	 Locus DRB5

	 ☐ Known

	 ☐ Unknown

28.	 Locus DQB1

	 ☐ Known

	 ☐ Unknown
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21.	 First DRB1* allele designations

	
	
	 Second DRB1* allele designations

23.	 First DRB3* allele designations

	
	
	 Second DRB3* allele designations

25.	 First DRB4* allele designations

	
	
	 Second DRB4* allele designations

27.	 First DRB5* allele designations

	
	
	 Second DRB5* allele designations

29.	 First DQB1* allele designations

	
	
	 Second DQB1* allele designations



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

30.	 Locus DPB1

	 ☐ Known

	 ☐ Unknown

32.	 Locus DQA1

	 ☐ Known

	 ☐ Unknown

34.	 Locus DPA1

	 ☐ Known

	 ☐ Unknown

Use the following lists when reporting HLA-A and B antigens. Report broad antigens only when your laboratory was not able to confirm 
typing for a known split antigen.

Instructions for the use of the “X” Antigen Specificity for Typing By Serology

Each HLA locus has a serologically defined “X” antigen specificity: AX, BX, CX, DRX, DPX, and DQX. At this time an “X” specificity is defined as 
“unknown but known to be different from the other antigen at that locus.” This is different from a blank specificity. When comparisons between 
recipient and donor antigens involve an “X” or “blank” specificity, the “X” or “blank” is assumed to be homozygous for the antigen reported at the locus. 
In other words, the search algorithm treats typings containing “blank” or “X” antigens in the same manner as known homozygous typings.

A Antigens

36.	 Number of antigens provided:

	 ☐ One - Go to question 37, then continue with question 39

	 ☐ Two - Go to questions 37-38
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31.	 First DPB1* allele designations

	
	
	 Second DPB1* allele designations

33.	 First DQA1* allele designations

	
	
	 Second DQA1* allele designations

35.	 First DPA1* allele designations

	
	
	 Second DPA1* allele designations

Antigens Defined by Serologic Typing

37.	 Specificity – 1st antigen

	 ☐ A1

	 ☐ A2

	 ☐ A203

	 ☐ A210

	 ☐ A3
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	 ☐ A9

	 ☐ A10

	 ☐ A11

	 ☐ A19

	 ☐ A23(9)

	 ☐ A24(9)

	 ☐ A2403

	 ☐ A25(10)

	 ☐ A26(10)

	 ☐ A28

	 ☐ A29(19)

	 ☐ A30(19)

	 ☐ A31(19)

	 ☐ A32(19)

	 ☐ A33(19)

	 ☐ A34(10)

	 ☐ A36

	 ☐ A43

	 ☐ A66(10)

	 ☐ A68(28)

	 ☐ A69(28)

	 ☐ A74(19)

	 ☐ A80

	 ☐ AX

38.	 Specificity – 2nd antigen

	 ☐ A1

	 ☐ A2

	 ☐ A203

	 ☐ A210

	 ☐ A3

	 ☐ A9

	 ☐ A10

	 ☐ A11

	 ☐ A19

	 ☐ A23(9)

	 ☐ A24(9)

	 ☐ A2403

	 ☐ A25(10)

	 ☐ A26(10)

	 ☐ A28

	 ☐ A29(19)

	 ☐ A30(19)
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B Antigens

39.	 Number of antigens provided:

	 ☐ One - Go to question 40, then continue with question 42

	 ☐ Two - Go to questions 40-41

40.	 Specificity – 1st antigen

	 ☐ B5

	 ☐ B7

	 ☐ B703

	 ☐ B8

	 ☐ B12

	 ☐ B13

	 ☐ B14

	 ☐ B15

	 ☐ B16

	 ☐ B17

	 ☐ B18

	 ☐ B21

	 ☐ B22

	 ☐ B27

	 ☐ B2708

	 ☐ B35

	 ☐ B37

	 ☐ B38(16)

	 ☐ B39(16)

	 ☐ B3901

	 ☐ B3902

	 ☐ B40

	 ☐ B4005

	 ☐ B41

	 ☐ B42
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	 ☐ A31(19)

	 ☐ A32(19)

	 ☐ A33(19)

	 ☐ A34(10)

	 ☐ A36

	 ☐ A43

	 ☐ A66(10)

	 ☐ A68(28)

	 ☐ A69(28)

	 ☐ A74(19)

	 ☐ A80

	 ☐ AX
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	 ☐ B44(12)

	 ☐ B45(12)

	 ☐ B46

	 ☐ B47

	 ☐ B48

	 ☐ B49(21)

	 ☐ B50(21)

	 ☐ B51(5)

	 ☐ B5102

	 ☐ B5103

	 ☐ B52(5)

	 ☐ B53

	 ☐ B54(22)

	 ☐ B55(22)

	 ☐ B56(22)

	 ☐ B57(17)

	 ☐ B58(17)

	 ☐ B59

	 ☐ B60(40)

	 ☐ B61(40)

	 ☐ B62(15)

	 ☐ B63(15)

	 ☐ B64(14)

	 ☐ B65(14)

	 ☐ B67

	 ☐ B70	

	 ☐ B71(70)

	 ☐ B72(70)

	 ☐ B73

	 ☐ B75(15)

	 ☐ B76(15)

	 ☐ B77(15)

	 ☐ B78

	 ☐ B81

	 ☐ B82

	 ☐ BX

41.	 Specificity – 2nd antigen

	 ☐ B5

	 ☐ B7

	 ☐ B703

	 ☐ B8

	 ☐ B12



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

	 ☐ B13

	 ☐ B14

	 ☐ B15

	 ☐ B16

	 ☐ B17

	 ☐ B18

	 ☐ B21

	 ☐ B22

	 ☐ B27

	 ☐ B2708

	 ☐ B35

	 ☐ B37

	 ☐ B38(16)

	 ☐ B39(16)

	 ☐ B3901

	 ☐ B3902

	 ☐ B40

	 ☐ B4005

	 ☐ B41

	 ☐ B42

	 ☐ B44(12)

	 ☐ B45(12)

	 ☐ B46

	 ☐ B47

	 ☐ B48

	 ☐ B49(21)

	 ☐ B50(21)

	 ☐ B51(5)

	 ☐ B5102

	 ☐ B5103

	 ☐ B52(5)

	 ☐ B53

	 ☐ B54(22)

	 ☐ B55(22)

	 ☐ B56(22)

	 ☐ B57(17)

	 ☐ B58(17)

	 ☐ B59

	 ☐ B60(40)

	 ☐ B61(40)

	 ☐ B62(15)

	 ☐ B63(15)

	 ☐ B64(14)

	 ☐ B65(14)
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CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

Please provide the following optional antigen information if it is available from your laboratory.

Antigens Defined by Serologic Typing

C Antigens

42.	 Number of antigens provided:

	 ☐ One - Go to question 43, then continue with question 45

	 ☐ Two - Go to questions 43-44
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43.	 Specificity – 1st antigen

	 ☐ Cw1

	 ☐ Cw2

	 ☐ Cw3

	 ☐ Cw4

	 ☐ Cw5

	 ☐ Cw6

	 ☐ Cw7

	 ☐ Cw8

	 ☐ Cw9(w3)

	 ☐ Cw10(w3)

	 ☐ CX

44.	 Specificity – 2nd antigen	
	 ☐ Cw1

	 ☐ Cw2

	 ☐ Cw3

	 ☐ Cw4

	 ☐ Cw5

	 ☐ Cw6

Optional Antigen Reporting

	 ☐ B67

	 ☐ B70

	 ☐ B71(70)

	 ☐ B72(70)

	 ☐ B73

	 ☐ B75(15)

	 ☐ B76(15)

	 ☐ B77(15)

	 ☐ B78

	 ☐ B81

	 ☐ B82

	 ☐ BX



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

Bw Specificity

45.	 Specificity Bw4 present?		  ☐ Yes	 ☐ No

46.	 Specificity Bw6 present?		  ☐ Yes	 ☐ No

DR Antigens

47.	 Number of antigens provided:

	 ☐ One - Go to question 48, then continue with question 50

	 ☐ Two - Go to questions 48-49
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48.	 Specificity – 1st antigen

	 ☐ DR1

	 ☐ DR103

	 ☐ DR2

	 ☐ DR3

	 ☐ DR4

	 ☐ DR5

	 ☐ DR6

	 ☐ DR7

	 ☐ DR8

	 ☐ DR9

	 ☐ DR10

	 ☐ DR11(5)

	 ☐ DR12(5)

	 ☐ DR13(6)

	 ☐ DR14(6)

	 ☐ DR1403

	 ☐ DR1404

	 ☐ DR15(2)

	 ☐ DR16(2)

	 ☐ DR17(3)

	 ☐ DR18(3)

	 ☐ DRX

	 ☐ Cw7

	 ☐ Cw8

	 ☐ Cw9(w3)

	 ☐ Cw10(w3)

	 ☐ CX

49.	 Specificity – 2nd antigen

	 ☐ DR1

	 ☐ DR103

	 ☐ DR2



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

DR51 Antigen

50.	 Specificity DR51 present?		  ☐ Yes	 ☐ No

DR52 Antigen

51.	 Specificity DR52 present?		  ☐ Yes	 ☐ No

DR53 Antigen

52.	 Specificity DR53 present?		  ☐ Yes	 ☐ No

DQ Antigens

53.	 Number of antigens provided:

	 ☐ One - Go to question 54, then continue with question 56

	 ☐ Two - Go to questions 54-55
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	 ☐ DR3

	 ☐ DR4

	 ☐ DR5

	 ☐ DR6

	 ☐ DR7

	 ☐ DR8

	 ☐ DR9

	 ☐ DR10

	 ☐ DR11(5)

	 ☐ DR12(5)

	 ☐ DR13(6)

	 ☐ DR14(6)

	 ☐ DR1403

	 ☐ DR1404

	 ☐ DR15(2)

	 ☐ DR16(2)

	 ☐ DR17(3)

	 ☐ DR18(3)

	 ☐ DRX

54.	 Specificity – 1st antigen

	 ☐ DQ1

	 ☐ DQ2

	 ☐ DQ3

	 ☐ DQ4

	 ☐ DQ5(1)

	 ☐ DQ6(1)

	 ☐ DQ7(3)

	 ☐ DQ8(3)



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

DP Antigens

56.	 Number of antigens provided:

	 ☐ One - Go to question 57, then continue with signature line

	 ☐ Two - Go to questions 57-58

First Name:_____________________________________________________

Last Name:_ ____________________________________________________

E-mail address:__________________________________________________

Date: __  __  __  __ / __  __ / __  __
		  YYYY          MM        DD
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57.	 Specificity – 1st antigen

	 ☐ DPw1

	 ☐ DPw2

	 ☐ DPw3

	 ☐ DPw4

	 ☐ DPw5

	 ☐ DPw6

	 ☐ DPX

58.	 Specificity – 2nd antigen

	 ☐ DPw1

	 ☐ DPw2

	 ☐ DPw3

	 ☐ DPw4

	 ☐ DPw5

	 ☐ DPw6

	 ☐ DPX

	 ☐ DQ9(3)

	 ☐ DQX

55.	 Specificity – 2nd antigen

	 ☐ DQ1

	 ☐ DQ2

	 ☐ DQ3

	 ☐ DQ4

	 ☐ DQ5(1)

	 ☐ DQ6(1)

	 ☐ DQ7(3)

	 ☐ DQ8(3)

	 ☐ DQ9(3)

	 ☐ DQX
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2006: Hematopoietic Cellular Transplant (HCT) 
Infusion

OMB No: 0915-0310
Expiration Date: 7/31/2016
Public Burden Statement:  An agency may not conduct or sponsor, and a person is not required to respond to, a collection of information unless 
it displays a currently valid OMB control number. The OMB control number for this project is 0915-0310. Public reporting burden for this collection 
of information is estimated to average 1.0 hours per response, including the time for reviewing instructions, searching existing data sources, 
and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection 
of information, including suggestions for reducing this burden, to HRSA Reports Clearance Officer, 5600 Fishers Lane, Room 10-29, Rockville, 
Maryland, 20857.
 
CIBMTR Center Number: ___ ___ ___ ___ ___ 	
 
CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ 	
 
Date of HCT for which this form is being completed: __  __  __  __ / __  __ / __  __	
		  YYYY           MM       DD	
 

HCT type (check only one)	 ☐ Autologous	 ☐ Allogeneic, unrelated	 ☐ Allogeneic, related
 

Product type (check only one)	 ☐ Bone marrow	

	 ☐ PBSC	

	 ☐ Single cord blood unit	

	 ☐ Other product. Specify:________________________________________________________________________

Registry Use Only
Sequence Number:

Date Received:

Key Fields



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

1.	 Specify donor

	 ☐ Autologous - Go to question 16	

	 ☐ Autologous cord blood unit - Go to question 5	

	 ☐ NMDP unrelated cord blood unit - Go to question 2	

	 ☐ NMDP unrelated donor - Go to question 3	

	 ☐ Related donor - Go to question 10	

	 ☐ Related cord blood unit - Go to question 5	

	 ☐ Non-NMDP unrelated donor - Go to question 4	

	 ☐ Non-NMDP unrelated cord blood unit - Go to question 5	
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Copyright (c) 2013 National Marrow Donor Program and
The Medical College of Wisconsin, Inc. All rights reserved.

Donor/Cord Blood Unit Identification Questions: 1-15

2.	 NMDP cord blood unit ID: ________________________ - Go to question 15

3.	 NMDP donor ID: ________________________ - Go to question 15

4.	 Non-NMDP unrelated donor ID: ________________________ (not applicable for related donor)	
	 - Go to question 8

5.	 Non-NMDP cord blood unit ID: ________________________ (include related and autologous CBUs) 	

6.	 Is the CBU ID also the ISBT DIN number?

	 ☐ yes 			 

	 ☐ no	

8.	 Registry or UCB Bank ID

	 ☐ (A) Austrian Bone Marrow Donors

	 ☐ (ACB) Austrian Cord Blood Registry

	 ☐ (ACCB) StemCyte, Inc.

	 ☐ (AE) Emirates Bone Marrow Donor Registry

	 ☐ (AM) Armenian Bone Marrow Donor Registry Charitable Trust

	 ☐ (AOCB) University of Colorado Cord Blood Bank

	 ☐ (AR) Argentine CPH Donors Registry

	 ☐ (ARCB) BANCEL - Argentina Cord Blood Bank

	 ☐ (AUCB) Australian Cord Blood Registry

	 ☐ (AUS) Australian/New Zealand Bone Marrow Donor Registry

	 ☐ (B) Marrow Donor Program Belgium

	 ☐ (BCB) Belgium Cord Blood Registry

	 ☐ (BG) Bulgarian Bone Marrow Donor Registry

	 ☐ (BR) INCA/REDOMO

	 ☐ (BSCB) British Bone Marrow Registry - Cord Blood

	 ☐ (CB) Cord Blood Registry

	 ☐ (CH) Swiss BloodStem Cells - Adult Donors

	 ☐ (CHCB) Swiss Blood Stem Cells - Cord Blood

	 ☐ (CKCB) Celgene Cord Blood Bank

	 ☐ (CN) China Marrow Donor Program (CMDP)

	 ☐ (CNCB) Shan Dong Cord Blood Bank

	 ☐ (CND) Canadian Blood Services Bone Marrow Donor Registry

	 ☐ (CS2) Czech National Marrow Donor Registry

7.	 Specify the ISBT DIN number:____________________________



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___
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	 ☐ (CSCR) Czech Stem Cells Registry

	 ☐ (CY) Cyprus Paraskevaidio Bone Marrow Donor Registry

	 ☐ (CY2) The Cyprus Bone Marrow Donor Registry

	 ☐ (D) ZKRD - Zentrales Knochenmarkspender - Register Deutschland Adult Donors

	 ☐ (DCB) ZKRD - Zentrales Knochenmarkspender - Register Deutschland Cord Blood

	 ☐ (DK) The Danish Bone Marrow Donor Registry

	 ☐ (DK2) Bone Marrow Donors Copenhagen (BMDC)

	 ☐ (DUCB) German Branch of the European Cord Blood Bank

	 ☐ (E) REDMO

	 ☐ (ECB) Spanish Cord Blood Registry

	 ☐ (F) France Greffe de Moelle - Adult Donors

	 ☐ (FCB) France Greffe de Moelle - Cord Blood

	 ☐ (FI) Finnish Bone Marrow Donor Registry

	 ☐ (FICB) Finnish Cord Blood Registry

	 ☐ (GB) The Anthony Nolan Trust

	 ☐ (GB3) Welsh Bone Marrow Donor Registry

	 ☐ (GB4) British Bone Marrow Registry

	 ☐ (GR) Unrelated Hematopoietic Stem Cell Donor Registry Greece

	 ☐ (GRCB) Michigan Community Blood Centers Cord Blood Bank

	 ☐ (H) Hungarian Bone Marrow Donor Registry

	 ☐ (HEM) Hema-Quebec

	 ☐ (HK) Hong Kong Bone Marrow Donor Registry

	 ☐ (HR) Croatian Bone Marrow Donor Registry

	 ☐ (I) Italian Bone Marrow Donor Registry

	 ☐ (I3CB) Sheba Medical Centre Cord Blood Registry

	 ☐ (ICB) Italian Cord Blood Bank Network

	 ☐ (IL) Hadassah BMDR

	 ☐ (IL2) Ezer Mizion Bone Marrow Donor Registry

	 ☐ (IL3) Sheba Medical Center Donor Registry

	 ☐ (ILCB) Isreal Cord Blood Bank

	 ☐ (IN) Asian Indian Donor Marrow Registry

	 ☐ (IN2) Dept. of Transfusion Medicine

	 ☐ (IRL) The Irish Unrelated Bone Marrow Panel

	 ☐ (JP) Japan Marrow Donor Program

	 ☐ (KR) Korea Marrow Donor Program

	 ☐ (LT) Lithuanian National Bone Marrow Donor Registry

	 ☐ (LVCB) Leuven Cord Blood Bank

	 ☐ (MACB) Victoria Angel Registry of Hope

	 ☐ (MX) Mexican Bone Marrow Donor Registry

	 ☐ (N) The Norwegian Bone Marrow Donor Registry

	 ☐ (NL) Europdonor Foundation- Adult Donors

	 ☐ (NLCB) Europdonor Foundation - Cord Blood

	 ☐ (NYCB) National Cord Blood Program, New York Blood Center

	 ☐ (P) Portuguese Bone Marrow Donors Registry	



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___
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	 ☐ (PL) National Polish Bone Marrow Registry

	 ☐ (PL2) Unrelated Bone Marrow Donor Registry -Adult Donors

	 ☐ (PL3) Against Leukemia Foundation Marrow Donor Registry

	 ☐ (PL4) Ursula Jaworska Foundation - Bone Marrow Donor Registry

	 ☐ (PL5) Polish Central Bone Marrow Donor Registry - Adult Donors

	 ☐ (PMCB) Elie Katz Umbilical Cord Blood Program

	 ☐ (R) Russian Bone Marrow Donor Registry

	 ☐ (R2) Karelian Registry of Unrelated Donors of Hematopoietic Stem Cells

	 ☐ (S) Tobias Registry of Swedish Bone Marrow Donors

	 ☐ (SG) Singapore Bone Marrow Donor Programme (BMDP)

	 ☐ (SK) Slovak National Bone Marrow Donor Registry

	 ☐ (SKCB) Eurocord Slovakia/Slovak Pacental Stem Cell Registry

	 ☐ (SLCBB) St Louis Cord Blood Bank

	 ☐ (SLO) Slovenia Donor

	 ☐ (SM) San Marino Bone Marrow Donor Registry

	 ☐ (T1CB) TRAN - Cord Blood

	 ☐ “(TACB) StemCyte, Inc. Taiwan”

	 ☐ “(TECB) Healthbanks Biotech, Co., Ltd “

	 ☐ (TH) Thai Stem Cell Donor Registry (TSCDR)

	 ☐ (TOCB) Tokyo Cord Blood Bank

	 ☐ (TPCB) BIONET/BabyBanks

	 ☐ (TRAN) TRAN - Adult Donors

	 ☐ (TRIS) Bone Marrow Bank of Istanbul Medical Faculty

	 ☐ (TW) Buddhist Tzu Chi Stem Cells Center - Adult Donors

	 ☐ (TWCB) Buddhist Tzu Chi Stem Cells Center - Cord Blood

	 ☐ (U1CB) National Marrow Donor Program - Cord Blood

	 ☐ (USA1) National Marrow Donor Program - Adult Donors

	 ☐ (USA2) America Bone Marrow Donor Registry

	 ☐ (UY) SINDOME

	 ☐ (VIAC) Viacord

	 ☐ (W3CB) Polish Central Bone Marrow Donor Registry - Cord Blood

	 ☐ (WACB) Unrelated Bone Marrow Donor Registry - Cord Blood

	 ☐ (ZA) South African Bone Marrow Registry

	 ☐ (OTH) Other Registry 	
9.	 Specify other Registry or UCB Bank:______________________



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

		

	

16.	 Did the donor receive therapy, prior to any stem cell harvest, to enhance the product collection for this HCT?

	 ☐ yes	

	 ☐ no	
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Pre-Collection Therapy Questions: 16-27

10.	 Date of birth (donor/infant)

	 ☐ Known
	

	 ☐ Unknown

		

14.	 Sex (donor/infant)	 ☐ male	 ☐ female

15.	 Was the product derived from an NMDP adult donor, NMDP cord blood unit, or non-NMDP cord blood unit?

	 ☐ yes	 ☐ no

17.	 Growth and mobilizing factor(s)

	 ☐ yes 	 18.	 G-CSF 			   ☐ yes 	 ☐ no

	 ☐ no	 19.	 Pegylated G-CSF		  ☐ yes	 ☐ no

		  20.	 GM-CSF			   ☐ yes	 ☐ no

		  21.	 Plerixafor (Mozobil)		  ☐ yes	 ☐ no

		  22.	 Other growth or mobilizing factor

			   ☐ yes	  23.	 Specify other growth or mobilizing factor:

				    ☐ no		  _ __________________________________	
					   
24.	 Systemic therapy (chemotherapy) (autologous only)

	 ☐ yes	 25.	 Anti-CD20 (rituximab, Rituxan) (autologous only) 	

	 ☐ no		  ☐ yes	 ☐ no
	
26.	 Other therapy

	 ☐ yes	 27.	 Specify other therapy:___________________________________ 	

	 ☐ no

12.	 Age (donor/infant)

	 ☐ Known	 13. 	 Age (dongor/infant) ___ ___ 		

	 ☐ Unknown		  ☐ Months (use only if less than 1 year old)	 ☐ years

11.	 Date of birth: __  __  __  __ / __  __ / __  __ 
	  	 YYYY           MM       DD



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

 

28.	 Date of first collection for this mobilization: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

29.	 Was more than one collection required for this HCT?

	 ☐ yes	

	 ☐ no	
	

31.	 Were anticoagulants added to the product during collection?

	 ☐ yes

	 ☐ no

37.	 Were anticoagulants added to the product before freezing?

	 ☐ yes

	 ☐ no

43.	 Was this product collected off-site and shipped to your facility?

	 ☐ yes

	 ☐ no
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Specify anticoagulant(s):

32.	 Acid citrate dextrose (ACD)			   ☐ yes	 ☐ no

33.	 Citrate phosphate dextrose (CPD)				    ☐ yes	 ☐ no

34.	 Heparin				    ☐ yes	 ☐ no	

35.	 Other anticoagulant

	 ☐ yes 	 36.	 Specify other anticoagulant:______________________________

	 ☐ no

Specify anticoagulant(s):

38. 	 Acid citrate dextrose (ACD)						      ☐ yes	 ☐ no

39.	 Citrate phosphate dextrose (CPD)						      ☐ yes	 ☐ no

40.	 Heparin						      ☐ yes	 ☐ no

41.	 Other anticoagulant

	 ☐ yes	 42. 	 Specify other anticoagulant:_ _____________________________

	 ☐ no	

44.	 Date of receipt of product at your facility: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

45.	 Time of receipt of product (24-hour clock):	

	 ___  ___ - ___  ___ 	☐ standard time	 ☐ daylight savings time	
	 HH            MM  

46.	 Specify the shipping environment of the product(s)

	 ☐ Frozen gel pack (refrigerator temperature)

	 ☐ Frozen cord blood unit(s)	

	 ☐ Room temperature per transplant center request	

Product Transport and Receipt Questions: 43-56

Complete a separate CIBMTR form 2006 – HCT Infustion for each subsequent collection 
that was not part of this mobilization. 
30.	 Specify the number of subsequent days of collection in this episode:	___ 

Product Collection Questions: 28-42

If more than one type of HCT product is infused, each product type must be analyzed and reported separately. 
A series of collections should be considered a single product when they are all from the same donor and use the same collection method and technique (and mobilization, 
if appicable), even if the collections are performed on different days.



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

57.	 Was a fresh product received (e.g. not frozen)? (NMDP products only)

	 ☐ Yes

	 ☐ No

	 ☐ not applicable, cord blood unit

59.	 Was the product thawed from a cryopreserved state prior to infusion?

	 ☐ yes

	 ☐ no

CIBMTR Form 2006 revision 4 (page 7 of 30). Last Updated October, 2013.
Copyright (c) 2013 National Marrow Donor Program and
The Medical College of Wisconsin, Inc. All rights reserved.

	

	 ☐ Other shipping environment	

48.	 Was there any indication that the environment within the shipper was outside the 
	 expected temperature range for this product at any time during shipment? (Cord blood 	
	 units only)

	 ☐ yes	 ☐ no

49	 Were the secondary containers (e.g., insulated shipping containers and unit cassette) 	
	 intact when they arrived at your center? (Cord blood units only)

	 ☐ yes	 ☐ no

50.	 Was the cord blood unit stored at your center prior to thawing?

	 ☐ yes	 51.	 Specify the storage method used for the cord blood unit

	 ☐ no	 ☐ Electric freezer	 ☐ Liquid nitrogen	 ☐ Vapor phase

		  52.	 Temperature during storage

			   ☐ < -150° C

			   ☐ ≥ -150° C to < -135° C

			   ☐ ≥ -135° C to < -80° C

			   ☐ ≥ -80° C
 
		  53.	 Date storage started: __  __  __  __ / __  __ / __  __
				    YYYY           MM       DD

Report the total number of cells (not cells per kilogram) prior to cryopreservation: 
(Information provided for the unit by the cord blood bank).

54.	 Total nucleated cells: ___ ___ ___ ● ___ ___ x 10 ___ ___ (Includes nucleated red and 	
	 nucleated white cells) (Cord blood units only)

55.	 CD34+ cells (cord blood units only)

	 ☐ Done	 56.	 Total number of CD34+ cells: 

	 ☐ Not done
			   ___ ___ ___ ● ___ ___ x 10 ___ ___

58.	 Was the entire fresh product cryopreserved at your facility prior to infusion? (NMDP 		
	 products only)

	 ☐ yes	 ☐ no

60.	 Was the entire product thawed?

	 ☐ yes	  		

	 ☐ no	 61.	 Was only a compartment of the bag thawed? (Cord blood units 	

			   only) 	☐ yes	 ☐ no
	

Product Processing/Manipulation Questions: 57-108

47.	 Specify other shipping 
	 environment:	

	 ___________________________



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

71.	 Was the product manipulated prior to infusion?

	 ☐ yes

	 ☐ no
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		  62.	 Were there multiple product bags?	

			   ☐ yes 	 63.	 Specify number of bags thawed: ___ ___	

			   ☐ no

64.	 Date thawing process initiated: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

65.	 Time at initiation of thaw (24-hour clock): 

	 ___  ___ - ___  ___ 	☐ standard time	 ☐ daylight savings time	
	 HH            MM  

66.	 Time product ready for infusion or expansion (24-hour clock): 

	 ___  ___ - ___  ___ 	☐ standard time	 ☐ daylight savings time	
	 HH            MM  

67.	 Was the primary container (e.g., cord blood unit bag) intact upon thawing?

	 ☐ yes	 ☐ no

68.	 What method was used to thaw the product?

	 ☐ Waterbath

	 ☐ Electric warmer

	 ☐ Other method	 69.	 Specify other method:__________________

70.	 Did any adverse events, incidents, or product complaints occur while preparing or 		
	 thawing the product?

	 ☐ yes	 ☐ no

72.	 Specify portion manipulated	 ☐ entire product	 ☐ portion of product

Specify all methods used to manipulate the product:

73.	 Washed	 ☐ yes	 ☐ no

74.	 Diluted	 ☐ yes	 ☐ no

75.	 Buffy coat enriched (buffy coat preparation)	 ☐ yes	 ☐ no

76.	 B-cell reduced	 ☐ yes	 ☐ no

77.	 CD8 reduced	 ☐ yes	 ☐ no

78.	 Plasma reduced (removal)	 ☐ yes	 ☐ no

79.	 RBC reduced	 ☐ yes	 ☐ no

80.	 Cultured (ex-vivo expansion)	 ☐ yes	 ☐ no

81.	 Genetic manipulation (gene transfer/transduction)	 ☐ yes	 ☐ no

82.	 PUVA treated	 ☐ yes	 ☐ no

83.	 CD34 enriched (CD34+ selection)	 ☐ yes	 ☐ no

84.	 CD133 enriched	 ☐ yes	 ☐ no

85.	 Monocyte enriched	 ☐ yes	 ☐ no

86.	 Mononuclear cells enriched	 ☐ yes	 ☐ no



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___
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87.	 T-cell depletion	

	 ☐ yes	 Specify method:	

	 ☐ no	 88. 	 Antibody affinity column

		  ☐ yes - Report the antibodies used for T-cell depletion at 		
			   question 96

		  ☐ no	

		  89.	 Antibody coated plates	

			   ☐ yes - Report the antibodies used for T-cell depletion at 		
				    question 96	

			   ☐ no

		  90.	 Antibody coated plates and soybean lectin

			   ☐ yes - Report the antibodies used for T-cell depletion at 		
				    question 96

			   ☐ no

		  91.	 Antibody + toxin

			   ☐ yes - Report the antibodies used for T-cell depletion at 		
				    question 96

			   ☐ no	

		  92.		 Immunomagnetic beads

			   ☐ yes - Report the antibodies used for T-cell depletion at 		
				    question 96

				    ☐ no	

		  93.		 CD34 affinity column plus 			   ☐ yes	 ☐ no
				    sheep red blood cell rosetting

94.	 Other cell manipulation

	 ☐ yes 	 95.	 Specify other cell manipulation:_ __________________________

	 ☐ no

96.	 Were antibodies used during product manipulation?

	 ☐ yes	 Specify antibodies:

	 ☐ no	 97.	 Anti CD2	 ☐ yes	 ☐ no

		  98.	 Anti CD3	 ☐ yes	 ☐ no	

		  99.	 Anti CD4	 ☐ yes	 ☐ no

		  100.	 Anti CD5	 ☐ yes	 ☐ no

		  101.	 Anti CD6	 ☐ yes	 ☐ no

		  102.	 Anti CD7	 ☐ yes	 ☐ no

		  103.	 Anti CD8	 ☐ yes	 ☐ no

		  104.	 Anti CD19	 ☐ yes	 ☐ no

		  105.	 a/ß antibody	 ☐ yes	 ☐ no

		  106.	 Anti CD52 (Campath)	 ☐ yes	 ☐ no	

		  107.	 Other antibody

		  ☐ yes	 108.	 Specify other antibody:_________________

		  ☐ no



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

The following section refers to autologous products only, including autologous cord blood; if this is not an autologous HCT, continue with 
the Product Analysis section at question 158.
109.	 Were tumor cells detected in the recipient or autologous product prior to HCT?

	 ☐ yes

	 ☐ no
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Specify tumor cell detection method used and site(s) of tumor cells:
110.	 Routine histopathology

	 ☐ yes	 Specify site(s):

	 ☐ no	 111.	 Circulating blood cells		  ☐ Yes	 ☐ No	 ☐ Not done	

		  112.	 Bone marrow (in the interval between 	 ☐ Yes	 ☐ No	 ☐ Not done
			   last systemic therapy and collection)		

		  113.	 Collected cells (before purging)	 ☐ Yes	 ☐ No	 ☐ Not done

114.	 Polymerase chain reaction (PCR)

	 ☐ yes	 Specify site(s):

	 ☐ no	 115.	 Circulating blood cells		  ☐ Yes	 ☐ No	 ☐ Not done

		  116.	 Bone marrow (in the interval between 	 ☐ Yes	 ☐ No	 ☐ Not done
			   last systemic therapy and collection)		

		  117.	 Collected cells (before purging)	 ☐ Yes	 ☐ No	 ☐ Not done

118.	 Other molecular technique

	 ☐ yes 	 119.	 Specify method:_ __________________________________________________

	 ☐ no	 Specify site(s):

		  120.	 Circulating blood cells	 ☐ Yes	 ☐ No	 ☐ Not done

		  121.	 Bone marrow (in the interval between 	 ☐ Yes	 ☐ No	 ☐ Not done
			   last systemic therapy and collection)		

		  122.	 Collected cells (before purging)	 ☐ Yes	 ☐ No	 ☐ Not done
		
123.	 Immunohistochemistry

	 ☐ yes	 Specify site(s):

	 ☐ no	 124.	 Circulating blood cells	 ☐ Yes	 ☐ No	 ☐ Not done

		  125.	 Bone marrow (in the interval between 	 ☐ Yes	 ☐ No	 ☐ Not done
			   last systemic therapy and collection)		

		  126.	 Collected cells (before purging)	 ☐ Yes	 ☐ No	 ☐ Not done

127.	 Cell culture technique

	 ☐ yes	 Specify site(s):

	 ☐ no	 128.	 Circulating blood cells	 ☐ Yes	 ☐ No	 ☐ Not done

		  129.	 Bone marrow (in the interval between 	 ☐ Yes	 ☐ No	 ☐ Not done
			   last systemic therapy and collection)		

		  130.	 Collected cells (before purging)	 ☐ Yes	 ☐ No	 ☐ Not done

131.	 Other technique

	 ☐ yes	 132.	 Specify:___________________________________________________________

	 ☐ no	 Specify site(s):

		  133.	 Circulating blood cells	 ☐ Yes	 ☐ No	 ☐ Not done

		  134.	 Bone marrow (in the interval between 	 ☐ Yes	 ☐ No	 ☐ Not done
			   last systemic therapy and collection)		

		  135.	 Collected cells (before purging)	 ☐ Yes	 ☐ No	 ☐ Not done

Autologous Products Only Questions: 109-157
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136.	 Was the product treated to remove malignant cells (purged)?

	 ☐ yes

	 ☐ no

158.	 Specify the timepoint in the product preparation phase that the product was analyzed

	 ☐ Product arrival	 ☐ Pre-cryopreservation	 ☐ Post-thaw	 ☐ At infusion

159.	 Date of product analysis: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

160.	 Total volume of product plus additives: ___ ___ ___ ___ ___ ● ___
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Specify method(s) used:
137.	 Monoclonal antibody

	 ☐ yes	 138.	 Specify monoclonal antibody:_____________________________

	 ☐ no

139.	 4-hydroperoxycyclophosphamide (4HC)	 ☐ yes	 ☐ no

140.	 Mafosfamide	 ☐ yes	 ☐ no

141.	 Other drug

	 ☐ yes	 142.	 Specify other drug:_____________________________________

	 ☐ no

143.	 Elutriation	 ☐ yes	 ☐ no

144.	 Immunomagnetic column	 ☐ yes	 ☐ no

145.	 Toxin

	 ☐ yes	 146.	 Specify toxin:__________________________________________

	 ☐ no

147.	 CD34 selection (other than preparation of mononuclear fraction)

	 ☐ yes	 148.	 Specify method:_ ______________________________________

	 ☐ no

149.	 Other method

	 ☐ yes	 150.	 Specify:______________________________________________

	 ☐ no

Specify if tumor cells were detected in the graft after purging by each method used: 

151.	 Routine histopathology	 ☐ Yes	 ☐ No	 ☐ Not done

152.	 Polymerase chain reaction (PCR)	 ☐ Yes	 ☐ No	 ☐ Not done

153.	 Other molecular technique	 ☐ Yes	 ☐ No	 ☐ Not done

154.	 Immunohistochemistry	 ☐ Yes	 ☐ No	 ☐ Not done

155.	 Cell culture technique	 ☐ Yes	 ☐ No	 ☐ Not done

156.	 Other

	 ☐ Yes 	 157.	 Specify:______________________________________________

	 ☐ No

	 ☐ Not done

Product Analysis (All Products) Questions: 158-195
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In this section, report the total number of cells (not cells per kilogram) not corrected for viability
161.	 Total nucleated cells (TNC) (Includes nucleated red and nucleated white cells)

	 ☐ Done	

	 ☐ Not done

163.	 Nucleated white blood cells

	 ☐ Done

	 ☐ Not done

165.	 Mononuclear cells

	 ☐ Done

	 ☐ Not done

167.	 Nucleated red blood cells

	 ☐ Done

	 ☐ Not done

169.	 CD34+ cells

	 ☐ Done

	 ☐ Not done

171.	 CD3+ cells

	 ☐ Done

	 ☐ Not done

173.	 CD3+CD4+ cells

	 ☐ Done

	 ☐ Not done	

175.	 CD3+CD8+ cells

	 ☐ Done

	 ☐ Not done

177.	 Viability of cells

	 ☐ Done

	 ☐ Not done

181.	 Were the colony-forming units (CFU) assessed after thawing? (Cord blood units only)

	 ☐ yes

	 ☐ no
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170.	 Total number of CD34+ cells: ___ ___ ___ ___ ● ___ ___ x 10 ___ ___

172.	 Total number of CD3+ cells: ___ ___ ___ ___ ● ___ ___ x 10 ___ ___	

174.	 Total number of CD3+CD4+ cells: ___ ___ ___ ___ ● ___ ___ x 10 ___ ___

176.	 Total number of CD3+CD8+ cells: ___ ___ ___ ___ ● ___ ___ x 10 ___ ___

178.	 Viability of cells: ___ ___ ___ %

179.	 Method of testing cell viability

	 ☐ 7-AAD	

	 ☐ Propidium iodide	

	 ☐ Trypan blue	

	 ☐ Other method	 180.	 Specify other method: _ ________________

182.	 Was there growth?	 ☐ yes	 ☐ no

183.	 Total CFU-GM	

	 ☐ Done	 184.	 Total CFU-GM: ___ ___ ___ ___ ● ___ x 10 ___ ___

	 ☐ Not done

185.	 Total BFU-E	

	 ☐ Done	 186.	 Total BFU-E: ___ ___ ___ ___ ● ___ x 10 ___ ___

	 ☐ Not done

162.	 Total nucleated cells: ___ ___ ___ ___ ● ___ ___ x 10 ___ ___

164.	 Total number of nucleated white blood cells: ___ ___ ___ ___ ● ___ ___ x 10 ___ ___ 

166.	 Total number of mononuclear cells: ___ ___ ___ ___ ● ___ ___ x 10 ___ ___

168.	 Total number of nucleated red blood cells: ___ ___ ___ ___ ● ___ ___ x 10 ___ ___
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187.	 Were cultures performed before infusion to test the product(s) for bacterial or fungal infection? (complete for all cell products)

	 ☐ yes	

	 ☐ no	
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188.	 Specify results	 ☐ Positive	 ☐ Negative	 ☐ Unknown

Specify organism(s):

189.	 ☐ 121 Acinetobacter

	 ☐ 122 Actinomyces

	 ☐ 123 Bacillus

	 ☐ 124 Bacteroides(gracillis,uniformis,vulgaris, other species)

	 ☐ 125 Bordetella pertussis (whooping cough)

	 ☐ 126 Borrelia (lyme disease)

	 ☐ 127 Branhamella or Moraxella catarrhalis(other species)

	 ☐ 128 Campylobacter (all species)

	 ☐ 129 Capnocytophaga

	 ☐ 171 Chlamydia pneumoniae

	 ☐ 172 Other chlamydia, specify

	 ☐ 113 Chlamydia, NOS

	 ☐ 130 Citrobacter (freundii, other species)

	 ☐ 131 Clostridium (all species except difficile)

	 ☐ 132 Clostridium difficile

	 ☐ 173 Corynebacterium jeikeium

	 ☐ 133 Corynebacterium (all non-diptheria species)

	 ☐ 101 Coxiella

	 ☐ 134 Enterobacter

	 ☐ 177 Enterococcus, vancomycin resistant(VRE)

	 ☐ 135 Enterococcus(all species)

	 ☐ 136 Escherichia (also E.coli)

	 ☐ 137 Flavimonas oryzihabitans

	 ☐ 138 Flavobacterium

	 ☐ 139 Fusobacterium

	 ☐ 144 Haemophilus(all species, including influenzae)

	 ☐ 145 Helicobacter pylori

	 ☐ 146 Klebsiella

	 ☐ 147 Lactobacillus(bulgaricus, acidophilus, other species)

	 ☐ 102 Legionella

	 ☐ 103 Leptospira

	 ☐ 148 Leptorichia buccalis

	 ☐ 149 Leuconostoc(all species)

	 ☐ 104 Listeria

	 ☐ 150 Methylobacterium

	 ☐ 151 Micrococcus, NOS

	 ☐ 112 Mycobacterium avium-intracellulare(MAC, MAI)

	 ☐ 174 Mycobacterium species (cheloneae, fortuitum, haemophilum,kansasii, 			 
		  mucogenicum)

	 ☐ 110 Mycobacterium tuberculosis (tuberculosis,Koch bacillus)

	 ☐ 175 Other mycobacterium, specify
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	 ☐ 176 Mycobacterium, NOS

	 ☐ 105 Mycoplasma

	 ☐ 152 Neisseria (gonorrhoea, meningitidis, other species)

	 ☐ 106 Nocardia

	 ☐ 153 Pasteurella multocida

	 ☐ 154 Propionibacterium (acnes, avidum, granulosum, other species)

	 ☐ 155 Proteus

	 ☐ 156 Pseudomonas (all species except cepacia & maltophilia)

	 ☐ 157 Pseudomonas or Burkholderia cepacia

	 ☐ 158 Pseudomonas or Stenotrophomonas or Xanthomonas maltophilia

	 ☐ 159 Rhodococcus

	 ☐ 107 Rickettsia

	 ☐ 160 Salmonella (all species)

	 ☐ 161 Serratia marcescens

	 ☐ 162 Shigella

	 ☐ 163 Staphylococcus, coagulase negative(not aureus)

	 ☐ 164 Staphylococcus aureus

	 ☐ 165 Staphylococcus, NOS

	 ☐ 166 Stomatococcus mucilaginosis

	 ☐ 167 Streptococcus (all species except Enterococcus)

	 ☐ 178 Streptococcus pneumoniae

	 ☐ 168 Treponema ( syphilis )

	 ☐ 169 Vibrio (all species)

	 ☐ 197 Multiple bacteria at a single site, specify bacterial codes

	 ☐ 198 Other bacteria, specify

	 ☐ 501 Suspected atypical bacterial infection

	 ☐ 502 Suspected bacterial infection

	 ☐ 200 Candida, NOS

	 ☐ 201 Candida albicans

	 ☐ 206 Candida guillermondi

	 ☐ 202 Candida krusei

	 ☐ 207 Candida lusitaniae

	 ☐ 203 Candida parapsilosis

	 ☐ 204 Candida tropicalis

	 ☐ 205 Candida (Torulopsis) glabrata

	 ☐ 209 Other Candida, specify

	 ☐ 210 Aspergillus, NOS

	 ☐ 211 Aspergillus flavus

	 ☐ 212 Aspergillus fumigatus

	 ☐ 213 Aspergillus niger

	 ☐ 219 Other Aspergillus, specify

	 ☐ 220 Cryptococcus species

	 ☐ 230 Fusarium species

	 ☐ 261 Histoplasmosis
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	 ☐ 240 Zygomycetes, NOS

	 ☐ 241 Mucormycosis

	 ☐ 242 Rhizopus

	 ☐ 250 Yeast, NOS

	 ☐ 259 Other fungus, specify

	 ☐ 260 Pneumocystis (PCP/PJP)

	 ☐ 503 Suspected fungal infection

190.	 ☐ 121 Acinetobacter

	 ☐ 122 Actinomyces

	 ☐ 123 Bacillus

	 ☐ 124 Bacteroides(gracillis,uniformis,vulgaris, other species)

	 ☐ 125 Bordetella pertussis (whooping cough)

	 ☐ 126 Borrelia (lyme disease)

	 ☐ 127 Branhamella or Moraxella catarrhalis(other species)

	 ☐ 128 Campylobacter (all species)

	 ☐ 129 Capnocytophaga

	 ☐ 171 Chlamydia pneumoniae

	 ☐ 172 Other chlamydia, specify

	 ☐ 113 Chlamydia, NOS

	 ☐ 130 Citrobacter (freundii, other species)

	 ☐ 131 Clostridium (all species except difficile)

	 ☐ 132 Clostridium difficile

	 ☐ 173 Corynebacterium jeikeium

	 ☐ 133 Corynebacterium (all non-diptheria species)

	 ☐ 101 Coxiella

	 ☐ 134 Enterobacter

	 ☐ 177 Enterococcus, vancomycin resistant(VRE)

	 ☐ 135 Enterococcus(all species)

	 ☐ 136 Escherichia (also E.coli)

	 ☐ 137 Flavimonas oryzihabitans

	 ☐ 138 Flavobacterium

	 ☐ 139 Fusobacterium

	 ☐ 144 Haemophilus(all species, including influenzae)

	 ☐ 145 Helicobacter pylori

	 ☐ 146 Klebsiella

	 ☐ 147 Lactobacillus(bulgaricus, acidophilus, other species)

	 ☐ 102 Legionella

	 ☐ 103 Leptospira

	 ☐ 148 Leptorichia buccalis

	 ☐ 149 Leuconostoc(all species)

	 ☐ 104 Listeria

	 ☐ 150 Methylobacterium

	 ☐ 151 Micrococcus, NOS
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	 ☐ 112 Mycobacterium avium-intracellulare(MAC, MAI)

	 ☐ 174 Mycobacterium species (cheloneae, fortuitum, haemophilum,kansasii, 			 
		  mucogenicum)

	 ☐ 110 Mycobacterium tuberculosis (tuberculosis,Koch bacillus)

	 ☐ 175 Other mycobacterium, specify

	 ☐ 176 Mycobacterium, NOS

	 ☐ 105 Mycoplasma

	 ☐ 152 Neisseria (gonorrhoea, meningitidis, other species)

	 ☐ 106 Nocardia

	 ☐ 153 Pasteurella multocida

	 ☐ 154 Propionibacterium (acnes, avidum, granulosum, other species)

	 ☐ 155 Proteus

	 ☐ 156 Pseudomonas (all species except cepacia & maltophilia)

	 ☐ 157 Pseudomonas or Burkholderia cepacia

	 ☐ 158 Pseudomonas or Stenotrophomonas or Xanthomonas maltophilia

	 ☐ 159 Rhodococcus

	 ☐ 107 Rickettsia

	 ☐ 160 Salmonella (all species)

	 ☐ 161 Serratia marcescens

	 ☐ 162 Shigella

	 ☐ 163 Staphylococcus, coagulase negative(not aureus)

	 ☐ 164 Staphylococcus aureus

	 ☐ 165 Staphylococcus, NOS

	 ☐ 166 Stomatococcus mucilaginosis

	 ☐ 167 Streptococcus (all species except Enterococcus)

	 ☐ 178 Streptococcus pneumoniae

	 ☐ 168 Treponema ( syphilis )

	 ☐ 169 Vibrio (all species)

	 ☐ 197 Multiple bacteria at a single site, specify bacterial codes

	 ☐ 198 Other bacteria, specify

	 ☐ 501 Suspected atypical bacterial infection

	 ☐ 502 Suspected bacterial infection

	 ☐ 200 Candida, NOS

	 ☐ 201 Candida albicans

	 ☐ 206 Candida guillermondi

	 ☐ 202 Candida krusei

	 ☐ 207 Candida lusitaniae

	 ☐ 203 Candida parapsilosis

	 ☐ 204 Candida tropicalis

	 ☐ 205 Candida (Torulopsis) glabrata

	 ☐ 209 Other Candida, specify

	 ☐ 210 Aspergillus, NOS

	 ☐ 211 Aspergillus flavus

	 ☐ 212 Aspergillus fumigatus
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	 ☐ 213 Aspergillus niger

	 ☐ 219 Other Aspergillus, specify

	 ☐ 220 Cryptococcus species

	 ☐ 230 Fusarium species

	 ☐ 261 Histoplasmosis

	 ☐ 240 Zygomycetes, NOS

	 ☐ 241 Mucormycosis

	 ☐ 242 Rhizopus

	 ☐ 250 Yeast, NOS

	 ☐ 259 Other fungus, specify

	 ☐ 260 Pneumocystis (PCP/PJP)

	 ☐ 503 Suspected fungal infection

191.	 ☐ 121 Acinetobacter

	 ☐ 122 Actinomyces

	 ☐ 123 Bacillus

	 ☐ 124 Bacteroides(gracillis,uniformis,vulgaris, other species)

	 ☐ 125 Bordetella pertussis (whooping cough)

	 ☐ 126 Borrelia (lyme disease)

	 ☐ 127 Branhamella or Moraxella catarrhalis(other species)

	 ☐ 128 Campylobacter (all species)

	 ☐ 129 Capnocytophaga

	 ☐ 171 Chlamydia pneumoniae

	 ☐ 172 Other chlamydia, specify

	 ☐ 113 Chlamydia, NOS

	 ☐ 130 Citrobacter (freundii, other species)

	 ☐ 131 Clostridium (all species except difficile)

	 ☐ 132 Clostridium difficile

	 ☐ 173 Corynebacterium jeikeium

	 ☐ 133 Corynebacterium (all non-diptheria species)

	 ☐ 101 Coxiella

	 ☐ 134 Enterobacter

	 ☐ 177 Enterococcus, vancomycin resistant(VRE)

	 ☐ 135 Enterococcus(all species)

	 ☐ 136 Escherichia (also E.coli)

	 ☐ 137 Flavimonas oryzihabitans

	 ☐ 138 Flavobacterium

	 ☐ 139 Fusobacterium

	 ☐ 144 Haemophilus(all species, including influenzae)

	 ☐ 145 Helicobacter pylori

	 ☐ 146 Klebsiella

	 ☐ 147 Lactobacillus(bulgaricus, acidophilus, other species)

	 ☐ 102 Legionella

	 ☐ 103 Leptospira
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	 ☐ 148 Leptorichia buccalis

	 ☐ 149 Leuconostoc(all species)

	 ☐ 104 Listeria

	 ☐ 150 Methylobacterium

	 ☐ 151 Micrococcus, NOS

	 ☐ 112 Mycobacterium avium-intracellulare(MAC, MAI)

	 ☐ 174 Mycobacterium species (cheloneae, fortuitum, haemophilum,kansasii, 			 
		  mucogenicum)

	 ☐ 110 Mycobacterium tuberculosis (tuberculosis,Koch bacillus)

	 ☐ 175 Other mycobacterium, specify

	 ☐ 176 Mycobacterium, NOS

	 ☐ 105 Mycoplasma

	 ☐ 152 Neisseria (gonorrhoea, meningitidis, other species)

	 ☐ 106 Nocardia

	 ☐ 153 Pasteurella multocida

	 ☐ 154 Propionibacterium (acnes, avidum, granulosum, other species)

	 ☐ 155 Proteus

	 ☐ 156 Pseudomonas (all species except cepacia & maltophilia)

	 ☐ 157 Pseudomonas or Burkholderia cepacia

	 ☐ 158 Pseudomonas or Stenotrophomonas or Xanthomonas maltophilia

	 ☐ 159 Rhodococcus

	 ☐ 107 Rickettsia

	 ☐ 160 Salmonella (all species)

	 ☐ 161 Serratia marcescens

	 ☐ 162 Shigella

	 ☐ 163 Staphylococcus, coagulase negative(not aureus)

	 ☐ 164 Staphylococcus aureus

	 ☐ 165 Staphylococcus, NOS

	 ☐ 166 Stomatococcus mucilaginosis

	 ☐ 167 Streptococcus (all species except Enterococcus)

	 ☐ 178 Streptococcus pneumoniae

	 ☐ 168 Treponema ( syphilis )

	 ☐ 169 Vibrio (all species)

	 ☐ 197 Multiple bacteria at a single site, specify bacterial codes

	 ☐ 198 Other bacteria, specify

	 ☐ 501 Suspected atypical bacterial infection

	 ☐ 502 Suspected bacterial infection

	 ☐ 200 Candida, NOS

	 ☐ 201 Candida albicans

	 ☐ 206 Candida guillermondi

	 ☐ 202 Candida krusei

	 ☐ 207 Candida lusitaniae

	 ☐ 203 Candida parapsilosis

	 ☐ 204 Candida tropicalis
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	 ☐ 205 Candida (Torulopsis) glabrata

	 ☐ 209 Other Candida, specify

	 ☐ 210 Aspergillus, NOS

	 ☐ 211 Aspergillus flavus

	 ☐ 212 Aspergillus fumigatus

	 ☐ 213 Aspergillus niger

	 ☐ 219 Other Aspergillus, specify

	 ☐ 220 Cryptococcus species

	 ☐ 230 Fusarium species

	 ☐ 261 Histoplasmosis

	 ☐ 240 Zygomycetes, NOS

	 ☐ 241 Mucormycosis

	 ☐ 242 Rhizopus	

	 ☐ 250 Yeast, NOS

	 ☐ 259 Other fungus, specify

	 ☐ 260 Pneumocystis (PCP/PJP)

	 ☐ 503 Suspected fungal infection

192.	 ☐ 121 Acinetobacter

	 ☐ 122 Actinomyces

	 ☐ 123 Bacillus

	 ☐ 124 Bacteroides(gracillis,uniformis,vulgaris, other species)

	 ☐ 125 Bordetella pertussis (whooping cough)

	 ☐ 126 Borrelia (lyme disease)

	 ☐ 127 Branhamella or Moraxella catarrhalis(other species)

	 ☐ 128 Campylobacter (all species)

	 ☐ 129 Capnocytophaga

	 ☐ 171 Chlamydia pneumoniae

	 ☐ 172 Other chlamydia, specify

	 ☐ 113 Chlamydia, NOS

	 ☐ 130 Citrobacter (freundii, other species)

	 ☐ 131 Clostridium (all species except difficile)

	 ☐ 132 Clostridium difficile

	 ☐ 173 Corynebacterium jeikeium

	 ☐ 133 Corynebacterium (all non-diptheria species)

	 ☐ 101 Coxiella

	 ☐ 134 Enterobacter

	 ☐ 177 Enterococcus, vancomycin resistant(VRE)

	 ☐ 135 Enterococcus(all species)

	 ☐ 136 Escherichia (also E.coli)

	 ☐ 137 Flavimonas oryzihabitans

	 ☐ 138 Flavobacterium

	 ☐ 139 Fusobacterium

	 ☐ 144 Haemophilus(all species, including influenzae)
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	 ☐ 145 Helicobacter pylori

	 ☐ 146 Klebsiella

	 ☐ 147 Lactobacillus(bulgaricus, acidophilus, other species)

	 ☐ 102 Legionella

	 ☐ 103 Leptospira

	 ☐ 148 Leptorichia buccalis

	 ☐ 149 Leuconostoc(all species)

	 ☐ 104 Listeria

	 ☐ 150 Methylobacterium

	 ☐ 151 Micrococcus, NOS

	 ☐ 112 Mycobacterium avium-intracellulare(MAC, MAI)

	 ☐ 174 Mycobacterium species (cheloneae, fortuitum, haemophilum,kansasii, 			 
		  mucogenicum)

	 ☐ 110 Mycobacterium tuberculosis (tuberculosis,Koch bacillus)

	 ☐ 175 Other mycobacterium, specify

	 ☐ 176 Mycobacterium, NOS

	 ☐ 105 Mycoplasma

	 ☐ 152 Neisseria (gonorrhoea, meningitidis, other species)

	 ☐ 106 Nocardia

	 ☐ 153 Pasteurella multocida

	 ☐ 154 Propionibacterium (acnes, avidum, granulosum, other species)

	 ☐ 155 Proteus

	 ☐ 156 Pseudomonas (all species except cepacia & maltophilia)

	 ☐ 157 Pseudomonas or Burkholderia cepacia

	 ☐ 158 Pseudomonas or Stenotrophomonas or Xanthomonas maltophilia

	 ☐ 159 Rhodococcus

	 ☐ 107 Rickettsia

	 ☐ 160 Salmonella (all species)

	 ☐ 161 Serratia marcescens

	 ☐ 162 Shigella

	 ☐ 163 Staphylococcus, coagulase negative(not aureus)

	 ☐ 164 Staphylococcus aureus

	 ☐ 165 Staphylococcus, NOS

	 ☐ 166 Stomatococcus mucilaginosis

	 ☐ 167 Streptococcus (all species except Enterococcus)

	 ☐ 178 Streptococcus pneumoniae

	 ☐ 168 Treponema ( syphilis )

	 ☐ 169 Vibrio (all species)

	 ☐ 197 Multiple bacteria at a single site, specify bacterial codes

	 ☐ 198 Other bacteria, specify

	 ☐ 501 Suspected atypical bacterial infection

	 ☐ 502 Suspected bacterial infection

	 ☐ 200 Candida, NOS

	 ☐ 201 Candida albicans
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	 ☐ 206 Candida guillermondi

	 ☐ 202 Candida krusei

	 ☐ 207 Candida lusitaniae

	 ☐ 203 Candida parapsilosis

	 ☐ 204 Candida tropicalis

	 ☐ 205 Candida (Torulopsis) glabrata

	 ☐ 209 Other Candida, specify

	 ☐ 210 Aspergillus, NOS

	 ☐ 211 Aspergillus flavus

	 ☐ 212 Aspergillus fumigatus

	 ☐ 213 Aspergillus niger

	 ☐ 219 Other Aspergillus, specify

	 ☐ 220 Cryptococcus species

	 ☐ 230 Fusarium species

	 ☐ 261 Histoplasmosis

	 ☐ 240 Zygomycetes, NOS

	 ☐ 241 Mucormycosis

	 ☐ 242 Rhizopus

	 ☐ 250 Yeast, NOS

	 ☐ 259 Other fungus, specify

	 ☐ 260 Pneumocystis (PCP/PJP)

	 ☐ 503 Suspected fungal infection

193.	 ☐ 121 Acinetobacter

	 ☐ 122 Actinomyces

	 ☐ 123 Bacillus

	 ☐ 124 Bacteroides(gracillis,uniformis,vulgaris, other species)

	 ☐ 125 Bordetella pertussis (whooping cough)

	 ☐ 126 Borrelia (lyme disease)

	 ☐ 127 Branhamella or Moraxella catarrhalis(other species)

	 ☐ 128 Campylobacter (all species)

	 ☐ 129 Capnocytophaga

	 ☐ 171 Chlamydia pneumoniae

	 ☐ 172 Other chlamydia, specify

	 ☐ 113 Chlamydia, NOS

	 ☐ 130 Citrobacter (freundii, other species)

	 ☐ 131 Clostridium (all species except difficile)

	 ☐ 132 Clostridium difficile

	 ☐ 173 Corynebacterium jeikeium

	 ☐ 133 Corynebacterium (all non-diptheria species)

	 ☐ 101 Coxiella

	 ☐ 134 Enterobacter

	 ☐ 177 Enterococcus, vancomycin resistant(VRE)

	 ☐ 135 Enterococcus(all species)
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	 ☐ 136 Escherichia (also E.coli)

	 ☐ 137 Flavimonas oryzihabitans

	 ☐ 138 Flavobacterium

	 ☐ 139 Fusobacterium

	 ☐ 144 Haemophilus(all species, including influenzae)

	 ☐ 145 Helicobacter pylori

	 ☐ 146 Klebsiella

	 ☐ 147 Lactobacillus(bulgaricus, acidophilus, other species)

	 ☐ 102 Legionella

	 ☐ 103 Leptospira

	 ☐ 148 Leptorichia buccalis

	 ☐ 149 Leuconostoc(all species)

	 ☐ 104 Listeria

	 ☐ 150 Methylobacterium

	 ☐ 151 Micrococcus, NOS

	 ☐ 112 Mycobacterium avium-intracellulare (MAC, MAI)

	 ☐ 174 Mycobacterium species (cheloneae, fortuitum, haemophilum,kansasii, 			 
		  mucogenicum)

	 ☐ 110 Mycobacterium tuberculosis (tuberculosis,Koch bacillus)

	 ☐ 175 Other mycobacterium, specify

	 ☐ 176 Mycobacterium, NOS

	 ☐ 105 Mycoplasma

	 ☐ 152 Neisseria (gonorrhoea, meningitidis, other species)

	 ☐ 106 Nocardia

	 ☐ 153 Pasteurella multocida

	 ☐ 154 Propionibacterium (acnes, avidum, granulosum, other species)

	 ☐ 155 Proteus

	 ☐ 156 Pseudomonas (all species except cepacia & maltophilia)

	 ☐ 157 Pseudomonas or Burkholderia cepacia

	 ☐ 158 Pseudomonas or Stenotrophomonas or Xanthomonas maltophilia

	 ☐ 159 Rhodococcus

	 ☐ 107 Rickettsia

	 ☐ 160 Salmonella (all species)

	 ☐ 161 Serratia marcescens

	 ☐ 162 Shigella

	 ☐ 163 Staphylococcus, coagulase negative(not aureus)

	 ☐ 164 Staphylococcus aureus

	 ☐ 165 Staphylococcus, NOS

	 ☐ 166 Stomatococcus mucilaginosis

	 ☐ 167 Streptococcus (all species except Enterococcus)

	 ☐ 178 Streptococcus pneumoniae

	 ☐ 168 Treponema ( syphilis )

	 ☐ 169 Vibrio (all species)

	 ☐ 197 Multiple bacteria at a single site, specify bacterial codes
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	 ☐ 198 Other bacteria, specify

	 ☐ 501 Suspected atypical bacterial infection

	 ☐ 502 Suspected bacterial infection

	 ☐ 200 Candida, NOS

	 ☐ 201 Candida albicans

	 ☐ 206 Candida guillermondi

	 ☐ 202 Candida krusei

	 ☐ 207 Candida lusitaniae

	 ☐ 203 Candida parapsilosis

	 ☐ 204 Candida tropicalis

	 ☐ 205 Candida (Torulopsis) glabrata

	 ☐ 209 Other Candida, specify

	 ☐ 210 Aspergillus, NOS

	 ☐ 211 Aspergillus flavus

	 ☐ 212 Aspergillus fumigatus

	 ☐ 213 Aspergillus niger

	 ☐ 219 Other Aspergillus, specify

	 ☐ 220 Cryptococcus species

	 ☐ 230 Fusarium species

	 ☐ 261 Histoplasmosis

	 ☐ 240 Zygomycetes, NOS

	 ☐ 241 Mucormycosis

	 ☐ 242 Rhizopus

	 ☐ 250 Yeast, NOS

	 ☐ 259 Other fungus, specify

	 ☐ 260 Pneumocystis (PCP/PJP)

	 ☐ 503 Suspected fungal infection

194.	 ☐ 121 Acinetobacter

	 ☐ 122 Actinomyces

	 ☐ 123 Bacillus

	 ☐ 124 Bacteroides(gracillis,uniformis,vulgaris, other species)

	 ☐ 125 Bordetella pertussis (whooping cough)

	 ☐ 126 Borrelia (lyme disease)

	 ☐ 127 Branhamella or Moraxella catarrhalis(other species)

	 ☐ 128 Campylobacter (all species)

	 ☐ 129 Capnocytophaga

	 ☐ 171 Chlamydia pneumoniae

	 ☐ 172 Other chlamydia, specify

	 ☐ 113 Chlamydia, NOS

	 ☐ 130 Citrobacter (freundii, other species)

	 ☐ 131 Clostridium (all species except difficile)

	 ☐ 132 Clostridium difficile

	 ☐ 173 Corynebacterium jeikeium
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	 ☐ 133 Corynebacterium (all non-diptheria species)

	 ☐ 101 Coxiella

	 ☐ 134 Enterobacter

	 ☐ 177 Enterococcus, vancomycin resistant(VRE)

	 ☐ 135 Enterococcus (all species)

	 ☐ 136 Escherichia (also E.coli)

	 ☐ 137 Flavimonas oryzihabitans

	 ☐ 138 Flavobacterium

	 ☐ 139 Fusobacterium

	 ☐ 144 Haemophilus(all species, including influenzae)

	 ☐ 145 Helicobacter pylori

	 ☐ 146 Klebsiella

	 ☐ 147 Lactobacillus(bulgaricus, acidophilus, other species)

	 ☐ 102 Legionella

	 ☐ 103 Leptospira

	 ☐ 148 Leptorichia buccalis

	 ☐ 149 Leuconostoc (all species)

	 ☐ 104 Listeria

	 ☐ 150 Methylobacterium

	 ☐ 151 Micrococcus, NOS

	 ☐ 112 Mycobacterium avium-intracellulare (MAC, MAI)

	 ☐ 174 Mycobacterium species (cheloneae, fortuitum, haemophilum,kansasii, 			 
		  mucogenicum)

	 ☐ 110 Mycobacterium tuberculosis (tuberculosis,Koch bacillus)

	 ☐ 175 Other mycobacterium, specify

	 ☐ 176 Mycobacterium, NOS

	 ☐ 105 Mycoplasma

	 ☐ 152 Neisseria (gonorrhoea, meningitidis, other species)

	 ☐ 106 Nocardia

	 ☐ 153 Pasteurella multocida

	 ☐ 154 Propionibacterium (acnes, avidum, granulosum, other species)

	 ☐ 155 Proteus

	 ☐ 156 Pseudomonas (all species except cepacia & maltophilia)

	 ☐ 157 Pseudomonas or Burkholderia cepacia

	 ☐ 158 Pseudomonas or Stenotrophomonas or Xanthomonas maltophilia

	 ☐ 159 Rhodococcus

	 ☐ 107 Rickettsia

	 ☐ 160 Salmonella (all species)

	 ☐ 161 Serratia marcescens

	 ☐ 162 Shigella

	 ☐ 163 Staphylococcus, coagulase negative(not aureus)

	 ☐ 164 Staphylococcus aureus

	 ☐ 165 Staphylococcus, NOS

	 ☐ 166 Stomatococcus mucilaginosis
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	 ☐ 167 Streptococcus (all species except Enterococcus)

	 ☐ 178 Streptococcus pneumoniae

	 ☐ 168 Treponema (syphilis)

	 ☐ 169 Vibrio (all species)

	 ☐ 197 Multiple bacteria at a single site, specify bacterial codes

	 ☐ 198 Other bacteria, specify - Go to question 195

	 ☐ 501 Suspected atypical bacterial infection

	 ☐ 502 Suspected bacterial infection

	 ☐ 200 Candida, NOS

	 ☐ 201 Candida albicans

	 ☐ 206 Candida guillermondi

	 ☐ 202 Candida krusei

	 ☐ 207 Candida lusitaniae

	 ☐ 203 Candida parapsilosis

	 ☐ 204 Candida tropicalis

	 ☐ 205 Candida (Torulopsis) glabrata

	 ☐ 209 Other Candida, specify - Go to question 195

	 ☐ 210 Aspergillus, NOS

	 ☐ 211 Aspergillus flavus

	 ☐ 212 Aspergillus fumigatus

	 ☐ 213 Aspergillus niger

	 ☐ 219 Other Aspergillus, specify - Go to question 195

	 ☐ 220 Cryptococcus species

	 ☐ 230 Fusarium species

	 ☐ 261 Histoplasmosis

	 ☐ 240 Zygomycetes, NOS

	 ☐ 241 Mucormycosis

	 ☐ 242 Rhizopus

	 ☐ 250 Yeast, NOS

	 ☐ 259 Other fungus, specify - Go to question 195

	 ☐ 260 Pneumocystis (PCP/PJP)

	 ☐ 503 Suspected fungal infection

Copy questions 158 - 195 if needed for Product Analysis

195.	 Specify organism: ______________________
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196.	 Date of this product infusion: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

197.	 Was more than one product infused? (e.g., marrow and PBSC, PBSC and cord blood, two different cords, etc.)

	 ☐ yes

	 ☐ no

199.	 Date infusion started: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

200.	 Time product infusion initiated (24-hour clock): ___  ___ - ___  ___	 ☐ standard time	 ☐ daylight savings time
		     HH            MM         

201.	 Date infusion stopped: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

202.	 Time product infusion completed (24-hour clock): ___  ___ - ___  ___	 ☐ standard time 	 ☐ daylight savings time
		  HH            MM    
      
203.	 Total volume of product plus additives intended for infusion: ___ ___ ___ ___ ___ ● ___  mL

204.	 Was the entire volume of product infused?

	 ☐ yes

	 ☐ no

207.	 Specify the route of product infusion

	 ☐ intravenous

	 ☐ intramedullary

	 ☐ intraperitoneal

	 ☐ other route of infusion

The following questions refer to all stem cell products except for autologous marrow and autologous PBSC products. If this HCT used an 
autologous marrow or autologous PBSC product, continue with the signature lines.
209.	 Were there any adverse events or incidents associated with the stem cell infusion?

	 ☐ yes

	 ☐ no

205.	 Specify what happened to the reserved portion

	 ☐ discarded

	 ☐ cryopreserved for future use

	 ☐ other fate	 206.	 Specify other fate:_________________________________

208.	 Specify other route of infusion: ____________________________________________

Product Infusion Questions: 196-249

198.	 Was the product infusion described on this insert intended to produce hematopoietic 		

	 engraftment?	 ☐ yes	 ☐ no

Specify the following adverse event(s):
210.	 Brachycardia

	 ☐ yes	 211.	 In the Medical Director’s judgment, was the adverse event a

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

212.	 Chest tightness/pain

	 ☐ yes	 213.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

214.	 Chills at time of infusion

	 ☐ yes 	 215.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no
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216.	 Fever ≤ 103° F within 24 hours of infusion

	 ☐ yes 	 217.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

218.	 Fever > 103° F within 24 hours of infusion

	 ☐ yes 	 219.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

220.	 Gross hemoglobinuria

	 ☐ yes 	 221.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

222.	 Headache

	 ☐ yes 	 223.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

224.	 Hives

	 ☐ yes 	 225.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

226.	 Hypertension

	 ☐ yes 	 227.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no
228.	 Hypotension

	 ☐ yes 	 229.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

230.	 Hypoxia requiring oxygen (O2) support

	 ☐ yes 	 231.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

232.	 Nausea

	 ☐ yes 	 233.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

234.	 Rigors, mild

	 ☐ yes 	 235.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

236.	 Rigors, severe

	 ☐ yes 	 237.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

238.	 Shortness of breath (SOB)

	 ☐ yes 	 239.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

240.	 Tachycardia

	 ☐ yes 	 241.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no
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The Donor Demographic Information section (questions 250-270) is to be completed for all non-NMDP allogeneneic donors.  If the stem 
cell product was from an NMDP donor or an autologous donor, continue with the signature lines.
250.	 Was the donor ever pregnant?

	 ☐ Yes	

	 ☐ No	

	 ☐ Unknown	

	 ☐ Not applicable (male donor or cord 
		  blood unit)

253.	 Specify blood type	 ☐ A	 ☐ B	 ☐ AB	 ☐ O

254.	 Specify Rh factor	 ☐ Positive	 ☐ Negative

255.	 Did this donor have a central line placed?

	 ☐ Yes	

	 ☐ No	

	 ☐ Not applicable (cord blood unit or 
		  marrow product)

258.	 Ethnicity (donor)	 ☐ Hispanic or Latino	 ☐ Not Hispanic or Latino	 ☐ Not applicable (not a resident of the USA)	 ☐ Unknown

Donor/Infant Demographic Information Questions: 250-285

251.	 Number of pregnancies

	 ☐ Known	 252.	 Specify number of pregnancies: ___ ___

	 ☐ Unknown

256.	 Specify the site of the central line placement

	 ☐ femoral

	 ☐ subclavian

	 ☐ internal jugular

	 ☐ Other site	 257.	 Specify other site:_ ________________________________

242.	 Vomiting

	 ☐ yes 	 243.	 In the Medical Director’s judgment, was the adverse event a 		

	 ☐ no		  direct result of the infusion?			   ☐ yes	 ☐ no

244.	 Other expected AE

	 ☐ yes	 245.	 Specify other expected AE:_______________________________

	 ☐ no 	 246.	 In the Medical Director’s judgment, was the adverse event a 		

			   direct result of the infusion?			   ☐ yes	 ☐ no

247.	 Other unexpected AE

	 ☐ yes	 248.	 Specify other unexpected AE:_____________________________

	 ☐ no 	 249.	 In the Medical Director’s judgment, was the adverse event a 		

			   direct result of the infusion?			   ☐ yes	 ☐ no
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259.	 Race (donor)

	 ☐ White	

	 ☐ Black or African American		

	 ☐ Asian	

	 ☐ American Indian or Alaska Native

	 ☐ Native Hawaiian or Other Pacific 
		  Islander	

	 ☐ Not reported				  

	 ☐ Unknown

261.	 What is the biological relationship of the donor to the patient?

	 ☐ Sibling

	 ☐ Half-sibling

	 ☐ Syngeneic (identical) twin

	 ☐ Fraternal twin

	 ☐ Recipient’s child

	 ☐ Other biological relative

	 ☐ Unrelated

 

264.	 Was the donor/product tested for potentially transplantable genetic diseases?

	 ☐ yes

	 ☐ no

	 ☐ Unknown

262.	 Specify the biological relationship of the donor to the recipient

	 ☐ Mother

	 ☐ Father

	 ☐ Maternal aunt

	 ☐ Maternal uncle

	 ☐ Maternal cousin

	 ☐ Paternal aunt

	 ☐ Paternal uncle

	 ☐ Paternal cousin

	 ☐ Other biological relative	 263.	 Specify:____________________________

Specify disease(s) tested:
265.	 Sickle cell anemia

	 ☐ yes	 266.	 Specify results

	 ☐ no		  ☐ Positive	 ☐ Carrier of the trait	 ☐ Negative
	

267.	 Thalassemia

	 ☐ yes	 268.	 Specify results

	 ☐ no		  ☐ Positive	 ☐ Carrier of the trait	 ☐ Negative

260.	 Race detail (donor)

	 ☐ Eastern European

	 ☐ Mediterranean

	 ☐ Middle Eastern

	 ☐ North Coast of Africa

	 ☐ North American

	 ☐ Northern European

	 ☐ Western European

	 ☐ White Caribbean

	 ☐ White South or Central American

	 ☐ Other White

	 ☐ African (both parents born in Africa)

	 ☐ African American

	 ☐ Black Caribbean

	 ☐ Black South or Central American

	 ☐ Alaskan Native or Aleut
	
Copy questions 259 - 260 if needed for Race

☐ North American Indian

☐ American Indian, South or 	
	 Central America

☐ Caribbean Indian

☐ South Asian

☐ Filipino (Pilipino)

☐ Japanese

☐ Korean

☐ Chinese

☐ Vietnamese

☐ Other Southeast Asian

☐ Guamanian

☐ Hawaiian

☐ Samoan

☐ Other Pacific Islander
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The following questions (272–285) apply only to allogeneic related donors. If the stem cell product was from an autologous donor, Non-
NMDP unrelated donor, NMDP donor, or was a cord blood unit, then continue with the signature lines.

272.	 Was the donor hospitalized (inpatient) during or after the collection?	☐ yes	 ☐ no

273.	 Did the donor experience any life-threatening complications during or after the collection?

	 ☐ yes

	 ☐ no

275.	 Did the donor receive blood transfusions as a result of the collection?

	 ☐ yes

	 ☐ no

280.	 Did the donor die as a result of the collection?

	 ☐ yes

	 ☐ no

282.	 Did the recipient submit a research sample to the NMDP/CIBMTR repository? (Related donors only)

	 ☐ yes

	 ☐ no

284.	 Did the donor submit a research sample to the NMDP/CIBMTR repository? (Related donors only)

	 ☐ yes

	 ☐ no

First Name:_____________________________________________________

Last Name:_ ____________________________________________________

E-mail address:__________________________________________________

Date: __  __  __  __ / __  __ / __  __
		  YYYY          MM        DD

281.	 Specify cause of death: __________________________________________________

283.	 Research sample recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ 

285.	 Research sample donor ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

274.	 Specify:_______________________________________________________________

276.	 Was the blood transfusion product autologous?

	 ☐ yes	 277.	 Specify number of units: ___ ___

	 ☐ no

278.	 Was the blood transfusion product allogeneic (homologous)?

	 ☐ yes 	 279.	 Specify number of units: ___ ___

	 ☐ no

269.	 Other disease

	 ☐ yes	 270.	 Specify other disease:______________________________

	 ☐ no	 271.	 Specify results

			   ☐ Positive	 ☐ Carrier of the trait	 ☐ Negative
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2006: Hematopoietic Cellular Transplant (HCT) 
Infusion

OMB No: 0915-0310
Expiration Date: 7/31/2016
Public Burden Statement:  An agency may not conduct or sponsor, and a person is not required to respond to, a collection of information unless 
it displays a currently valid OMB control number. The OMB control number for this project is 0915-0310. Public reporting burden for this collection 
of information is estimated to average 1.0 hours per response, including the time for reviewing instructions, searching existing data sources, 
and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection 
of information, including suggestions for reducing this burden, to HRSA Reports Clearance Officer, 5600 Fishers Lane, Room 10-29, Rockville, 
Maryland, 20857.
 
CIBMTR Center Number: ___ ___ ___ ___ ___ 	
 
CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ 	
 
Date of HCT for which this form is being completed: __  __  __  __ / __  __ / __  __	
		  YYYY           MM       DD	
 

HCT type (check only one)	 ☐ Autologous	 ☐ Allogeneic, unrelated	 ☐ Allogeneic, related
 

Product type (check only one)	 ☐ Bone marrow	

	 ☐ PBSC	

	 ☐ Single cord blood unit	

	 ☐ Other product. Specify:________________________________________________________________________

Registry Use Only
Sequence Number:

Date Received:

Key Fields
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1.	 Specify donor

	 ☐ Autologous - Go to question 16	

	 ☐ Autologous cord blood unit - Go to question 5	

	 ☐ NMDP unrelated cord blood unit - Go to question 2	

	 ☐ NMDP unrelated donor - Go to question 3	

	 ☐ Related donor - Go to question 10	

	 ☐ Related cord blood unit - Go to question 5	

	 ☐ Non-NMDP unrelated donor - Go to question 4	

	 ☐ Non-NMDP unrelated cord blood unit - Go to question 5	
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Donor/Cord Blood Unit Identification Questions: 1-15

2.	 NMDP cord blood unit ID: ________________________ - Go to question 15

3.	 NMDP donor ID: ________________________ - Go to question 15

4.	 Non-NMDP unrelated donor ID: ________________________ (not applicable for related donor)	
	 - Go to question 8

5.	 Non-NMDP cord blood unit ID: ________________________ (include related and autologous CBUs) 	

6.	 Is the CBU ID also the ISBT DIN number?

	 ☐ yes 			 

	 ☐ no	

8.	 Registry or UCB Bank ID

	 ☐ (A) Austrian Bone Marrow Donors

	 ☐ (ACB) Austrian Cord Blood Registry

	 ☐ (ACCB) StemCyte, Inc.

	 ☐ (AE) Emirates Bone Marrow Donor Registry

	 ☐ (AM) Armenian Bone Marrow Donor Registry Charitable Trust

	 ☐ (AOCB) University of Colorado Cord Blood Bank

	 ☐ (AR) Argentine CPH Donors Registry

	 ☐ (ARCB) BANCEL - Argentina Cord Blood Bank

	 ☐ (AUCB) Australian Cord Blood Registry

	 ☐ (AUS) Australian/New Zealand Bone Marrow Donor Registry

	 ☐ (B) Marrow Donor Program Belgium

	 ☐ (BCB) Belgium Cord Blood Registry

	 ☐ (BG) Bulgarian Bone Marrow Donor Registry

	 ☐ (BR) INCA/REDOMO

	 ☐ (BSCB) British Bone Marrow Registry - Cord Blood

	 ☐ (CB) Cord Blood Registry

	 ☐ (CH) Swiss BloodStem Cells - Adult Donors

	 ☐ (CHCB) Swiss Blood Stem Cells - Cord Blood

	 ☐ (CKCB) Celgene Cord Blood Bank

	 ☐ (CN) China Marrow Donor Program (CMDP)

	 ☐ (CNCB) Shan Dong Cord Blood Bank

	 ☐ (CND) Canadian Blood Services Bone Marrow Donor Registry

	 ☐ (CS2) Czech National Marrow Donor Registry

7.	 Specify the ISBT DIN number:____________________________
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	 ☐ (CSCR) Czech Stem Cells Registry

	 ☐ (CY) Cyprus Paraskevaidio Bone Marrow Donor Registry

	 ☐ (CY2) The Cyprus Bone Marrow Donor Registry

	 ☐ (D) ZKRD - Zentrales Knochenmarkspender - Register Deutschland Adult Donors

	 ☐ (DCB) ZKRD - Zentrales Knochenmarkspender - Register Deutschland Cord Blood

	 ☐ (DK) The Danish Bone Marrow Donor Registry

	 ☐ (DK2) Bone Marrow Donors Copenhagen (BMDC)

	 ☐ (DUCB) German Branch of the European Cord Blood Bank

	 ☐ (E) REDMO

	 ☐ (ECB) Spanish Cord Blood Registry

	 ☐ (F) France Greffe de Moelle - Adult Donors

	 ☐ (FCB) France Greffe de Moelle - Cord Blood

	 ☐ (FI) Finnish Bone Marrow Donor Registry

	 ☐ (FICB) Finnish Cord Blood Registry

	 ☐ (GB) The Anthony Nolan Trust

	 ☐ (GB3) Welsh Bone Marrow Donor Registry

	 ☐ (GB4) British Bone Marrow Registry

	 ☐ (GR) Unrelated Hematopoietic Stem Cell Donor Registry Greece

	 ☐ (GRCB) Michigan Community Blood Centers Cord Blood Bank

	 ☐ (H) Hungarian Bone Marrow Donor Registry

	 ☐ (HEM) Hema-Quebec

	 ☐ (HK) Hong Kong Bone Marrow Donor Registry

	 ☐ (HR) Croatian Bone Marrow Donor Registry

	 ☐ (I) Italian Bone Marrow Donor Registry

	 ☐ (I3CB) Sheba Medical Centre Cord Blood Registry

	 ☐ (ICB) Italian Cord Blood Bank Network

	 ☐ (IL) Hadassah BMDR

	 ☐ (IL2) Ezer Mizion Bone Marrow Donor Registry

	 ☐ (IL3) Sheba Medical Center Donor Registry

	 ☐ (ILCB) Isreal Cord Blood Bank

	 ☐ (IN) Asian Indian Donor Marrow Registry

	 ☐ (IN2) Dept. of Transfusion Medicine

	 ☐ (IRL) The Irish Unrelated Bone Marrow Panel

	 ☐ (JP) Japan Marrow Donor Program

	 ☐ (KR) Korea Marrow Donor Program

	 ☐ (LT) Lithuanian National Bone Marrow Donor Registry

	 ☐ (LVCB) Leuven Cord Blood Bank

	 ☐ (MACB) Victoria Angel Registry of Hope

	 ☐ (MX) Mexican Bone Marrow Donor Registry

	 ☐ (N) The Norwegian Bone Marrow Donor Registry

	 ☐ (NL) Europdonor Foundation- Adult Donors

	 ☐ (NLCB) Europdonor Foundation - Cord Blood

	 ☐ (NYCB) National Cord Blood Program, New York Blood Center

	 ☐ (P) Portuguese Bone Marrow Donors Registry	
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	 ☐ (PL) National Polish Bone Marrow Registry

	 ☐ (PL2) Unrelated Bone Marrow Donor Registry -Adult Donors

	 ☐ (PL3) Against Leukemia Foundation Marrow Donor Registry

	 ☐ (PL4) Ursula Jaworska Foundation - Bone Marrow Donor Registry

	 ☐ (PL5) Polish Central Bone Marrow Donor Registry - Adult Donors

	 ☐ (PMCB) Elie Katz Umbilical Cord Blood Program

	 ☐ (R) Russian Bone Marrow Donor Registry

	 ☐ (R2) Karelian Registry of Unrelated Donors of Hematopoietic Stem Cells

	 ☐ (S) Tobias Registry of Swedish Bone Marrow Donors

	 ☐ (SG) Singapore Bone Marrow Donor Programme (BMDP)

	 ☐ (SK) Slovak National Bone Marrow Donor Registry

	 ☐ (SKCB) Eurocord Slovakia/Slovak Pacental Stem Cell Registry

	 ☐ (SLCBB) St Louis Cord Blood Bank

	 ☐ (SLO) Slovenia Donor

	 ☐ (SM) San Marino Bone Marrow Donor Registry

	 ☐ (T1CB) TRAN - Cord Blood

	 ☐ “(TACB) StemCyte, Inc. Taiwan”

	 ☐ “(TECB) Healthbanks Biotech, Co., Ltd “

	 ☐ (TH) Thai Stem Cell Donor Registry (TSCDR)

	 ☐ (TOCB) Tokyo Cord Blood Bank

	 ☐ (TPCB) BIONET/BabyBanks

	 ☐ (TRAN) TRAN - Adult Donors

	 ☐ (TRIS) Bone Marrow Bank of Istanbul Medical Faculty

	 ☐ (TW) Buddhist Tzu Chi Stem Cells Center - Adult Donors

	 ☐ (TWCB) Buddhist Tzu Chi Stem Cells Center - Cord Blood

	 ☐ (U1CB) National Marrow Donor Program - Cord Blood

	 ☐ (USA1) National Marrow Donor Program - Adult Donors

	 ☐ (USA2) America Bone Marrow Donor Registry

	 ☐ (UY) SINDOME

	 ☐ (VIAC) Viacord

	 ☐ (W3CB) Polish Central Bone Marrow Donor Registry - Cord Blood

	 ☐ (WACB) Unrelated Bone Marrow Donor Registry - Cord Blood

	 ☐ (ZA) South African Bone Marrow Registry

	 ☐ (OTH) Other Registry 	
9.	 Specify other Registry or UCB Bank:______________________
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16.	 Did the donor receive therapy, prior to any stem cell harvest, to enhance the product collection for this HCT?

	 ☐ yes	

	 ☐ no	
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Pre-Collection Therapy Questions: 16-27

10.	 Date of birth (donor/infant)

	 ☐ Known
	

	 ☐ Unknown

		

14.	 Sex (donor/infant)	 ☐ male	 ☐ female

15.	 Was the product derived from an NMDP adult donor, NMDP cord blood unit, or non-NMDP cord blood unit?

	 ☐ yes	 ☐ no

17.	 Growth and mobilizing factor(s)

	 ☐ yes 	 18.	 G-CSF 			   ☐ yes 	 ☐ no

	 ☐ no	 19.	 Pegylated G-CSF		  ☐ yes	 ☐ no

		  20.	 GM-CSF			   ☐ yes	 ☐ no

		  21.	 Plerixafor (Mozobil)		  ☐ yes	 ☐ no

		  22.	 Other growth or mobilizing factor

			   ☐ yes	  23.	 Specify other growth or mobilizing factor:

				    ☐ no		  _ __________________________________	
					   
24.	 Systemic therapy (chemotherapy) (autologous only)

	 ☐ yes	 25.	 Anti-CD20 (rituximab, Rituxan) (autologous only) 	

	 ☐ no		  ☐ yes	 ☐ no
	
26.	 Other therapy

	 ☐ yes	 27.	 Specify other therapy:___________________________________ 	

	 ☐ no

12.	 Age (donor/infant)

	 ☐ Known	 13. 	 Age (dongor/infant) ___ ___ 		

	 ☐ Unknown		  ☐ Months (use only if less than 1 year old)	 ☐ years

11.	 Date of birth: __  __  __  __ / __  __ / __  __ 
	  	 YYYY           MM       DD



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

 

28.	 Date of first collection for this mobilization: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

29.	 Was more than one collection required for this HCT?

	 ☐ yes	

	 ☐ no	
	

31.	 Were anticoagulants added to the product during collection?

	 ☐ yes

	 ☐ no

37.	 Were anticoagulants added to the product before freezing?

	 ☐ yes

	 ☐ no

43.	 Was this product collected off-site and shipped to your facility?

	 ☐ yes

	 ☐ no
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Specify anticoagulant(s):

32.	 Acid citrate dextrose (ACD)			   ☐ yes	 ☐ no

33.	 Citrate phosphate dextrose (CPD)				    ☐ yes	 ☐ no

34.	 Heparin				    ☐ yes	 ☐ no	

35.	 Other anticoagulant

	 ☐ yes 	 36.	 Specify other anticoagulant:______________________________

	 ☐ no

Specify anticoagulant(s):

38. 	 Acid citrate dextrose (ACD)						      ☐ yes	 ☐ no

39.	 Citrate phosphate dextrose (CPD)						      ☐ yes	 ☐ no

40.	 Heparin						      ☐ yes	 ☐ no

41.	 Other anticoagulant

	 ☐ yes	 42. 	 Specify other anticoagulant:_ _____________________________

	 ☐ no	

44.	 Date of receipt of product at your facility: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

45.	 Time of receipt of product (24-hour clock):	

	 ___  ___ - ___  ___ 	☐ standard time	 ☐ daylight savings time	
	 HH            MM  

46.	 Specify the shipping environment of the product(s)

	 ☐ Frozen gel pack (refrigerator temperature)

	 ☐ Frozen cord blood unit(s)	

	 ☐ Room temperature per transplant center request	

Product Transport and Receipt Questions: 43-56

Complete a separate CIBMTR form 2006 – HCT Infustion for each subsequent collection 
that was not part of this mobilization. 
30.	 Specify the number of subsequent days of collection in this episode:	___ 

Product Collection Questions: 28-42

If more than one type of HCT product is infused, each product type must be analyzed and reported separately. 
A series of collections should be considered a single product when they are all from the same donor and use the same collection method and technique (and mobilization, 
if appicable), even if the collections are performed on different days.



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

57.	 Was a fresh product received (e.g. not frozen)? (NMDP products only)

	 ☐ Yes

	 ☐ No

	 ☐ not applicable, cord blood unit

59.	 Was the product thawed from a cryopreserved state prior to infusion?

	 ☐ yes

	 ☐ no
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	 ☐ Other shipping environment	

48.	 Was there any indication that the environment within the shipper was outside the 
	 expected temperature range for this product at any time during shipment? (Cord blood 	
	 units only)

	 ☐ yes	 ☐ no

49	 Were the secondary containers (e.g., insulated shipping containers and unit cassette) 	
	 intact when they arrived at your center? (Cord blood units only)

	 ☐ yes	 ☐ no

50.	 Was the cord blood unit stored at your center prior to thawing?

	 ☐ yes	 51.	 Specify the storage method used for the cord blood unit

	 ☐ no	 ☐ Electric freezer	 ☐ Liquid nitrogen	 ☐ Vapor phase

		  52.	 Temperature during storage

			   ☐ < -150° C

			   ☐ ≥ -150° C to < -135° C

			   ☐ ≥ -135° C to < -80° C

			   ☐ ≥ -80° C
 
		  53.	 Date storage started: __  __  __  __ / __  __ / __  __
				    YYYY           MM       DD

Report the total number of cells (not cells per kilogram) prior to cryopreservation: 
(Information provided for the unit by the cord blood bank).

54.	 Total nucleated cells: ___ ___ ___ ● ___ ___ x 10 ___ ___ (Includes nucleated red and 	
	 nucleated white cells) (Cord blood units only)

55.	 CD34+ cells (cord blood units only)

	 ☐ Done	 56.	 Total number of CD34+ cells: 

	 ☐ Not done
			   ___ ___ ___ ● ___ ___ x 10 ___ ___

58.	 Was the entire fresh product cryopreserved at your facility prior to infusion? (NMDP 		
	 products only)

	 ☐ yes	 ☐ no

60.	 Was the entire product thawed?

	 ☐ yes	  		

	 ☐ no	 61.	 Was only a compartment of the bag thawed? (Cord blood units 	

			   only) 	☐ yes	 ☐ no
	

Product Processing/Manipulation Questions: 57-108

47.	 Specify other shipping 
	 environment:	

	 ___________________________



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

71.	 Was the product manipulated prior to infusion?

	 ☐ yes

	 ☐ no
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		  62.	 Were there multiple product bags?	

			   ☐ yes 	 63.	 Specify number of bags thawed: ___ ___	

			   ☐ no

64.	 Date thawing process initiated: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

65.	 Time at initiation of thaw (24-hour clock): 

	 ___  ___ - ___  ___ 	☐ standard time	 ☐ daylight savings time	
	 HH            MM  

66.	 Time product ready for infusion or expansion (24-hour clock): 

	 ___  ___ - ___  ___ 	☐ standard time	 ☐ daylight savings time	
	 HH            MM  

67.	 Was the primary container (e.g., cord blood unit bag) intact upon thawing?

	 ☐ yes	 ☐ no

68.	 What method was used to thaw the product?

	 ☐ Waterbath

	 ☐ Electric warmer

	 ☐ Other method	 69.	 Specify other method:__________________

70.	 Did any adverse events, incidents, or product complaints occur while preparing or 		
	 thawing the product?

	 ☐ yes	 ☐ no

72.	 Specify portion manipulated	 ☐ entire product	 ☐ portion of product

Specify all methods used to manipulate the product:

73.	 Washed	 ☐ yes	 ☐ no

74.	 Diluted	 ☐ yes	 ☐ no

75.	 Buffy coat enriched (buffy coat preparation)	 ☐ yes	 ☐ no

76.	 B-cell reduced	 ☐ yes	 ☐ no

77.	 CD8 reduced	 ☐ yes	 ☐ no

78.	 Plasma reduced (removal)	 ☐ yes	 ☐ no

79.	 RBC reduced	 ☐ yes	 ☐ no

80.	 Cultured (ex-vivo expansion)	 ☐ yes	 ☐ no

81.	 Genetic manipulation (gene transfer/transduction)	 ☐ yes	 ☐ no

82.	 PUVA treated	 ☐ yes	 ☐ no

83.	 CD34 enriched (CD34+ selection)	 ☐ yes	 ☐ no

84.	 CD133 enriched	 ☐ yes	 ☐ no

85.	 Monocyte enriched	 ☐ yes	 ☐ no

86.	 Mononuclear cells enriched	 ☐ yes	 ☐ no
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87.	 T-cell depletion	

	 ☐ yes	 Specify method:	

	 ☐ no	 88. 	 Antibody affinity column

		  ☐ yes - Report the antibodies used for T-cell depletion at 		
			   question 96

		  ☐ no	

		  89.	 Antibody coated plates	

			   ☐ yes - Report the antibodies used for T-cell depletion at 		
				    question 96	

			   ☐ no

		  90.	 Antibody coated plates and soybean lectin

			   ☐ yes - Report the antibodies used for T-cell depletion at 		
				    question 96

			   ☐ no

		  91.	 Antibody + toxin

			   ☐ yes - Report the antibodies used for T-cell depletion at 		
				    question 96

			   ☐ no	

		  92.		 Immunomagnetic beads

			   ☐ yes - Report the antibodies used for T-cell depletion at 		
				    question 96

				    ☐ no	

		  93.		 CD34 affinity column plus 			   ☐ yes	 ☐ no
				    sheep red blood cell rosetting

94.	 Other cell manipulation

	 ☐ yes 	 95.	 Specify other cell manipulation:_ __________________________

	 ☐ no

96.	 Were antibodies used during product manipulation?

	 ☐ yes	 Specify antibodies:

	 ☐ no	 97.	 Anti CD2	 ☐ yes	 ☐ no

		  98.	 Anti CD3	 ☐ yes	 ☐ no	

		  99.	 Anti CD4	 ☐ yes	 ☐ no

		  100.	 Anti CD5	 ☐ yes	 ☐ no

		  101.	 Anti CD6	 ☐ yes	 ☐ no

		  102.	 Anti CD7	 ☐ yes	 ☐ no

		  103.	 Anti CD8	 ☐ yes	 ☐ no

		  104.	 Anti CD19	 ☐ yes	 ☐ no

		  105.	 a/ß antibody	 ☐ yes	 ☐ no

		  106.	 Anti CD52 (Campath)	 ☐ yes	 ☐ no	

		  107.	 Other antibody

		  ☐ yes	 108.	 Specify other antibody:_________________

		  ☐ no



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

The following section refers to autologous products only, including autologous cord blood; if this is not an autologous HCT, continue with 
the Product Analysis section at question 158.
109.	 Were tumor cells detected in the recipient or autologous product prior to HCT?

	 ☐ yes

	 ☐ no
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Specify tumor cell detection method used and site(s) of tumor cells:
110.	 Routine histopathology

	 ☐ yes	 Specify site(s):

	 ☐ no	 111.	 Circulating blood cells		  ☐ Yes	 ☐ No	 ☐ Not done	

		  112.	 Bone marrow (in the interval between 	 ☐ Yes	 ☐ No	 ☐ Not done
			   last systemic therapy and collection)		

		  113.	 Collected cells (before purging)	 ☐ Yes	 ☐ No	 ☐ Not done

114.	 Polymerase chain reaction (PCR)

	 ☐ yes	 Specify site(s):

	 ☐ no	 115.	 Circulating blood cells		  ☐ Yes	 ☐ No	 ☐ Not done

		  116.	 Bone marrow (in the interval between 	 ☐ Yes	 ☐ No	 ☐ Not done
			   last systemic therapy and collection)		

		  117.	 Collected cells (before purging)	 ☐ Yes	 ☐ No	 ☐ Not done

118.	 Other molecular technique

	 ☐ yes 	 119.	 Specify method:_ __________________________________________________

	 ☐ no	 Specify site(s):

		  120.	 Circulating blood cells	 ☐ Yes	 ☐ No	 ☐ Not done

		  121.	 Bone marrow (in the interval between 	 ☐ Yes	 ☐ No	 ☐ Not done
			   last systemic therapy and collection)		

		  122.	 Collected cells (before purging)	 ☐ Yes	 ☐ No	 ☐ Not done
		
123.	 Immunohistochemistry

	 ☐ yes	 Specify site(s):

	 ☐ no	 124.	 Circulating blood cells	 ☐ Yes	 ☐ No	 ☐ Not done

		  125.	 Bone marrow (in the interval between 	 ☐ Yes	 ☐ No	 ☐ Not done
			   last systemic therapy and collection)		

		  126.	 Collected cells (before purging)	 ☐ Yes	 ☐ No	 ☐ Not done

127.	 Cell culture technique

	 ☐ yes	 Specify site(s):

	 ☐ no	 128.	 Circulating blood cells	 ☐ Yes	 ☐ No	 ☐ Not done

		  129.	 Bone marrow (in the interval between 	 ☐ Yes	 ☐ No	 ☐ Not done
			   last systemic therapy and collection)		

		  130.	 Collected cells (before purging)	 ☐ Yes	 ☐ No	 ☐ Not done

131.	 Other technique

	 ☐ yes	 132.	 Specify:___________________________________________________________

	 ☐ no	 Specify site(s):

		  133.	 Circulating blood cells	 ☐ Yes	 ☐ No	 ☐ Not done

		  134.	 Bone marrow (in the interval between 	 ☐ Yes	 ☐ No	 ☐ Not done
			   last systemic therapy and collection)		

		  135.	 Collected cells (before purging)	 ☐ Yes	 ☐ No	 ☐ Not done

Autologous Products Only Questions: 109-157



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

136.	 Was the product treated to remove malignant cells (purged)?

	 ☐ yes

	 ☐ no

158.	 Specify the timepoint in the product preparation phase that the product was analyzed

	 ☐ Product arrival	 ☐ Pre-cryopreservation	 ☐ Post-thaw	 ☐ At infusion

159.	 Date of product analysis: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

160.	 Total volume of product plus additives: ___ ___ ___ ___ ___ ● ___
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Specify method(s) used:
137.	 Monoclonal antibody

	 ☐ yes	 138.	 Specify monoclonal antibody:_____________________________

	 ☐ no

139.	 4-hydroperoxycyclophosphamide (4HC)	 ☐ yes	 ☐ no

140.	 Mafosfamide	 ☐ yes	 ☐ no

141.	 Other drug

	 ☐ yes	 142.	 Specify other drug:_____________________________________

	 ☐ no

143.	 Elutriation	 ☐ yes	 ☐ no

144.	 Immunomagnetic column	 ☐ yes	 ☐ no

145.	 Toxin

	 ☐ yes	 146.	 Specify toxin:__________________________________________

	 ☐ no

147.	 CD34 selection (other than preparation of mononuclear fraction)

	 ☐ yes	 148.	 Specify method:_ ______________________________________

	 ☐ no

149.	 Other method

	 ☐ yes	 150.	 Specify:______________________________________________

	 ☐ no

Specify if tumor cells were detected in the graft after purging by each method used: 

151.	 Routine histopathology	 ☐ Yes	 ☐ No	 ☐ Not done

152.	 Polymerase chain reaction (PCR)	 ☐ Yes	 ☐ No	 ☐ Not done

153.	 Other molecular technique	 ☐ Yes	 ☐ No	 ☐ Not done

154.	 Immunohistochemistry	 ☐ Yes	 ☐ No	 ☐ Not done

155.	 Cell culture technique	 ☐ Yes	 ☐ No	 ☐ Not done

156.	 Other

	 ☐ Yes 	 157.	 Specify:______________________________________________

	 ☐ No

	 ☐ Not done

Product Analysis (All Products) Questions: 158-195
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In this section, report the total number of cells (not cells per kilogram) not corrected for viability
161.	 Total nucleated cells (TNC) (Includes nucleated red and nucleated white cells)

	 ☐ Done	

	 ☐ Not done

163.	 Nucleated white blood cells

	 ☐ Done

	 ☐ Not done

165.	 Mononuclear cells

	 ☐ Done

	 ☐ Not done

167.	 Nucleated red blood cells

	 ☐ Done

	 ☐ Not done

169.	 CD34+ cells

	 ☐ Done

	 ☐ Not done

171.	 CD3+ cells

	 ☐ Done

	 ☐ Not done

173.	 CD3+CD4+ cells

	 ☐ Done

	 ☐ Not done	

175.	 CD3+CD8+ cells

	 ☐ Done

	 ☐ Not done

177.	 Viability of cells

	 ☐ Done

	 ☐ Not done

181.	 Were the colony-forming units (CFU) assessed after thawing? (Cord blood units only)

	 ☐ yes

	 ☐ no
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170.	 Total number of CD34+ cells: ___ ___ ___ ___ ● ___ ___ x 10 ___ ___

172.	 Total number of CD3+ cells: ___ ___ ___ ___ ● ___ ___ x 10 ___ ___	

174.	 Total number of CD3+CD4+ cells: ___ ___ ___ ___ ● ___ ___ x 10 ___ ___

176.	 Total number of CD3+CD8+ cells: ___ ___ ___ ___ ● ___ ___ x 10 ___ ___

178.	 Viability of cells: ___ ___ ___ %

179.	 Method of testing cell viability

	 ☐ 7-AAD	

	 ☐ Propidium iodide	

	 ☐ Trypan blue	

	 ☐ Other method	 180.	 Specify other method: _ ________________

182.	 Was there growth?	 ☐ yes	 ☐ no

183.	 Total CFU-GM	

	 ☐ Done	 184.	 Total CFU-GM: ___ ___ ___ ___ ● ___ x 10 ___ ___

	 ☐ Not done

185.	 Total BFU-E	

	 ☐ Done	 186.	 Total BFU-E: ___ ___ ___ ___ ● ___ x 10 ___ ___

	 ☐ Not done

162.	 Total nucleated cells: ___ ___ ___ ___ ● ___ ___ x 10 ___ ___

164.	 Total number of nucleated white blood cells: ___ ___ ___ ___ ● ___ ___ x 10 ___ ___ 

166.	 Total number of mononuclear cells: ___ ___ ___ ___ ● ___ ___ x 10 ___ ___

168.	 Total number of nucleated red blood cells: ___ ___ ___ ___ ● ___ ___ x 10 ___ ___
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187.	 Were cultures performed before infusion to test the product(s) for bacterial or fungal infection? (complete for all cell products)

	 ☐ yes	

	 ☐ no	
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188.	 Specify results	 ☐ Positive	 ☐ Negative	 ☐ Unknown

Specify organism(s):

189.	 ☐ 121 Acinetobacter

	 ☐ 122 Actinomyces

	 ☐ 123 Bacillus

	 ☐ 124 Bacteroides(gracillis,uniformis,vulgaris, other species)

	 ☐ 125 Bordetella pertussis (whooping cough)

	 ☐ 126 Borrelia (lyme disease)

	 ☐ 127 Branhamella or Moraxella catarrhalis(other species)

	 ☐ 128 Campylobacter (all species)

	 ☐ 129 Capnocytophaga

	 ☐ 171 Chlamydia pneumoniae

	 ☐ 172 Other chlamydia, specify

	 ☐ 113 Chlamydia, NOS

	 ☐ 130 Citrobacter (freundii, other species)

	 ☐ 131 Clostridium (all species except difficile)

	 ☐ 132 Clostridium difficile

	 ☐ 173 Corynebacterium jeikeium

	 ☐ 133 Corynebacterium (all non-diptheria species)

	 ☐ 101 Coxiella

	 ☐ 134 Enterobacter

	 ☐ 177 Enterococcus, vancomycin resistant(VRE)

	 ☐ 135 Enterococcus(all species)

	 ☐ 136 Escherichia (also E.coli)

	 ☐ 137 Flavimonas oryzihabitans

	 ☐ 138 Flavobacterium

	 ☐ 139 Fusobacterium

	 ☐ 144 Haemophilus(all species, including influenzae)

	 ☐ 145 Helicobacter pylori

	 ☐ 146 Klebsiella

	 ☐ 147 Lactobacillus(bulgaricus, acidophilus, other species)

	 ☐ 102 Legionella

	 ☐ 103 Leptospira

	 ☐ 148 Leptorichia buccalis

	 ☐ 149 Leuconostoc(all species)

	 ☐ 104 Listeria

	 ☐ 150 Methylobacterium

	 ☐ 151 Micrococcus, NOS

	 ☐ 112 Mycobacterium avium-intracellulare(MAC, MAI)

	 ☐ 174 Mycobacterium species (cheloneae, fortuitum, haemophilum,kansasii, 			 
		  mucogenicum)

	 ☐ 110 Mycobacterium tuberculosis (tuberculosis,Koch bacillus)

	 ☐ 175 Other mycobacterium, specify
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	 ☐ 176 Mycobacterium, NOS

	 ☐ 105 Mycoplasma

	 ☐ 152 Neisseria (gonorrhoea, meningitidis, other species)

	 ☐ 106 Nocardia

	 ☐ 153 Pasteurella multocida

	 ☐ 154 Propionibacterium (acnes, avidum, granulosum, other species)

	 ☐ 155 Proteus

	 ☐ 156 Pseudomonas (all species except cepacia & maltophilia)

	 ☐ 157 Pseudomonas or Burkholderia cepacia

	 ☐ 158 Pseudomonas or Stenotrophomonas or Xanthomonas maltophilia

	 ☐ 159 Rhodococcus

	 ☐ 107 Rickettsia

	 ☐ 160 Salmonella (all species)

	 ☐ 161 Serratia marcescens

	 ☐ 162 Shigella

	 ☐ 163 Staphylococcus, coagulase negative(not aureus)

	 ☐ 164 Staphylococcus aureus

	 ☐ 165 Staphylococcus, NOS

	 ☐ 166 Stomatococcus mucilaginosis

	 ☐ 167 Streptococcus (all species except Enterococcus)

	 ☐ 178 Streptococcus pneumoniae

	 ☐ 168 Treponema ( syphilis )

	 ☐ 169 Vibrio (all species)

	 ☐ 197 Multiple bacteria at a single site, specify bacterial codes

	 ☐ 198 Other bacteria, specify

	 ☐ 501 Suspected atypical bacterial infection

	 ☐ 502 Suspected bacterial infection

	 ☐ 200 Candida, NOS

	 ☐ 201 Candida albicans

	 ☐ 206 Candida guillermondi

	 ☐ 202 Candida krusei

	 ☐ 207 Candida lusitaniae

	 ☐ 203 Candida parapsilosis

	 ☐ 204 Candida tropicalis

	 ☐ 205 Candida (Torulopsis) glabrata

	 ☐ 209 Other Candida, specify

	 ☐ 210 Aspergillus, NOS

	 ☐ 211 Aspergillus flavus

	 ☐ 212 Aspergillus fumigatus

	 ☐ 213 Aspergillus niger

	 ☐ 219 Other Aspergillus, specify

	 ☐ 220 Cryptococcus species

	 ☐ 230 Fusarium species

	 ☐ 261 Histoplasmosis
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	 ☐ 240 Zygomycetes, NOS

	 ☐ 241 Mucormycosis

	 ☐ 242 Rhizopus

	 ☐ 250 Yeast, NOS

	 ☐ 259 Other fungus, specify

	 ☐ 260 Pneumocystis (PCP/PJP)

	 ☐ 503 Suspected fungal infection

190.	 ☐ 121 Acinetobacter

	 ☐ 122 Actinomyces

	 ☐ 123 Bacillus

	 ☐ 124 Bacteroides(gracillis,uniformis,vulgaris, other species)

	 ☐ 125 Bordetella pertussis (whooping cough)

	 ☐ 126 Borrelia (lyme disease)

	 ☐ 127 Branhamella or Moraxella catarrhalis(other species)

	 ☐ 128 Campylobacter (all species)

	 ☐ 129 Capnocytophaga

	 ☐ 171 Chlamydia pneumoniae

	 ☐ 172 Other chlamydia, specify

	 ☐ 113 Chlamydia, NOS

	 ☐ 130 Citrobacter (freundii, other species)

	 ☐ 131 Clostridium (all species except difficile)

	 ☐ 132 Clostridium difficile

	 ☐ 173 Corynebacterium jeikeium

	 ☐ 133 Corynebacterium (all non-diptheria species)

	 ☐ 101 Coxiella

	 ☐ 134 Enterobacter

	 ☐ 177 Enterococcus, vancomycin resistant(VRE)

	 ☐ 135 Enterococcus(all species)

	 ☐ 136 Escherichia (also E.coli)

	 ☐ 137 Flavimonas oryzihabitans

	 ☐ 138 Flavobacterium

	 ☐ 139 Fusobacterium

	 ☐ 144 Haemophilus(all species, including influenzae)

	 ☐ 145 Helicobacter pylori

	 ☐ 146 Klebsiella

	 ☐ 147 Lactobacillus(bulgaricus, acidophilus, other species)

	 ☐ 102 Legionella

	 ☐ 103 Leptospira

	 ☐ 148 Leptorichia buccalis

	 ☐ 149 Leuconostoc(all species)

	 ☐ 104 Listeria

	 ☐ 150 Methylobacterium

	 ☐ 151 Micrococcus, NOS
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	 ☐ 112 Mycobacterium avium-intracellulare(MAC, MAI)

	 ☐ 174 Mycobacterium species (cheloneae, fortuitum, haemophilum,kansasii, 			 
		  mucogenicum)

	 ☐ 110 Mycobacterium tuberculosis (tuberculosis,Koch bacillus)

	 ☐ 175 Other mycobacterium, specify

	 ☐ 176 Mycobacterium, NOS

	 ☐ 105 Mycoplasma

	 ☐ 152 Neisseria (gonorrhoea, meningitidis, other species)

	 ☐ 106 Nocardia

	 ☐ 153 Pasteurella multocida

	 ☐ 154 Propionibacterium (acnes, avidum, granulosum, other species)

	 ☐ 155 Proteus

	 ☐ 156 Pseudomonas (all species except cepacia & maltophilia)

	 ☐ 157 Pseudomonas or Burkholderia cepacia

	 ☐ 158 Pseudomonas or Stenotrophomonas or Xanthomonas maltophilia

	 ☐ 159 Rhodococcus

	 ☐ 107 Rickettsia

	 ☐ 160 Salmonella (all species)

	 ☐ 161 Serratia marcescens

	 ☐ 162 Shigella

	 ☐ 163 Staphylococcus, coagulase negative(not aureus)

	 ☐ 164 Staphylococcus aureus

	 ☐ 165 Staphylococcus, NOS

	 ☐ 166 Stomatococcus mucilaginosis

	 ☐ 167 Streptococcus (all species except Enterococcus)

	 ☐ 178 Streptococcus pneumoniae

	 ☐ 168 Treponema ( syphilis )

	 ☐ 169 Vibrio (all species)

	 ☐ 197 Multiple bacteria at a single site, specify bacterial codes

	 ☐ 198 Other bacteria, specify

	 ☐ 501 Suspected atypical bacterial infection

	 ☐ 502 Suspected bacterial infection

	 ☐ 200 Candida, NOS

	 ☐ 201 Candida albicans

	 ☐ 206 Candida guillermondi

	 ☐ 202 Candida krusei

	 ☐ 207 Candida lusitaniae

	 ☐ 203 Candida parapsilosis

	 ☐ 204 Candida tropicalis

	 ☐ 205 Candida (Torulopsis) glabrata

	 ☐ 209 Other Candida, specify

	 ☐ 210 Aspergillus, NOS

	 ☐ 211 Aspergillus flavus

	 ☐ 212 Aspergillus fumigatus
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	 ☐ 213 Aspergillus niger

	 ☐ 219 Other Aspergillus, specify

	 ☐ 220 Cryptococcus species

	 ☐ 230 Fusarium species

	 ☐ 261 Histoplasmosis

	 ☐ 240 Zygomycetes, NOS

	 ☐ 241 Mucormycosis

	 ☐ 242 Rhizopus

	 ☐ 250 Yeast, NOS

	 ☐ 259 Other fungus, specify

	 ☐ 260 Pneumocystis (PCP/PJP)

	 ☐ 503 Suspected fungal infection

191.	 ☐ 121 Acinetobacter

	 ☐ 122 Actinomyces

	 ☐ 123 Bacillus

	 ☐ 124 Bacteroides(gracillis,uniformis,vulgaris, other species)

	 ☐ 125 Bordetella pertussis (whooping cough)

	 ☐ 126 Borrelia (lyme disease)

	 ☐ 127 Branhamella or Moraxella catarrhalis(other species)

	 ☐ 128 Campylobacter (all species)

	 ☐ 129 Capnocytophaga

	 ☐ 171 Chlamydia pneumoniae

	 ☐ 172 Other chlamydia, specify

	 ☐ 113 Chlamydia, NOS

	 ☐ 130 Citrobacter (freundii, other species)

	 ☐ 131 Clostridium (all species except difficile)

	 ☐ 132 Clostridium difficile

	 ☐ 173 Corynebacterium jeikeium

	 ☐ 133 Corynebacterium (all non-diptheria species)

	 ☐ 101 Coxiella

	 ☐ 134 Enterobacter

	 ☐ 177 Enterococcus, vancomycin resistant(VRE)

	 ☐ 135 Enterococcus(all species)

	 ☐ 136 Escherichia (also E.coli)

	 ☐ 137 Flavimonas oryzihabitans

	 ☐ 138 Flavobacterium

	 ☐ 139 Fusobacterium

	 ☐ 144 Haemophilus(all species, including influenzae)

	 ☐ 145 Helicobacter pylori

	 ☐ 146 Klebsiella

	 ☐ 147 Lactobacillus(bulgaricus, acidophilus, other species)

	 ☐ 102 Legionella

	 ☐ 103 Leptospira
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	 ☐ 148 Leptorichia buccalis

	 ☐ 149 Leuconostoc(all species)

	 ☐ 104 Listeria

	 ☐ 150 Methylobacterium

	 ☐ 151 Micrococcus, NOS

	 ☐ 112 Mycobacterium avium-intracellulare(MAC, MAI)

	 ☐ 174 Mycobacterium species (cheloneae, fortuitum, haemophilum,kansasii, 			 
		  mucogenicum)

	 ☐ 110 Mycobacterium tuberculosis (tuberculosis,Koch bacillus)

	 ☐ 175 Other mycobacterium, specify

	 ☐ 176 Mycobacterium, NOS

	 ☐ 105 Mycoplasma

	 ☐ 152 Neisseria (gonorrhoea, meningitidis, other species)

	 ☐ 106 Nocardia

	 ☐ 153 Pasteurella multocida

	 ☐ 154 Propionibacterium (acnes, avidum, granulosum, other species)

	 ☐ 155 Proteus

	 ☐ 156 Pseudomonas (all species except cepacia & maltophilia)

	 ☐ 157 Pseudomonas or Burkholderia cepacia

	 ☐ 158 Pseudomonas or Stenotrophomonas or Xanthomonas maltophilia

	 ☐ 159 Rhodococcus

	 ☐ 107 Rickettsia

	 ☐ 160 Salmonella (all species)

	 ☐ 161 Serratia marcescens

	 ☐ 162 Shigella

	 ☐ 163 Staphylococcus, coagulase negative(not aureus)

	 ☐ 164 Staphylococcus aureus

	 ☐ 165 Staphylococcus, NOS

	 ☐ 166 Stomatococcus mucilaginosis

	 ☐ 167 Streptococcus (all species except Enterococcus)

	 ☐ 178 Streptococcus pneumoniae

	 ☐ 168 Treponema ( syphilis )

	 ☐ 169 Vibrio (all species)

	 ☐ 197 Multiple bacteria at a single site, specify bacterial codes

	 ☐ 198 Other bacteria, specify

	 ☐ 501 Suspected atypical bacterial infection

	 ☐ 502 Suspected bacterial infection

	 ☐ 200 Candida, NOS

	 ☐ 201 Candida albicans

	 ☐ 206 Candida guillermondi

	 ☐ 202 Candida krusei

	 ☐ 207 Candida lusitaniae

	 ☐ 203 Candida parapsilosis

	 ☐ 204 Candida tropicalis
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	 ☐ 205 Candida (Torulopsis) glabrata

	 ☐ 209 Other Candida, specify

	 ☐ 210 Aspergillus, NOS

	 ☐ 211 Aspergillus flavus

	 ☐ 212 Aspergillus fumigatus

	 ☐ 213 Aspergillus niger

	 ☐ 219 Other Aspergillus, specify

	 ☐ 220 Cryptococcus species

	 ☐ 230 Fusarium species

	 ☐ 261 Histoplasmosis

	 ☐ 240 Zygomycetes, NOS

	 ☐ 241 Mucormycosis

	 ☐ 242 Rhizopus	

	 ☐ 250 Yeast, NOS

	 ☐ 259 Other fungus, specify

	 ☐ 260 Pneumocystis (PCP/PJP)

	 ☐ 503 Suspected fungal infection

192.	 ☐ 121 Acinetobacter

	 ☐ 122 Actinomyces

	 ☐ 123 Bacillus

	 ☐ 124 Bacteroides(gracillis,uniformis,vulgaris, other species)

	 ☐ 125 Bordetella pertussis (whooping cough)

	 ☐ 126 Borrelia (lyme disease)

	 ☐ 127 Branhamella or Moraxella catarrhalis(other species)

	 ☐ 128 Campylobacter (all species)

	 ☐ 129 Capnocytophaga

	 ☐ 171 Chlamydia pneumoniae

	 ☐ 172 Other chlamydia, specify

	 ☐ 113 Chlamydia, NOS

	 ☐ 130 Citrobacter (freundii, other species)

	 ☐ 131 Clostridium (all species except difficile)

	 ☐ 132 Clostridium difficile

	 ☐ 173 Corynebacterium jeikeium

	 ☐ 133 Corynebacterium (all non-diptheria species)

	 ☐ 101 Coxiella

	 ☐ 134 Enterobacter

	 ☐ 177 Enterococcus, vancomycin resistant(VRE)

	 ☐ 135 Enterococcus(all species)

	 ☐ 136 Escherichia (also E.coli)

	 ☐ 137 Flavimonas oryzihabitans

	 ☐ 138 Flavobacterium

	 ☐ 139 Fusobacterium

	 ☐ 144 Haemophilus(all species, including influenzae)
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	 ☐ 145 Helicobacter pylori

	 ☐ 146 Klebsiella

	 ☐ 147 Lactobacillus(bulgaricus, acidophilus, other species)

	 ☐ 102 Legionella

	 ☐ 103 Leptospira

	 ☐ 148 Leptorichia buccalis

	 ☐ 149 Leuconostoc(all species)

	 ☐ 104 Listeria

	 ☐ 150 Methylobacterium

	 ☐ 151 Micrococcus, NOS

	 ☐ 112 Mycobacterium avium-intracellulare(MAC, MAI)

	 ☐ 174 Mycobacterium species (cheloneae, fortuitum, haemophilum,kansasii, 			 
		  mucogenicum)

	 ☐ 110 Mycobacterium tuberculosis (tuberculosis,Koch bacillus)

	 ☐ 175 Other mycobacterium, specify

	 ☐ 176 Mycobacterium, NOS

	 ☐ 105 Mycoplasma

	 ☐ 152 Neisseria (gonorrhoea, meningitidis, other species)

	 ☐ 106 Nocardia

	 ☐ 153 Pasteurella multocida

	 ☐ 154 Propionibacterium (acnes, avidum, granulosum, other species)

	 ☐ 155 Proteus

	 ☐ 156 Pseudomonas (all species except cepacia & maltophilia)

	 ☐ 157 Pseudomonas or Burkholderia cepacia

	 ☐ 158 Pseudomonas or Stenotrophomonas or Xanthomonas maltophilia

	 ☐ 159 Rhodococcus

	 ☐ 107 Rickettsia

	 ☐ 160 Salmonella (all species)

	 ☐ 161 Serratia marcescens

	 ☐ 162 Shigella

	 ☐ 163 Staphylococcus, coagulase negative(not aureus)

	 ☐ 164 Staphylococcus aureus

	 ☐ 165 Staphylococcus, NOS

	 ☐ 166 Stomatococcus mucilaginosis

	 ☐ 167 Streptococcus (all species except Enterococcus)

	 ☐ 178 Streptococcus pneumoniae

	 ☐ 168 Treponema ( syphilis )

	 ☐ 169 Vibrio (all species)

	 ☐ 197 Multiple bacteria at a single site, specify bacterial codes

	 ☐ 198 Other bacteria, specify

	 ☐ 501 Suspected atypical bacterial infection

	 ☐ 502 Suspected bacterial infection

	 ☐ 200 Candida, NOS

	 ☐ 201 Candida albicans



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

CIBMTR Form 2006 revision 4 (page 21 of 30). Last Updated October, 2013.
Copyright (c) 2013 National Marrow Donor Program and
The Medical College of Wisconsin, Inc. All rights reserved.

	 ☐ 206 Candida guillermondi

	 ☐ 202 Candida krusei

	 ☐ 207 Candida lusitaniae

	 ☐ 203 Candida parapsilosis

	 ☐ 204 Candida tropicalis

	 ☐ 205 Candida (Torulopsis) glabrata

	 ☐ 209 Other Candida, specify

	 ☐ 210 Aspergillus, NOS

	 ☐ 211 Aspergillus flavus

	 ☐ 212 Aspergillus fumigatus

	 ☐ 213 Aspergillus niger

	 ☐ 219 Other Aspergillus, specify

	 ☐ 220 Cryptococcus species

	 ☐ 230 Fusarium species

	 ☐ 261 Histoplasmosis

	 ☐ 240 Zygomycetes, NOS

	 ☐ 241 Mucormycosis

	 ☐ 242 Rhizopus

	 ☐ 250 Yeast, NOS

	 ☐ 259 Other fungus, specify

	 ☐ 260 Pneumocystis (PCP/PJP)

	 ☐ 503 Suspected fungal infection

193.	 ☐ 121 Acinetobacter

	 ☐ 122 Actinomyces

	 ☐ 123 Bacillus

	 ☐ 124 Bacteroides(gracillis,uniformis,vulgaris, other species)

	 ☐ 125 Bordetella pertussis (whooping cough)

	 ☐ 126 Borrelia (lyme disease)

	 ☐ 127 Branhamella or Moraxella catarrhalis(other species)

	 ☐ 128 Campylobacter (all species)

	 ☐ 129 Capnocytophaga

	 ☐ 171 Chlamydia pneumoniae

	 ☐ 172 Other chlamydia, specify

	 ☐ 113 Chlamydia, NOS

	 ☐ 130 Citrobacter (freundii, other species)

	 ☐ 131 Clostridium (all species except difficile)

	 ☐ 132 Clostridium difficile

	 ☐ 173 Corynebacterium jeikeium

	 ☐ 133 Corynebacterium (all non-diptheria species)

	 ☐ 101 Coxiella

	 ☐ 134 Enterobacter

	 ☐ 177 Enterococcus, vancomycin resistant(VRE)

	 ☐ 135 Enterococcus(all species)
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	 ☐ 136 Escherichia (also E.coli)

	 ☐ 137 Flavimonas oryzihabitans

	 ☐ 138 Flavobacterium

	 ☐ 139 Fusobacterium

	 ☐ 144 Haemophilus(all species, including influenzae)

	 ☐ 145 Helicobacter pylori

	 ☐ 146 Klebsiella

	 ☐ 147 Lactobacillus(bulgaricus, acidophilus, other species)

	 ☐ 102 Legionella

	 ☐ 103 Leptospira

	 ☐ 148 Leptorichia buccalis

	 ☐ 149 Leuconostoc(all species)

	 ☐ 104 Listeria

	 ☐ 150 Methylobacterium

	 ☐ 151 Micrococcus, NOS

	 ☐ 112 Mycobacterium avium-intracellulare (MAC, MAI)

	 ☐ 174 Mycobacterium species (cheloneae, fortuitum, haemophilum,kansasii, 			 
		  mucogenicum)

	 ☐ 110 Mycobacterium tuberculosis (tuberculosis,Koch bacillus)

	 ☐ 175 Other mycobacterium, specify

	 ☐ 176 Mycobacterium, NOS

	 ☐ 105 Mycoplasma

	 ☐ 152 Neisseria (gonorrhoea, meningitidis, other species)

	 ☐ 106 Nocardia

	 ☐ 153 Pasteurella multocida

	 ☐ 154 Propionibacterium (acnes, avidum, granulosum, other species)

	 ☐ 155 Proteus

	 ☐ 156 Pseudomonas (all species except cepacia & maltophilia)

	 ☐ 157 Pseudomonas or Burkholderia cepacia

	 ☐ 158 Pseudomonas or Stenotrophomonas or Xanthomonas maltophilia

	 ☐ 159 Rhodococcus

	 ☐ 107 Rickettsia

	 ☐ 160 Salmonella (all species)

	 ☐ 161 Serratia marcescens

	 ☐ 162 Shigella

	 ☐ 163 Staphylococcus, coagulase negative(not aureus)

	 ☐ 164 Staphylococcus aureus

	 ☐ 165 Staphylococcus, NOS

	 ☐ 166 Stomatococcus mucilaginosis

	 ☐ 167 Streptococcus (all species except Enterococcus)

	 ☐ 178 Streptococcus pneumoniae

	 ☐ 168 Treponema ( syphilis )

	 ☐ 169 Vibrio (all species)

	 ☐ 197 Multiple bacteria at a single site, specify bacterial codes
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	 ☐ 198 Other bacteria, specify

	 ☐ 501 Suspected atypical bacterial infection

	 ☐ 502 Suspected bacterial infection

	 ☐ 200 Candida, NOS

	 ☐ 201 Candida albicans

	 ☐ 206 Candida guillermondi

	 ☐ 202 Candida krusei

	 ☐ 207 Candida lusitaniae

	 ☐ 203 Candida parapsilosis

	 ☐ 204 Candida tropicalis

	 ☐ 205 Candida (Torulopsis) glabrata

	 ☐ 209 Other Candida, specify

	 ☐ 210 Aspergillus, NOS

	 ☐ 211 Aspergillus flavus

	 ☐ 212 Aspergillus fumigatus

	 ☐ 213 Aspergillus niger

	 ☐ 219 Other Aspergillus, specify

	 ☐ 220 Cryptococcus species

	 ☐ 230 Fusarium species

	 ☐ 261 Histoplasmosis

	 ☐ 240 Zygomycetes, NOS

	 ☐ 241 Mucormycosis

	 ☐ 242 Rhizopus

	 ☐ 250 Yeast, NOS

	 ☐ 259 Other fungus, specify

	 ☐ 260 Pneumocystis (PCP/PJP)

	 ☐ 503 Suspected fungal infection

194.	 ☐ 121 Acinetobacter

	 ☐ 122 Actinomyces

	 ☐ 123 Bacillus

	 ☐ 124 Bacteroides(gracillis,uniformis,vulgaris, other species)

	 ☐ 125 Bordetella pertussis (whooping cough)

	 ☐ 126 Borrelia (lyme disease)

	 ☐ 127 Branhamella or Moraxella catarrhalis(other species)

	 ☐ 128 Campylobacter (all species)

	 ☐ 129 Capnocytophaga

	 ☐ 171 Chlamydia pneumoniae

	 ☐ 172 Other chlamydia, specify

	 ☐ 113 Chlamydia, NOS

	 ☐ 130 Citrobacter (freundii, other species)

	 ☐ 131 Clostridium (all species except difficile)

	 ☐ 132 Clostridium difficile

	 ☐ 173 Corynebacterium jeikeium
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	 ☐ 133 Corynebacterium (all non-diptheria species)

	 ☐ 101 Coxiella

	 ☐ 134 Enterobacter

	 ☐ 177 Enterococcus, vancomycin resistant(VRE)

	 ☐ 135 Enterococcus (all species)

	 ☐ 136 Escherichia (also E.coli)

	 ☐ 137 Flavimonas oryzihabitans

	 ☐ 138 Flavobacterium

	 ☐ 139 Fusobacterium

	 ☐ 144 Haemophilus(all species, including influenzae)

	 ☐ 145 Helicobacter pylori

	 ☐ 146 Klebsiella

	 ☐ 147 Lactobacillus(bulgaricus, acidophilus, other species)

	 ☐ 102 Legionella

	 ☐ 103 Leptospira

	 ☐ 148 Leptorichia buccalis

	 ☐ 149 Leuconostoc (all species)

	 ☐ 104 Listeria

	 ☐ 150 Methylobacterium

	 ☐ 151 Micrococcus, NOS

	 ☐ 112 Mycobacterium avium-intracellulare (MAC, MAI)

	 ☐ 174 Mycobacterium species (cheloneae, fortuitum, haemophilum,kansasii, 			 
		  mucogenicum)

	 ☐ 110 Mycobacterium tuberculosis (tuberculosis,Koch bacillus)

	 ☐ 175 Other mycobacterium, specify

	 ☐ 176 Mycobacterium, NOS

	 ☐ 105 Mycoplasma

	 ☐ 152 Neisseria (gonorrhoea, meningitidis, other species)

	 ☐ 106 Nocardia

	 ☐ 153 Pasteurella multocida

	 ☐ 154 Propionibacterium (acnes, avidum, granulosum, other species)

	 ☐ 155 Proteus

	 ☐ 156 Pseudomonas (all species except cepacia & maltophilia)

	 ☐ 157 Pseudomonas or Burkholderia cepacia

	 ☐ 158 Pseudomonas or Stenotrophomonas or Xanthomonas maltophilia

	 ☐ 159 Rhodococcus

	 ☐ 107 Rickettsia

	 ☐ 160 Salmonella (all species)

	 ☐ 161 Serratia marcescens

	 ☐ 162 Shigella

	 ☐ 163 Staphylococcus, coagulase negative(not aureus)

	 ☐ 164 Staphylococcus aureus

	 ☐ 165 Staphylococcus, NOS

	 ☐ 166 Stomatococcus mucilaginosis
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	 ☐ 167 Streptococcus (all species except Enterococcus)

	 ☐ 178 Streptococcus pneumoniae

	 ☐ 168 Treponema (syphilis)

	 ☐ 169 Vibrio (all species)

	 ☐ 197 Multiple bacteria at a single site, specify bacterial codes

	 ☐ 198 Other bacteria, specify - Go to question 195

	 ☐ 501 Suspected atypical bacterial infection

	 ☐ 502 Suspected bacterial infection

	 ☐ 200 Candida, NOS

	 ☐ 201 Candida albicans

	 ☐ 206 Candida guillermondi

	 ☐ 202 Candida krusei

	 ☐ 207 Candida lusitaniae

	 ☐ 203 Candida parapsilosis

	 ☐ 204 Candida tropicalis

	 ☐ 205 Candida (Torulopsis) glabrata

	 ☐ 209 Other Candida, specify - Go to question 195

	 ☐ 210 Aspergillus, NOS

	 ☐ 211 Aspergillus flavus

	 ☐ 212 Aspergillus fumigatus

	 ☐ 213 Aspergillus niger

	 ☐ 219 Other Aspergillus, specify - Go to question 195

	 ☐ 220 Cryptococcus species

	 ☐ 230 Fusarium species

	 ☐ 261 Histoplasmosis

	 ☐ 240 Zygomycetes, NOS

	 ☐ 241 Mucormycosis

	 ☐ 242 Rhizopus

	 ☐ 250 Yeast, NOS

	 ☐ 259 Other fungus, specify - Go to question 195

	 ☐ 260 Pneumocystis (PCP/PJP)

	 ☐ 503 Suspected fungal infection

Copy questions 158 - 195 if needed for Product Analysis

195.	 Specify organism: ______________________
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196.	 Date of this product infusion: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

197.	 Was more than one product infused? (e.g., marrow and PBSC, PBSC and cord blood, two different cords, etc.)

	 ☐ yes

	 ☐ no

199.	 Date infusion started: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

200.	 Time product infusion initiated (24-hour clock): ___  ___ - ___  ___	 ☐ standard time	 ☐ daylight savings time
		     HH            MM         

201.	 Date infusion stopped: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

202.	 Time product infusion completed (24-hour clock): ___  ___ - ___  ___	 ☐ standard time 	 ☐ daylight savings time
		  HH            MM    
      
203.	 Total volume of product plus additives intended for infusion: ___ ___ ___ ___ ___ ● ___  mL

204.	 Was the entire volume of product infused?

	 ☐ yes

	 ☐ no

207.	 Specify the route of product infusion

	 ☐ intravenous

	 ☐ intramedullary

	 ☐ intraperitoneal

	 ☐ other route of infusion

The following questions refer to all stem cell products except for autologous marrow and autologous PBSC products. If this HCT used an 
autologous marrow or autologous PBSC product, continue with the signature lines.
209.	 Were there any adverse events or incidents associated with the stem cell infusion?

	 ☐ yes

	 ☐ no

205.	 Specify what happened to the reserved portion

	 ☐ discarded

	 ☐ cryopreserved for future use

	 ☐ other fate	 206.	 Specify other fate:_________________________________

208.	 Specify other route of infusion: ____________________________________________

Product Infusion Questions: 196-249

198.	 Was the product infusion described on this insert intended to produce hematopoietic 		

	 engraftment?	 ☐ yes	 ☐ no

Specify the following adverse event(s):
210.	 Brachycardia

	 ☐ yes	 211.	 In the Medical Director’s judgment, was the adverse event a

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

212.	 Chest tightness/pain

	 ☐ yes	 213.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

214.	 Chills at time of infusion

	 ☐ yes 	 215.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no
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216.	 Fever ≤ 103° F within 24 hours of infusion

	 ☐ yes 	 217.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

218.	 Fever > 103° F within 24 hours of infusion

	 ☐ yes 	 219.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

220.	 Gross hemoglobinuria

	 ☐ yes 	 221.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

222.	 Headache

	 ☐ yes 	 223.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

224.	 Hives

	 ☐ yes 	 225.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

226.	 Hypertension

	 ☐ yes 	 227.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no
228.	 Hypotension

	 ☐ yes 	 229.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

230.	 Hypoxia requiring oxygen (O2) support

	 ☐ yes 	 231.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

232.	 Nausea

	 ☐ yes 	 233.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

234.	 Rigors, mild

	 ☐ yes 	 235.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

236.	 Rigors, severe

	 ☐ yes 	 237.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

238.	 Shortness of breath (SOB)

	 ☐ yes 	 239.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

240.	 Tachycardia

	 ☐ yes 	 241.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no
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The Donor Demographic Information section (questions 250-270) is to be completed for all non-NMDP allogeneneic donors.  If the stem 
cell product was from an NMDP donor or an autologous donor, continue with the signature lines.
250.	 Was the donor ever pregnant?

	 ☐ Yes	

	 ☐ No	

	 ☐ Unknown	

	 ☐ Not applicable (male donor or cord 
		  blood unit)

253.	 Specify blood type	 ☐ A	 ☐ B	 ☐ AB	 ☐ O

254.	 Specify Rh factor	 ☐ Positive	 ☐ Negative

255.	 Did this donor have a central line placed?

	 ☐ Yes	

	 ☐ No	

	 ☐ Not applicable (cord blood unit or 
		  marrow product)

258.	 Ethnicity (donor)	 ☐ Hispanic or Latino	 ☐ Not Hispanic or Latino	 ☐ Not applicable (not a resident of the USA)	 ☐ Unknown

Donor/Infant Demographic Information Questions: 250-285

251.	 Number of pregnancies

	 ☐ Known	 252.	 Specify number of pregnancies: ___ ___

	 ☐ Unknown

256.	 Specify the site of the central line placement

	 ☐ femoral

	 ☐ subclavian

	 ☐ internal jugular

	 ☐ Other site	 257.	 Specify other site:_ ________________________________

242.	 Vomiting

	 ☐ yes 	 243.	 In the Medical Director’s judgment, was the adverse event a 		

	 ☐ no		  direct result of the infusion?			   ☐ yes	 ☐ no

244.	 Other expected AE

	 ☐ yes	 245.	 Specify other expected AE:_______________________________

	 ☐ no 	 246.	 In the Medical Director’s judgment, was the adverse event a 		

			   direct result of the infusion?			   ☐ yes	 ☐ no

247.	 Other unexpected AE

	 ☐ yes	 248.	 Specify other unexpected AE:_____________________________

	 ☐ no 	 249.	 In the Medical Director’s judgment, was the adverse event a 		

			   direct result of the infusion?			   ☐ yes	 ☐ no
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259.	 Race (donor)

	 ☐ White	

	 ☐ Black or African American		

	 ☐ Asian	

	 ☐ American Indian or Alaska Native

	 ☐ Native Hawaiian or Other Pacific 
		  Islander	

	 ☐ Not reported				  

	 ☐ Unknown

261.	 What is the biological relationship of the donor to the patient?

	 ☐ Sibling

	 ☐ Half-sibling

	 ☐ Syngeneic (identical) twin

	 ☐ Fraternal twin

	 ☐ Recipient’s child

	 ☐ Other biological relative

	 ☐ Unrelated

 

264.	 Was the donor/product tested for potentially transplantable genetic diseases?

	 ☐ yes

	 ☐ no

	 ☐ Unknown

262.	 Specify the biological relationship of the donor to the recipient

	 ☐ Mother

	 ☐ Father

	 ☐ Maternal aunt

	 ☐ Maternal uncle

	 ☐ Maternal cousin

	 ☐ Paternal aunt

	 ☐ Paternal uncle

	 ☐ Paternal cousin

	 ☐ Other biological relative	 263.	 Specify:____________________________

Specify disease(s) tested:
265.	 Sickle cell anemia

	 ☐ yes	 266.	 Specify results

	 ☐ no		  ☐ Positive	 ☐ Carrier of the trait	 ☐ Negative
	

267.	 Thalassemia

	 ☐ yes	 268.	 Specify results

	 ☐ no		  ☐ Positive	 ☐ Carrier of the trait	 ☐ Negative

260.	 Race detail (donor)

	 ☐ Eastern European

	 ☐ Mediterranean

	 ☐ Middle Eastern

	 ☐ North Coast of Africa

	 ☐ North American

	 ☐ Northern European

	 ☐ Western European

	 ☐ White Caribbean

	 ☐ White South or Central American

	 ☐ Other White

	 ☐ African (both parents born in Africa)

	 ☐ African American

	 ☐ Black Caribbean

	 ☐ Black South or Central American

	 ☐ Alaskan Native or Aleut
	
Copy questions 259 - 260 if needed for Race

☐ North American Indian

☐ American Indian, South or 	
	 Central America

☐ Caribbean Indian

☐ South Asian

☐ Filipino (Pilipino)

☐ Japanese

☐ Korean

☐ Chinese

☐ Vietnamese

☐ Other Southeast Asian

☐ Guamanian

☐ Hawaiian

☐ Samoan

☐ Other Pacific Islander



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___
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The following questions (272–285) apply only to allogeneic related donors. If the stem cell product was from an autologous donor, Non-
NMDP unrelated donor, NMDP donor, or was a cord blood unit, then continue with the signature lines.

272.	 Was the donor hospitalized (inpatient) during or after the collection?	☐ yes	 ☐ no

273.	 Did the donor experience any life-threatening complications during or after the collection?

	 ☐ yes

	 ☐ no

275.	 Did the donor receive blood transfusions as a result of the collection?

	 ☐ yes

	 ☐ no

280.	 Did the donor die as a result of the collection?

	 ☐ yes

	 ☐ no

282.	 Did the recipient submit a research sample to the NMDP/CIBMTR repository? (Related donors only)

	 ☐ yes

	 ☐ no

284.	 Did the donor submit a research sample to the NMDP/CIBMTR repository? (Related donors only)

	 ☐ yes

	 ☐ no

First Name:_____________________________________________________

Last Name:_ ____________________________________________________

E-mail address:__________________________________________________

Date: __  __  __  __ / __  __ / __  __
		  YYYY          MM        DD

281.	 Specify cause of death: __________________________________________________

283.	 Research sample recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ 

285.	 Research sample donor ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

274.	 Specify:_______________________________________________________________

276.	 Was the blood transfusion product autologous?

	 ☐ yes	 277.	 Specify number of units: ___ ___

	 ☐ no

278.	 Was the blood transfusion product allogeneic (homologous)?

	 ☐ yes 	 279.	 Specify number of units: ___ ___

	 ☐ no

269.	 Other disease

	 ☐ yes	 270.	 Specify other disease:______________________________

	 ☐ no	 271.	 Specify results

			   ☐ Positive	 ☐ Carrier of the trait	 ☐ Negative
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2006: Hematopoietic Cellular Transplant (HCT) 
Infusion

OMB No: 0915-0310
Expiration Date: 7/31/2016
Public Burden Statement:  An agency may not conduct or sponsor, and a person is not required to respond to, a collection of information unless 
it displays a currently valid OMB control number. The OMB control number for this project is 0915-0310. Public reporting burden for this collection 
of information is estimated to average 1.0 hours per response, including the time for reviewing instructions, searching existing data sources, 
and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection 
of information, including suggestions for reducing this burden, to HRSA Reports Clearance Officer, 5600 Fishers Lane, Room 10-29, Rockville, 
Maryland, 20857.
 
CIBMTR Center Number: ___ ___ ___ ___ ___ 	
 
CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ 	
 
Date of HCT for which this form is being completed: __  __  __  __ / __  __ / __  __	
		  YYYY           MM       DD	
 

HCT type (check only one)	 ☐ Autologous	 ☐ Allogeneic, unrelated	 ☐ Allogeneic, related
 

Product type (check only one)	 ☐ Bone marrow	

	 ☐ PBSC	

	 ☐ Single cord blood unit	

	 ☐ Other product. Specify:________________________________________________________________________

Registry Use Only
Sequence Number:

Date Received:

Key Fields



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

1.	 Specify donor

	 ☐ Autologous - Go to question 16	

	 ☐ Autologous cord blood unit - Go to question 5	

	 ☐ NMDP unrelated cord blood unit - Go to question 2	

	 ☐ NMDP unrelated donor - Go to question 3	

	 ☐ Related donor - Go to question 10	

	 ☐ Related cord blood unit - Go to question 5	

	 ☐ Non-NMDP unrelated donor - Go to question 4	

	 ☐ Non-NMDP unrelated cord blood unit - Go to question 5	

CIBMTR Form 2006 revision 4 (page 2 of 30). Last Updated October, 2013.
Copyright (c) 2013 National Marrow Donor Program and
The Medical College of Wisconsin, Inc. All rights reserved.

Donor/Cord Blood Unit Identification Questions: 1-15

2.	 NMDP cord blood unit ID: ________________________ - Go to question 15

3.	 NMDP donor ID: ________________________ - Go to question 15

4.	 Non-NMDP unrelated donor ID: ________________________ (not applicable for related donor)	
	 - Go to question 8

5.	 Non-NMDP cord blood unit ID: ________________________ (include related and autologous CBUs) 	

6.	 Is the CBU ID also the ISBT DIN number?

	 ☐ yes 			 

	 ☐ no	

8.	 Registry or UCB Bank ID

	 ☐ (A) Austrian Bone Marrow Donors

	 ☐ (ACB) Austrian Cord Blood Registry

	 ☐ (ACCB) StemCyte, Inc.

	 ☐ (AE) Emirates Bone Marrow Donor Registry

	 ☐ (AM) Armenian Bone Marrow Donor Registry Charitable Trust

	 ☐ (AOCB) University of Colorado Cord Blood Bank

	 ☐ (AR) Argentine CPH Donors Registry

	 ☐ (ARCB) BANCEL - Argentina Cord Blood Bank

	 ☐ (AUCB) Australian Cord Blood Registry

	 ☐ (AUS) Australian/New Zealand Bone Marrow Donor Registry

	 ☐ (B) Marrow Donor Program Belgium

	 ☐ (BCB) Belgium Cord Blood Registry

	 ☐ (BG) Bulgarian Bone Marrow Donor Registry

	 ☐ (BR) INCA/REDOMO

	 ☐ (BSCB) British Bone Marrow Registry - Cord Blood

	 ☐ (CB) Cord Blood Registry

	 ☐ (CH) Swiss BloodStem Cells - Adult Donors

	 ☐ (CHCB) Swiss Blood Stem Cells - Cord Blood

	 ☐ (CKCB) Celgene Cord Blood Bank

	 ☐ (CN) China Marrow Donor Program (CMDP)

	 ☐ (CNCB) Shan Dong Cord Blood Bank

	 ☐ (CND) Canadian Blood Services Bone Marrow Donor Registry

	 ☐ (CS2) Czech National Marrow Donor Registry

7.	 Specify the ISBT DIN number:____________________________



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___
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	 ☐ (CSCR) Czech Stem Cells Registry

	 ☐ (CY) Cyprus Paraskevaidio Bone Marrow Donor Registry

	 ☐ (CY2) The Cyprus Bone Marrow Donor Registry

	 ☐ (D) ZKRD - Zentrales Knochenmarkspender - Register Deutschland Adult Donors

	 ☐ (DCB) ZKRD - Zentrales Knochenmarkspender - Register Deutschland Cord Blood

	 ☐ (DK) The Danish Bone Marrow Donor Registry

	 ☐ (DK2) Bone Marrow Donors Copenhagen (BMDC)

	 ☐ (DUCB) German Branch of the European Cord Blood Bank

	 ☐ (E) REDMO

	 ☐ (ECB) Spanish Cord Blood Registry

	 ☐ (F) France Greffe de Moelle - Adult Donors

	 ☐ (FCB) France Greffe de Moelle - Cord Blood

	 ☐ (FI) Finnish Bone Marrow Donor Registry

	 ☐ (FICB) Finnish Cord Blood Registry

	 ☐ (GB) The Anthony Nolan Trust

	 ☐ (GB3) Welsh Bone Marrow Donor Registry

	 ☐ (GB4) British Bone Marrow Registry

	 ☐ (GR) Unrelated Hematopoietic Stem Cell Donor Registry Greece

	 ☐ (GRCB) Michigan Community Blood Centers Cord Blood Bank

	 ☐ (H) Hungarian Bone Marrow Donor Registry

	 ☐ (HEM) Hema-Quebec

	 ☐ (HK) Hong Kong Bone Marrow Donor Registry

	 ☐ (HR) Croatian Bone Marrow Donor Registry

	 ☐ (I) Italian Bone Marrow Donor Registry

	 ☐ (I3CB) Sheba Medical Centre Cord Blood Registry

	 ☐ (ICB) Italian Cord Blood Bank Network

	 ☐ (IL) Hadassah BMDR

	 ☐ (IL2) Ezer Mizion Bone Marrow Donor Registry

	 ☐ (IL3) Sheba Medical Center Donor Registry

	 ☐ (ILCB) Isreal Cord Blood Bank

	 ☐ (IN) Asian Indian Donor Marrow Registry

	 ☐ (IN2) Dept. of Transfusion Medicine

	 ☐ (IRL) The Irish Unrelated Bone Marrow Panel

	 ☐ (JP) Japan Marrow Donor Program

	 ☐ (KR) Korea Marrow Donor Program

	 ☐ (LT) Lithuanian National Bone Marrow Donor Registry

	 ☐ (LVCB) Leuven Cord Blood Bank

	 ☐ (MACB) Victoria Angel Registry of Hope

	 ☐ (MX) Mexican Bone Marrow Donor Registry

	 ☐ (N) The Norwegian Bone Marrow Donor Registry

	 ☐ (NL) Europdonor Foundation- Adult Donors

	 ☐ (NLCB) Europdonor Foundation - Cord Blood

	 ☐ (NYCB) National Cord Blood Program, New York Blood Center

	 ☐ (P) Portuguese Bone Marrow Donors Registry	



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___
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	 ☐ (PL) National Polish Bone Marrow Registry

	 ☐ (PL2) Unrelated Bone Marrow Donor Registry -Adult Donors

	 ☐ (PL3) Against Leukemia Foundation Marrow Donor Registry

	 ☐ (PL4) Ursula Jaworska Foundation - Bone Marrow Donor Registry

	 ☐ (PL5) Polish Central Bone Marrow Donor Registry - Adult Donors

	 ☐ (PMCB) Elie Katz Umbilical Cord Blood Program

	 ☐ (R) Russian Bone Marrow Donor Registry

	 ☐ (R2) Karelian Registry of Unrelated Donors of Hematopoietic Stem Cells

	 ☐ (S) Tobias Registry of Swedish Bone Marrow Donors

	 ☐ (SG) Singapore Bone Marrow Donor Programme (BMDP)

	 ☐ (SK) Slovak National Bone Marrow Donor Registry

	 ☐ (SKCB) Eurocord Slovakia/Slovak Pacental Stem Cell Registry

	 ☐ (SLCBB) St Louis Cord Blood Bank

	 ☐ (SLO) Slovenia Donor

	 ☐ (SM) San Marino Bone Marrow Donor Registry

	 ☐ (T1CB) TRAN - Cord Blood

	 ☐ “(TACB) StemCyte, Inc. Taiwan”

	 ☐ “(TECB) Healthbanks Biotech, Co., Ltd “

	 ☐ (TH) Thai Stem Cell Donor Registry (TSCDR)

	 ☐ (TOCB) Tokyo Cord Blood Bank

	 ☐ (TPCB) BIONET/BabyBanks

	 ☐ (TRAN) TRAN - Adult Donors

	 ☐ (TRIS) Bone Marrow Bank of Istanbul Medical Faculty

	 ☐ (TW) Buddhist Tzu Chi Stem Cells Center - Adult Donors

	 ☐ (TWCB) Buddhist Tzu Chi Stem Cells Center - Cord Blood

	 ☐ (U1CB) National Marrow Donor Program - Cord Blood

	 ☐ (USA1) National Marrow Donor Program - Adult Donors

	 ☐ (USA2) America Bone Marrow Donor Registry

	 ☐ (UY) SINDOME

	 ☐ (VIAC) Viacord

	 ☐ (W3CB) Polish Central Bone Marrow Donor Registry - Cord Blood

	 ☐ (WACB) Unrelated Bone Marrow Donor Registry - Cord Blood

	 ☐ (ZA) South African Bone Marrow Registry

	 ☐ (OTH) Other Registry 	
9.	 Specify other Registry or UCB Bank:______________________



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

		

	

16.	 Did the donor receive therapy, prior to any stem cell harvest, to enhance the product collection for this HCT?

	 ☐ yes	

	 ☐ no	
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Pre-Collection Therapy Questions: 16-27

10.	 Date of birth (donor/infant)

	 ☐ Known
	

	 ☐ Unknown

		

14.	 Sex (donor/infant)	 ☐ male	 ☐ female

15.	 Was the product derived from an NMDP adult donor, NMDP cord blood unit, or non-NMDP cord blood unit?

	 ☐ yes	 ☐ no

17.	 Growth and mobilizing factor(s)

	 ☐ yes 	 18.	 G-CSF 			   ☐ yes 	 ☐ no

	 ☐ no	 19.	 Pegylated G-CSF		  ☐ yes	 ☐ no

		  20.	 GM-CSF			   ☐ yes	 ☐ no

		  21.	 Plerixafor (Mozobil)		  ☐ yes	 ☐ no

		  22.	 Other growth or mobilizing factor

			   ☐ yes	  23.	 Specify other growth or mobilizing factor:

				    ☐ no		  _ __________________________________	
					   
24.	 Systemic therapy (chemotherapy) (autologous only)

	 ☐ yes	 25.	 Anti-CD20 (rituximab, Rituxan) (autologous only) 	

	 ☐ no		  ☐ yes	 ☐ no
	
26.	 Other therapy

	 ☐ yes	 27.	 Specify other therapy:___________________________________ 	

	 ☐ no

12.	 Age (donor/infant)

	 ☐ Known	 13. 	 Age (dongor/infant) ___ ___ 		

	 ☐ Unknown		  ☐ Months (use only if less than 1 year old)	 ☐ years

11.	 Date of birth: __  __  __  __ / __  __ / __  __ 
	  	 YYYY           MM       DD



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

 

28.	 Date of first collection for this mobilization: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

29.	 Was more than one collection required for this HCT?

	 ☐ yes	

	 ☐ no	
	

31.	 Were anticoagulants added to the product during collection?

	 ☐ yes

	 ☐ no

37.	 Were anticoagulants added to the product before freezing?

	 ☐ yes

	 ☐ no

43.	 Was this product collected off-site and shipped to your facility?

	 ☐ yes

	 ☐ no
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Specify anticoagulant(s):

32.	 Acid citrate dextrose (ACD)			   ☐ yes	 ☐ no

33.	 Citrate phosphate dextrose (CPD)				    ☐ yes	 ☐ no

34.	 Heparin				    ☐ yes	 ☐ no	

35.	 Other anticoagulant

	 ☐ yes 	 36.	 Specify other anticoagulant:______________________________

	 ☐ no

Specify anticoagulant(s):

38. 	 Acid citrate dextrose (ACD)						      ☐ yes	 ☐ no

39.	 Citrate phosphate dextrose (CPD)						      ☐ yes	 ☐ no

40.	 Heparin						      ☐ yes	 ☐ no

41.	 Other anticoagulant

	 ☐ yes	 42. 	 Specify other anticoagulant:_ _____________________________

	 ☐ no	

44.	 Date of receipt of product at your facility: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

45.	 Time of receipt of product (24-hour clock):	

	 ___  ___ - ___  ___ 	☐ standard time	 ☐ daylight savings time	
	 HH            MM  

46.	 Specify the shipping environment of the product(s)

	 ☐ Frozen gel pack (refrigerator temperature)

	 ☐ Frozen cord blood unit(s)	

	 ☐ Room temperature per transplant center request	

Product Transport and Receipt Questions: 43-56

Complete a separate CIBMTR form 2006 – HCT Infustion for each subsequent collection 
that was not part of this mobilization. 
30.	 Specify the number of subsequent days of collection in this episode:	___ 

Product Collection Questions: 28-42

If more than one type of HCT product is infused, each product type must be analyzed and reported separately. 
A series of collections should be considered a single product when they are all from the same donor and use the same collection method and technique (and mobilization, 
if appicable), even if the collections are performed on different days.



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

57.	 Was a fresh product received (e.g. not frozen)? (NMDP products only)

	 ☐ Yes

	 ☐ No

	 ☐ not applicable, cord blood unit

59.	 Was the product thawed from a cryopreserved state prior to infusion?

	 ☐ yes

	 ☐ no
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	 ☐ Other shipping environment	

48.	 Was there any indication that the environment within the shipper was outside the 
	 expected temperature range for this product at any time during shipment? (Cord blood 	
	 units only)

	 ☐ yes	 ☐ no

49	 Were the secondary containers (e.g., insulated shipping containers and unit cassette) 	
	 intact when they arrived at your center? (Cord blood units only)

	 ☐ yes	 ☐ no

50.	 Was the cord blood unit stored at your center prior to thawing?

	 ☐ yes	 51.	 Specify the storage method used for the cord blood unit

	 ☐ no	 ☐ Electric freezer	 ☐ Liquid nitrogen	 ☐ Vapor phase

		  52.	 Temperature during storage

			   ☐ < -150° C

			   ☐ ≥ -150° C to < -135° C

			   ☐ ≥ -135° C to < -80° C

			   ☐ ≥ -80° C
 
		  53.	 Date storage started: __  __  __  __ / __  __ / __  __
				    YYYY           MM       DD

Report the total number of cells (not cells per kilogram) prior to cryopreservation: 
(Information provided for the unit by the cord blood bank).

54.	 Total nucleated cells: ___ ___ ___ ● ___ ___ x 10 ___ ___ (Includes nucleated red and 	
	 nucleated white cells) (Cord blood units only)

55.	 CD34+ cells (cord blood units only)

	 ☐ Done	 56.	 Total number of CD34+ cells: 

	 ☐ Not done
			   ___ ___ ___ ● ___ ___ x 10 ___ ___

58.	 Was the entire fresh product cryopreserved at your facility prior to infusion? (NMDP 		
	 products only)

	 ☐ yes	 ☐ no

60.	 Was the entire product thawed?

	 ☐ yes	  		

	 ☐ no	 61.	 Was only a compartment of the bag thawed? (Cord blood units 	

			   only) 	☐ yes	 ☐ no
	

Product Processing/Manipulation Questions: 57-108

47.	 Specify other shipping 
	 environment:	

	 ___________________________



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

71.	 Was the product manipulated prior to infusion?

	 ☐ yes

	 ☐ no
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		  62.	 Were there multiple product bags?	

			   ☐ yes 	 63.	 Specify number of bags thawed: ___ ___	

			   ☐ no

64.	 Date thawing process initiated: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

65.	 Time at initiation of thaw (24-hour clock): 

	 ___  ___ - ___  ___ 	☐ standard time	 ☐ daylight savings time	
	 HH            MM  

66.	 Time product ready for infusion or expansion (24-hour clock): 

	 ___  ___ - ___  ___ 	☐ standard time	 ☐ daylight savings time	
	 HH            MM  

67.	 Was the primary container (e.g., cord blood unit bag) intact upon thawing?

	 ☐ yes	 ☐ no

68.	 What method was used to thaw the product?

	 ☐ Waterbath

	 ☐ Electric warmer

	 ☐ Other method	 69.	 Specify other method:__________________

70.	 Did any adverse events, incidents, or product complaints occur while preparing or 		
	 thawing the product?

	 ☐ yes	 ☐ no

72.	 Specify portion manipulated	 ☐ entire product	 ☐ portion of product

Specify all methods used to manipulate the product:

73.	 Washed	 ☐ yes	 ☐ no

74.	 Diluted	 ☐ yes	 ☐ no

75.	 Buffy coat enriched (buffy coat preparation)	 ☐ yes	 ☐ no

76.	 B-cell reduced	 ☐ yes	 ☐ no

77.	 CD8 reduced	 ☐ yes	 ☐ no

78.	 Plasma reduced (removal)	 ☐ yes	 ☐ no

79.	 RBC reduced	 ☐ yes	 ☐ no

80.	 Cultured (ex-vivo expansion)	 ☐ yes	 ☐ no

81.	 Genetic manipulation (gene transfer/transduction)	 ☐ yes	 ☐ no

82.	 PUVA treated	 ☐ yes	 ☐ no

83.	 CD34 enriched (CD34+ selection)	 ☐ yes	 ☐ no

84.	 CD133 enriched	 ☐ yes	 ☐ no

85.	 Monocyte enriched	 ☐ yes	 ☐ no

86.	 Mononuclear cells enriched	 ☐ yes	 ☐ no

mopatel
Line



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___
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87.	 T-cell depletion	

	 ☐ yes	 Specify method:	

	 ☐ no	 88. 	 Antibody affinity column

		  ☐ yes - Report the antibodies used for T-cell depletion at 		
			   question 96

		  ☐ no	

		  89.	 Antibody coated plates	

			   ☐ yes - Report the antibodies used for T-cell depletion at 		
				    question 96	

			   ☐ no

		  90.	 Antibody coated plates and soybean lectin

			   ☐ yes - Report the antibodies used for T-cell depletion at 		
				    question 96

			   ☐ no

		  91.	 Antibody + toxin

			   ☐ yes - Report the antibodies used for T-cell depletion at 		
				    question 96

			   ☐ no	

		  92.		 Immunomagnetic beads

			   ☐ yes - Report the antibodies used for T-cell depletion at 		
				    question 96

				    ☐ no	

		  93.		 CD34 affinity column plus 			   ☐ yes	 ☐ no
				    sheep red blood cell rosetting

94.	 Other cell manipulation

	 ☐ yes 	 95.	 Specify other cell manipulation:_ __________________________

	 ☐ no

96.	 Were antibodies used during product manipulation?

	 ☐ yes	 Specify antibodies:

	 ☐ no	 97.	 Anti CD2	 ☐ yes	 ☐ no

		  98.	 Anti CD3	 ☐ yes	 ☐ no	

		  99.	 Anti CD4	 ☐ yes	 ☐ no

		  100.	 Anti CD5	 ☐ yes	 ☐ no

		  101.	 Anti CD6	 ☐ yes	 ☐ no

		  102.	 Anti CD7	 ☐ yes	 ☐ no

		  103.	 Anti CD8	 ☐ yes	 ☐ no

		  104.	 Anti CD19	 ☐ yes	 ☐ no

		  105.	 a/ß antibody	 ☐ yes	 ☐ no

		  106.	 Anti CD52 (Campath)	 ☐ yes	 ☐ no	

		  107.	 Other antibody

		  ☐ yes	 108.	 Specify other antibody:_________________

		  ☐ no



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

The following section refers to autologous products only, including autologous cord blood; if this is not an autologous HCT, continue with 
the Product Analysis section at question 158.
109.	 Were tumor cells detected in the recipient or autologous product prior to HCT?

	 ☐ yes

	 ☐ no
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Specify tumor cell detection method used and site(s) of tumor cells:
110.	 Routine histopathology

	 ☐ yes	 Specify site(s):

	 ☐ no	 111.	 Circulating blood cells		  ☐ Yes	 ☐ No	 ☐ Not done	

		  112.	 Bone marrow (in the interval between 	 ☐ Yes	 ☐ No	 ☐ Not done
			   last systemic therapy and collection)		

		  113.	 Collected cells (before purging)	 ☐ Yes	 ☐ No	 ☐ Not done

114.	 Polymerase chain reaction (PCR)

	 ☐ yes	 Specify site(s):

	 ☐ no	 115.	 Circulating blood cells		  ☐ Yes	 ☐ No	 ☐ Not done

		  116.	 Bone marrow (in the interval between 	 ☐ Yes	 ☐ No	 ☐ Not done
			   last systemic therapy and collection)		

		  117.	 Collected cells (before purging)	 ☐ Yes	 ☐ No	 ☐ Not done

118.	 Other molecular technique

	 ☐ yes 	 119.	 Specify method:_ __________________________________________________

	 ☐ no	 Specify site(s):

		  120.	 Circulating blood cells	 ☐ Yes	 ☐ No	 ☐ Not done

		  121.	 Bone marrow (in the interval between 	 ☐ Yes	 ☐ No	 ☐ Not done
			   last systemic therapy and collection)		

		  122.	 Collected cells (before purging)	 ☐ Yes	 ☐ No	 ☐ Not done
		
123.	 Immunohistochemistry

	 ☐ yes	 Specify site(s):

	 ☐ no	 124.	 Circulating blood cells	 ☐ Yes	 ☐ No	 ☐ Not done

		  125.	 Bone marrow (in the interval between 	 ☐ Yes	 ☐ No	 ☐ Not done
			   last systemic therapy and collection)		

		  126.	 Collected cells (before purging)	 ☐ Yes	 ☐ No	 ☐ Not done

127.	 Cell culture technique

	 ☐ yes	 Specify site(s):

	 ☐ no	 128.	 Circulating blood cells	 ☐ Yes	 ☐ No	 ☐ Not done

		  129.	 Bone marrow (in the interval between 	 ☐ Yes	 ☐ No	 ☐ Not done
			   last systemic therapy and collection)		

		  130.	 Collected cells (before purging)	 ☐ Yes	 ☐ No	 ☐ Not done

131.	 Other technique

	 ☐ yes	 132.	 Specify:___________________________________________________________

	 ☐ no	 Specify site(s):

		  133.	 Circulating blood cells	 ☐ Yes	 ☐ No	 ☐ Not done

		  134.	 Bone marrow (in the interval between 	 ☐ Yes	 ☐ No	 ☐ Not done
			   last systemic therapy and collection)		

		  135.	 Collected cells (before purging)	 ☐ Yes	 ☐ No	 ☐ Not done

Autologous Products Only Questions: 109-157



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

136.	 Was the product treated to remove malignant cells (purged)?

	 ☐ yes

	 ☐ no

158.	 Specify the timepoint in the product preparation phase that the product was analyzed

	 ☐ Product arrival	 ☐ Pre-cryopreservation	 ☐ Post-thaw	 ☐ At infusion

159.	 Date of product analysis: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

160.	 Total volume of product plus additives: ___ ___ ___ ___ ___ ● ___
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Specify method(s) used:
137.	 Monoclonal antibody

	 ☐ yes	 138.	 Specify monoclonal antibody:_____________________________

	 ☐ no

139.	 4-hydroperoxycyclophosphamide (4HC)	 ☐ yes	 ☐ no

140.	 Mafosfamide	 ☐ yes	 ☐ no

141.	 Other drug

	 ☐ yes	 142.	 Specify other drug:_____________________________________

	 ☐ no

143.	 Elutriation	 ☐ yes	 ☐ no

144.	 Immunomagnetic column	 ☐ yes	 ☐ no

145.	 Toxin

	 ☐ yes	 146.	 Specify toxin:__________________________________________

	 ☐ no

147.	 CD34 selection (other than preparation of mononuclear fraction)

	 ☐ yes	 148.	 Specify method:_ ______________________________________

	 ☐ no

149.	 Other method

	 ☐ yes	 150.	 Specify:______________________________________________

	 ☐ no

Specify if tumor cells were detected in the graft after purging by each method used: 

151.	 Routine histopathology	 ☐ Yes	 ☐ No	 ☐ Not done

152.	 Polymerase chain reaction (PCR)	 ☐ Yes	 ☐ No	 ☐ Not done

153.	 Other molecular technique	 ☐ Yes	 ☐ No	 ☐ Not done

154.	 Immunohistochemistry	 ☐ Yes	 ☐ No	 ☐ Not done

155.	 Cell culture technique	 ☐ Yes	 ☐ No	 ☐ Not done

156.	 Other

	 ☐ Yes 	 157.	 Specify:______________________________________________

	 ☐ No

	 ☐ Not done

Product Analysis (All Products) Questions: 158-195
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In this section, report the total number of cells (not cells per kilogram) not corrected for viability
161.	 Total nucleated cells (TNC) (Includes nucleated red and nucleated white cells)

	 ☐ Done	

	 ☐ Not done

163.	 Nucleated white blood cells

	 ☐ Done

	 ☐ Not done

165.	 Mononuclear cells

	 ☐ Done

	 ☐ Not done

167.	 Nucleated red blood cells

	 ☐ Done

	 ☐ Not done

169.	 CD34+ cells

	 ☐ Done

	 ☐ Not done

171.	 CD3+ cells

	 ☐ Done

	 ☐ Not done

173.	 CD3+CD4+ cells

	 ☐ Done

	 ☐ Not done	

175.	 CD3+CD8+ cells

	 ☐ Done

	 ☐ Not done

177.	 Viability of cells

	 ☐ Done

	 ☐ Not done

181.	 Were the colony-forming units (CFU) assessed after thawing? (Cord blood units only)

	 ☐ yes

	 ☐ no
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170.	 Total number of CD34+ cells: ___ ___ ___ ___ ● ___ ___ x 10 ___ ___

172.	 Total number of CD3+ cells: ___ ___ ___ ___ ● ___ ___ x 10 ___ ___	

174.	 Total number of CD3+CD4+ cells: ___ ___ ___ ___ ● ___ ___ x 10 ___ ___

176.	 Total number of CD3+CD8+ cells: ___ ___ ___ ___ ● ___ ___ x 10 ___ ___

178.	 Viability of cells: ___ ___ ___ %

179.	 Method of testing cell viability

	 ☐ 7-AAD	

	 ☐ Propidium iodide	

	 ☐ Trypan blue	

	 ☐ Other method	 180.	 Specify other method: _ ________________

182.	 Was there growth?	 ☐ yes	 ☐ no

183.	 Total CFU-GM	

	 ☐ Done	 184.	 Total CFU-GM: ___ ___ ___ ___ ● ___ x 10 ___ ___

	 ☐ Not done

185.	 Total BFU-E	

	 ☐ Done	 186.	 Total BFU-E: ___ ___ ___ ___ ● ___ x 10 ___ ___

	 ☐ Not done

162.	 Total nucleated cells: ___ ___ ___ ___ ● ___ ___ x 10 ___ ___

164.	 Total number of nucleated white blood cells: ___ ___ ___ ___ ● ___ ___ x 10 ___ ___ 

166.	 Total number of mononuclear cells: ___ ___ ___ ___ ● ___ ___ x 10 ___ ___

168.	 Total number of nucleated red blood cells: ___ ___ ___ ___ ● ___ ___ x 10 ___ ___
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187.	 Were cultures performed before infusion to test the product(s) for bacterial or fungal infection? (complete for all cell products)

	 ☐ yes	

	 ☐ no	
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188.	 Specify results	 ☐ Positive	 ☐ Negative	 ☐ Unknown

Specify organism(s):

189.	 ☐ 121 Acinetobacter

	 ☐ 122 Actinomyces

	 ☐ 123 Bacillus

	 ☐ 124 Bacteroides(gracillis,uniformis,vulgaris, other species)

	 ☐ 125 Bordetella pertussis (whooping cough)

	 ☐ 126 Borrelia (lyme disease)

	 ☐ 127 Branhamella or Moraxella catarrhalis(other species)

	 ☐ 128 Campylobacter (all species)

	 ☐ 129 Capnocytophaga

	 ☐ 171 Chlamydia pneumoniae

	 ☐ 172 Other chlamydia, specify

	 ☐ 113 Chlamydia, NOS

	 ☐ 130 Citrobacter (freundii, other species)

	 ☐ 131 Clostridium (all species except difficile)

	 ☐ 132 Clostridium difficile

	 ☐ 173 Corynebacterium jeikeium

	 ☐ 133 Corynebacterium (all non-diptheria species)

	 ☐ 101 Coxiella

	 ☐ 134 Enterobacter

	 ☐ 177 Enterococcus, vancomycin resistant(VRE)

	 ☐ 135 Enterococcus(all species)

	 ☐ 136 Escherichia (also E.coli)

	 ☐ 137 Flavimonas oryzihabitans

	 ☐ 138 Flavobacterium

	 ☐ 139 Fusobacterium

	 ☐ 144 Haemophilus(all species, including influenzae)

	 ☐ 145 Helicobacter pylori

	 ☐ 146 Klebsiella

	 ☐ 147 Lactobacillus(bulgaricus, acidophilus, other species)

	 ☐ 102 Legionella

	 ☐ 103 Leptospira

	 ☐ 148 Leptorichia buccalis

	 ☐ 149 Leuconostoc(all species)

	 ☐ 104 Listeria

	 ☐ 150 Methylobacterium

	 ☐ 151 Micrococcus, NOS

	 ☐ 112 Mycobacterium avium-intracellulare(MAC, MAI)

	 ☐ 174 Mycobacterium species (cheloneae, fortuitum, haemophilum,kansasii, 			 
		  mucogenicum)

	 ☐ 110 Mycobacterium tuberculosis (tuberculosis,Koch bacillus)

	 ☐ 175 Other mycobacterium, specify
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	 ☐ 176 Mycobacterium, NOS

	 ☐ 105 Mycoplasma

	 ☐ 152 Neisseria (gonorrhoea, meningitidis, other species)

	 ☐ 106 Nocardia

	 ☐ 153 Pasteurella multocida

	 ☐ 154 Propionibacterium (acnes, avidum, granulosum, other species)

	 ☐ 155 Proteus

	 ☐ 156 Pseudomonas (all species except cepacia & maltophilia)

	 ☐ 157 Pseudomonas or Burkholderia cepacia

	 ☐ 158 Pseudomonas or Stenotrophomonas or Xanthomonas maltophilia

	 ☐ 159 Rhodococcus

	 ☐ 107 Rickettsia

	 ☐ 160 Salmonella (all species)

	 ☐ 161 Serratia marcescens

	 ☐ 162 Shigella

	 ☐ 163 Staphylococcus, coagulase negative(not aureus)

	 ☐ 164 Staphylococcus aureus

	 ☐ 165 Staphylococcus, NOS

	 ☐ 166 Stomatococcus mucilaginosis

	 ☐ 167 Streptococcus (all species except Enterococcus)

	 ☐ 178 Streptococcus pneumoniae

	 ☐ 168 Treponema ( syphilis )

	 ☐ 169 Vibrio (all species)

	 ☐ 197 Multiple bacteria at a single site, specify bacterial codes

	 ☐ 198 Other bacteria, specify

	 ☐ 501 Suspected atypical bacterial infection

	 ☐ 502 Suspected bacterial infection

	 ☐ 200 Candida, NOS

	 ☐ 201 Candida albicans

	 ☐ 206 Candida guillermondi

	 ☐ 202 Candida krusei

	 ☐ 207 Candida lusitaniae

	 ☐ 203 Candida parapsilosis

	 ☐ 204 Candida tropicalis

	 ☐ 205 Candida (Torulopsis) glabrata

	 ☐ 209 Other Candida, specify

	 ☐ 210 Aspergillus, NOS

	 ☐ 211 Aspergillus flavus

	 ☐ 212 Aspergillus fumigatus

	 ☐ 213 Aspergillus niger

	 ☐ 219 Other Aspergillus, specify

	 ☐ 220 Cryptococcus species

	 ☐ 230 Fusarium species

	 ☐ 261 Histoplasmosis
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	 ☐ 240 Zygomycetes, NOS

	 ☐ 241 Mucormycosis

	 ☐ 242 Rhizopus

	 ☐ 250 Yeast, NOS

	 ☐ 259 Other fungus, specify

	 ☐ 260 Pneumocystis (PCP/PJP)

	 ☐ 503 Suspected fungal infection

190.	 ☐ 121 Acinetobacter

	 ☐ 122 Actinomyces

	 ☐ 123 Bacillus

	 ☐ 124 Bacteroides(gracillis,uniformis,vulgaris, other species)

	 ☐ 125 Bordetella pertussis (whooping cough)

	 ☐ 126 Borrelia (lyme disease)

	 ☐ 127 Branhamella or Moraxella catarrhalis(other species)

	 ☐ 128 Campylobacter (all species)

	 ☐ 129 Capnocytophaga

	 ☐ 171 Chlamydia pneumoniae

	 ☐ 172 Other chlamydia, specify

	 ☐ 113 Chlamydia, NOS

	 ☐ 130 Citrobacter (freundii, other species)

	 ☐ 131 Clostridium (all species except difficile)

	 ☐ 132 Clostridium difficile

	 ☐ 173 Corynebacterium jeikeium

	 ☐ 133 Corynebacterium (all non-diptheria species)

	 ☐ 101 Coxiella

	 ☐ 134 Enterobacter

	 ☐ 177 Enterococcus, vancomycin resistant(VRE)

	 ☐ 135 Enterococcus(all species)

	 ☐ 136 Escherichia (also E.coli)

	 ☐ 137 Flavimonas oryzihabitans

	 ☐ 138 Flavobacterium

	 ☐ 139 Fusobacterium

	 ☐ 144 Haemophilus(all species, including influenzae)

	 ☐ 145 Helicobacter pylori

	 ☐ 146 Klebsiella

	 ☐ 147 Lactobacillus(bulgaricus, acidophilus, other species)

	 ☐ 102 Legionella

	 ☐ 103 Leptospira

	 ☐ 148 Leptorichia buccalis

	 ☐ 149 Leuconostoc(all species)

	 ☐ 104 Listeria

	 ☐ 150 Methylobacterium

	 ☐ 151 Micrococcus, NOS
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	 ☐ 112 Mycobacterium avium-intracellulare(MAC, MAI)

	 ☐ 174 Mycobacterium species (cheloneae, fortuitum, haemophilum,kansasii, 			 
		  mucogenicum)

	 ☐ 110 Mycobacterium tuberculosis (tuberculosis,Koch bacillus)

	 ☐ 175 Other mycobacterium, specify

	 ☐ 176 Mycobacterium, NOS

	 ☐ 105 Mycoplasma

	 ☐ 152 Neisseria (gonorrhoea, meningitidis, other species)

	 ☐ 106 Nocardia

	 ☐ 153 Pasteurella multocida

	 ☐ 154 Propionibacterium (acnes, avidum, granulosum, other species)

	 ☐ 155 Proteus

	 ☐ 156 Pseudomonas (all species except cepacia & maltophilia)

	 ☐ 157 Pseudomonas or Burkholderia cepacia

	 ☐ 158 Pseudomonas or Stenotrophomonas or Xanthomonas maltophilia

	 ☐ 159 Rhodococcus

	 ☐ 107 Rickettsia

	 ☐ 160 Salmonella (all species)

	 ☐ 161 Serratia marcescens

	 ☐ 162 Shigella

	 ☐ 163 Staphylococcus, coagulase negative(not aureus)

	 ☐ 164 Staphylococcus aureus

	 ☐ 165 Staphylococcus, NOS

	 ☐ 166 Stomatococcus mucilaginosis

	 ☐ 167 Streptococcus (all species except Enterococcus)

	 ☐ 178 Streptococcus pneumoniae

	 ☐ 168 Treponema ( syphilis )

	 ☐ 169 Vibrio (all species)

	 ☐ 197 Multiple bacteria at a single site, specify bacterial codes

	 ☐ 198 Other bacteria, specify

	 ☐ 501 Suspected atypical bacterial infection

	 ☐ 502 Suspected bacterial infection

	 ☐ 200 Candida, NOS

	 ☐ 201 Candida albicans

	 ☐ 206 Candida guillermondi

	 ☐ 202 Candida krusei

	 ☐ 207 Candida lusitaniae

	 ☐ 203 Candida parapsilosis

	 ☐ 204 Candida tropicalis

	 ☐ 205 Candida (Torulopsis) glabrata

	 ☐ 209 Other Candida, specify

	 ☐ 210 Aspergillus, NOS

	 ☐ 211 Aspergillus flavus

	 ☐ 212 Aspergillus fumigatus
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	 ☐ 213 Aspergillus niger

	 ☐ 219 Other Aspergillus, specify

	 ☐ 220 Cryptococcus species

	 ☐ 230 Fusarium species

	 ☐ 261 Histoplasmosis

	 ☐ 240 Zygomycetes, NOS

	 ☐ 241 Mucormycosis

	 ☐ 242 Rhizopus

	 ☐ 250 Yeast, NOS

	 ☐ 259 Other fungus, specify

	 ☐ 260 Pneumocystis (PCP/PJP)

	 ☐ 503 Suspected fungal infection

191.	 ☐ 121 Acinetobacter

	 ☐ 122 Actinomyces

	 ☐ 123 Bacillus

	 ☐ 124 Bacteroides(gracillis,uniformis,vulgaris, other species)

	 ☐ 125 Bordetella pertussis (whooping cough)

	 ☐ 126 Borrelia (lyme disease)

	 ☐ 127 Branhamella or Moraxella catarrhalis(other species)

	 ☐ 128 Campylobacter (all species)

	 ☐ 129 Capnocytophaga

	 ☐ 171 Chlamydia pneumoniae

	 ☐ 172 Other chlamydia, specify

	 ☐ 113 Chlamydia, NOS

	 ☐ 130 Citrobacter (freundii, other species)

	 ☐ 131 Clostridium (all species except difficile)

	 ☐ 132 Clostridium difficile

	 ☐ 173 Corynebacterium jeikeium

	 ☐ 133 Corynebacterium (all non-diptheria species)

	 ☐ 101 Coxiella

	 ☐ 134 Enterobacter

	 ☐ 177 Enterococcus, vancomycin resistant(VRE)

	 ☐ 135 Enterococcus(all species)

	 ☐ 136 Escherichia (also E.coli)

	 ☐ 137 Flavimonas oryzihabitans

	 ☐ 138 Flavobacterium

	 ☐ 139 Fusobacterium

	 ☐ 144 Haemophilus(all species, including influenzae)

	 ☐ 145 Helicobacter pylori

	 ☐ 146 Klebsiella

	 ☐ 147 Lactobacillus(bulgaricus, acidophilus, other species)

	 ☐ 102 Legionella

	 ☐ 103 Leptospira
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	 ☐ 148 Leptorichia buccalis

	 ☐ 149 Leuconostoc(all species)

	 ☐ 104 Listeria

	 ☐ 150 Methylobacterium

	 ☐ 151 Micrococcus, NOS

	 ☐ 112 Mycobacterium avium-intracellulare(MAC, MAI)

	 ☐ 174 Mycobacterium species (cheloneae, fortuitum, haemophilum,kansasii, 			 
		  mucogenicum)

	 ☐ 110 Mycobacterium tuberculosis (tuberculosis,Koch bacillus)

	 ☐ 175 Other mycobacterium, specify

	 ☐ 176 Mycobacterium, NOS

	 ☐ 105 Mycoplasma

	 ☐ 152 Neisseria (gonorrhoea, meningitidis, other species)

	 ☐ 106 Nocardia

	 ☐ 153 Pasteurella multocida

	 ☐ 154 Propionibacterium (acnes, avidum, granulosum, other species)

	 ☐ 155 Proteus

	 ☐ 156 Pseudomonas (all species except cepacia & maltophilia)

	 ☐ 157 Pseudomonas or Burkholderia cepacia

	 ☐ 158 Pseudomonas or Stenotrophomonas or Xanthomonas maltophilia

	 ☐ 159 Rhodococcus

	 ☐ 107 Rickettsia

	 ☐ 160 Salmonella (all species)

	 ☐ 161 Serratia marcescens

	 ☐ 162 Shigella

	 ☐ 163 Staphylococcus, coagulase negative(not aureus)

	 ☐ 164 Staphylococcus aureus

	 ☐ 165 Staphylococcus, NOS

	 ☐ 166 Stomatococcus mucilaginosis

	 ☐ 167 Streptococcus (all species except Enterococcus)

	 ☐ 178 Streptococcus pneumoniae

	 ☐ 168 Treponema ( syphilis )

	 ☐ 169 Vibrio (all species)

	 ☐ 197 Multiple bacteria at a single site, specify bacterial codes

	 ☐ 198 Other bacteria, specify

	 ☐ 501 Suspected atypical bacterial infection

	 ☐ 502 Suspected bacterial infection

	 ☐ 200 Candida, NOS

	 ☐ 201 Candida albicans

	 ☐ 206 Candida guillermondi

	 ☐ 202 Candida krusei

	 ☐ 207 Candida lusitaniae

	 ☐ 203 Candida parapsilosis

	 ☐ 204 Candida tropicalis
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	 ☐ 205 Candida (Torulopsis) glabrata

	 ☐ 209 Other Candida, specify

	 ☐ 210 Aspergillus, NOS

	 ☐ 211 Aspergillus flavus

	 ☐ 212 Aspergillus fumigatus

	 ☐ 213 Aspergillus niger

	 ☐ 219 Other Aspergillus, specify

	 ☐ 220 Cryptococcus species

	 ☐ 230 Fusarium species

	 ☐ 261 Histoplasmosis

	 ☐ 240 Zygomycetes, NOS

	 ☐ 241 Mucormycosis

	 ☐ 242 Rhizopus	

	 ☐ 250 Yeast, NOS

	 ☐ 259 Other fungus, specify

	 ☐ 260 Pneumocystis (PCP/PJP)

	 ☐ 503 Suspected fungal infection

192.	 ☐ 121 Acinetobacter

	 ☐ 122 Actinomyces

	 ☐ 123 Bacillus

	 ☐ 124 Bacteroides(gracillis,uniformis,vulgaris, other species)

	 ☐ 125 Bordetella pertussis (whooping cough)

	 ☐ 126 Borrelia (lyme disease)

	 ☐ 127 Branhamella or Moraxella catarrhalis(other species)

	 ☐ 128 Campylobacter (all species)

	 ☐ 129 Capnocytophaga

	 ☐ 171 Chlamydia pneumoniae

	 ☐ 172 Other chlamydia, specify

	 ☐ 113 Chlamydia, NOS

	 ☐ 130 Citrobacter (freundii, other species)

	 ☐ 131 Clostridium (all species except difficile)

	 ☐ 132 Clostridium difficile

	 ☐ 173 Corynebacterium jeikeium

	 ☐ 133 Corynebacterium (all non-diptheria species)

	 ☐ 101 Coxiella

	 ☐ 134 Enterobacter

	 ☐ 177 Enterococcus, vancomycin resistant(VRE)

	 ☐ 135 Enterococcus(all species)

	 ☐ 136 Escherichia (also E.coli)

	 ☐ 137 Flavimonas oryzihabitans

	 ☐ 138 Flavobacterium

	 ☐ 139 Fusobacterium

	 ☐ 144 Haemophilus(all species, including influenzae)
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	 ☐ 145 Helicobacter pylori

	 ☐ 146 Klebsiella

	 ☐ 147 Lactobacillus(bulgaricus, acidophilus, other species)

	 ☐ 102 Legionella

	 ☐ 103 Leptospira

	 ☐ 148 Leptorichia buccalis

	 ☐ 149 Leuconostoc(all species)

	 ☐ 104 Listeria

	 ☐ 150 Methylobacterium

	 ☐ 151 Micrococcus, NOS

	 ☐ 112 Mycobacterium avium-intracellulare(MAC, MAI)

	 ☐ 174 Mycobacterium species (cheloneae, fortuitum, haemophilum,kansasii, 			 
		  mucogenicum)

	 ☐ 110 Mycobacterium tuberculosis (tuberculosis,Koch bacillus)

	 ☐ 175 Other mycobacterium, specify

	 ☐ 176 Mycobacterium, NOS

	 ☐ 105 Mycoplasma

	 ☐ 152 Neisseria (gonorrhoea, meningitidis, other species)

	 ☐ 106 Nocardia

	 ☐ 153 Pasteurella multocida

	 ☐ 154 Propionibacterium (acnes, avidum, granulosum, other species)

	 ☐ 155 Proteus

	 ☐ 156 Pseudomonas (all species except cepacia & maltophilia)

	 ☐ 157 Pseudomonas or Burkholderia cepacia

	 ☐ 158 Pseudomonas or Stenotrophomonas or Xanthomonas maltophilia

	 ☐ 159 Rhodococcus

	 ☐ 107 Rickettsia

	 ☐ 160 Salmonella (all species)

	 ☐ 161 Serratia marcescens

	 ☐ 162 Shigella

	 ☐ 163 Staphylococcus, coagulase negative(not aureus)

	 ☐ 164 Staphylococcus aureus

	 ☐ 165 Staphylococcus, NOS

	 ☐ 166 Stomatococcus mucilaginosis

	 ☐ 167 Streptococcus (all species except Enterococcus)

	 ☐ 178 Streptococcus pneumoniae

	 ☐ 168 Treponema ( syphilis )

	 ☐ 169 Vibrio (all species)

	 ☐ 197 Multiple bacteria at a single site, specify bacterial codes

	 ☐ 198 Other bacteria, specify

	 ☐ 501 Suspected atypical bacterial infection

	 ☐ 502 Suspected bacterial infection

	 ☐ 200 Candida, NOS

	 ☐ 201 Candida albicans
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	 ☐ 206 Candida guillermondi

	 ☐ 202 Candida krusei

	 ☐ 207 Candida lusitaniae

	 ☐ 203 Candida parapsilosis

	 ☐ 204 Candida tropicalis

	 ☐ 205 Candida (Torulopsis) glabrata

	 ☐ 209 Other Candida, specify

	 ☐ 210 Aspergillus, NOS

	 ☐ 211 Aspergillus flavus

	 ☐ 212 Aspergillus fumigatus

	 ☐ 213 Aspergillus niger

	 ☐ 219 Other Aspergillus, specify

	 ☐ 220 Cryptococcus species

	 ☐ 230 Fusarium species

	 ☐ 261 Histoplasmosis

	 ☐ 240 Zygomycetes, NOS

	 ☐ 241 Mucormycosis

	 ☐ 242 Rhizopus

	 ☐ 250 Yeast, NOS

	 ☐ 259 Other fungus, specify

	 ☐ 260 Pneumocystis (PCP/PJP)

	 ☐ 503 Suspected fungal infection

193.	 ☐ 121 Acinetobacter

	 ☐ 122 Actinomyces

	 ☐ 123 Bacillus

	 ☐ 124 Bacteroides(gracillis,uniformis,vulgaris, other species)

	 ☐ 125 Bordetella pertussis (whooping cough)

	 ☐ 126 Borrelia (lyme disease)

	 ☐ 127 Branhamella or Moraxella catarrhalis(other species)

	 ☐ 128 Campylobacter (all species)

	 ☐ 129 Capnocytophaga

	 ☐ 171 Chlamydia pneumoniae

	 ☐ 172 Other chlamydia, specify

	 ☐ 113 Chlamydia, NOS

	 ☐ 130 Citrobacter (freundii, other species)

	 ☐ 131 Clostridium (all species except difficile)

	 ☐ 132 Clostridium difficile

	 ☐ 173 Corynebacterium jeikeium

	 ☐ 133 Corynebacterium (all non-diptheria species)

	 ☐ 101 Coxiella

	 ☐ 134 Enterobacter

	 ☐ 177 Enterococcus, vancomycin resistant(VRE)

	 ☐ 135 Enterococcus(all species)
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	 ☐ 136 Escherichia (also E.coli)

	 ☐ 137 Flavimonas oryzihabitans

	 ☐ 138 Flavobacterium

	 ☐ 139 Fusobacterium

	 ☐ 144 Haemophilus(all species, including influenzae)

	 ☐ 145 Helicobacter pylori

	 ☐ 146 Klebsiella

	 ☐ 147 Lactobacillus(bulgaricus, acidophilus, other species)

	 ☐ 102 Legionella

	 ☐ 103 Leptospira

	 ☐ 148 Leptorichia buccalis

	 ☐ 149 Leuconostoc(all species)

	 ☐ 104 Listeria

	 ☐ 150 Methylobacterium

	 ☐ 151 Micrococcus, NOS

	 ☐ 112 Mycobacterium avium-intracellulare (MAC, MAI)

	 ☐ 174 Mycobacterium species (cheloneae, fortuitum, haemophilum,kansasii, 			 
		  mucogenicum)

	 ☐ 110 Mycobacterium tuberculosis (tuberculosis,Koch bacillus)

	 ☐ 175 Other mycobacterium, specify

	 ☐ 176 Mycobacterium, NOS

	 ☐ 105 Mycoplasma

	 ☐ 152 Neisseria (gonorrhoea, meningitidis, other species)

	 ☐ 106 Nocardia

	 ☐ 153 Pasteurella multocida

	 ☐ 154 Propionibacterium (acnes, avidum, granulosum, other species)

	 ☐ 155 Proteus

	 ☐ 156 Pseudomonas (all species except cepacia & maltophilia)

	 ☐ 157 Pseudomonas or Burkholderia cepacia

	 ☐ 158 Pseudomonas or Stenotrophomonas or Xanthomonas maltophilia

	 ☐ 159 Rhodococcus

	 ☐ 107 Rickettsia

	 ☐ 160 Salmonella (all species)

	 ☐ 161 Serratia marcescens

	 ☐ 162 Shigella

	 ☐ 163 Staphylococcus, coagulase negative(not aureus)

	 ☐ 164 Staphylococcus aureus

	 ☐ 165 Staphylococcus, NOS

	 ☐ 166 Stomatococcus mucilaginosis

	 ☐ 167 Streptococcus (all species except Enterococcus)

	 ☐ 178 Streptococcus pneumoniae

	 ☐ 168 Treponema ( syphilis )

	 ☐ 169 Vibrio (all species)

	 ☐ 197 Multiple bacteria at a single site, specify bacterial codes
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	 ☐ 198 Other bacteria, specify

	 ☐ 501 Suspected atypical bacterial infection

	 ☐ 502 Suspected bacterial infection

	 ☐ 200 Candida, NOS

	 ☐ 201 Candida albicans

	 ☐ 206 Candida guillermondi

	 ☐ 202 Candida krusei

	 ☐ 207 Candida lusitaniae

	 ☐ 203 Candida parapsilosis

	 ☐ 204 Candida tropicalis

	 ☐ 205 Candida (Torulopsis) glabrata

	 ☐ 209 Other Candida, specify

	 ☐ 210 Aspergillus, NOS

	 ☐ 211 Aspergillus flavus

	 ☐ 212 Aspergillus fumigatus

	 ☐ 213 Aspergillus niger

	 ☐ 219 Other Aspergillus, specify

	 ☐ 220 Cryptococcus species

	 ☐ 230 Fusarium species

	 ☐ 261 Histoplasmosis

	 ☐ 240 Zygomycetes, NOS

	 ☐ 241 Mucormycosis

	 ☐ 242 Rhizopus

	 ☐ 250 Yeast, NOS

	 ☐ 259 Other fungus, specify

	 ☐ 260 Pneumocystis (PCP/PJP)

	 ☐ 503 Suspected fungal infection

194.	 ☐ 121 Acinetobacter

	 ☐ 122 Actinomyces

	 ☐ 123 Bacillus

	 ☐ 124 Bacteroides(gracillis,uniformis,vulgaris, other species)

	 ☐ 125 Bordetella pertussis (whooping cough)

	 ☐ 126 Borrelia (lyme disease)

	 ☐ 127 Branhamella or Moraxella catarrhalis(other species)

	 ☐ 128 Campylobacter (all species)

	 ☐ 129 Capnocytophaga

	 ☐ 171 Chlamydia pneumoniae

	 ☐ 172 Other chlamydia, specify

	 ☐ 113 Chlamydia, NOS

	 ☐ 130 Citrobacter (freundii, other species)

	 ☐ 131 Clostridium (all species except difficile)

	 ☐ 132 Clostridium difficile

	 ☐ 173 Corynebacterium jeikeium
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	 ☐ 133 Corynebacterium (all non-diptheria species)

	 ☐ 101 Coxiella

	 ☐ 134 Enterobacter

	 ☐ 177 Enterococcus, vancomycin resistant(VRE)

	 ☐ 135 Enterococcus (all species)

	 ☐ 136 Escherichia (also E.coli)

	 ☐ 137 Flavimonas oryzihabitans

	 ☐ 138 Flavobacterium

	 ☐ 139 Fusobacterium

	 ☐ 144 Haemophilus(all species, including influenzae)

	 ☐ 145 Helicobacter pylori

	 ☐ 146 Klebsiella

	 ☐ 147 Lactobacillus(bulgaricus, acidophilus, other species)

	 ☐ 102 Legionella

	 ☐ 103 Leptospira

	 ☐ 148 Leptorichia buccalis

	 ☐ 149 Leuconostoc (all species)

	 ☐ 104 Listeria

	 ☐ 150 Methylobacterium

	 ☐ 151 Micrococcus, NOS

	 ☐ 112 Mycobacterium avium-intracellulare (MAC, MAI)

	 ☐ 174 Mycobacterium species (cheloneae, fortuitum, haemophilum,kansasii, 			 
		  mucogenicum)

	 ☐ 110 Mycobacterium tuberculosis (tuberculosis,Koch bacillus)

	 ☐ 175 Other mycobacterium, specify

	 ☐ 176 Mycobacterium, NOS

	 ☐ 105 Mycoplasma

	 ☐ 152 Neisseria (gonorrhoea, meningitidis, other species)

	 ☐ 106 Nocardia

	 ☐ 153 Pasteurella multocida

	 ☐ 154 Propionibacterium (acnes, avidum, granulosum, other species)

	 ☐ 155 Proteus

	 ☐ 156 Pseudomonas (all species except cepacia & maltophilia)

	 ☐ 157 Pseudomonas or Burkholderia cepacia

	 ☐ 158 Pseudomonas or Stenotrophomonas or Xanthomonas maltophilia

	 ☐ 159 Rhodococcus

	 ☐ 107 Rickettsia

	 ☐ 160 Salmonella (all species)

	 ☐ 161 Serratia marcescens

	 ☐ 162 Shigella

	 ☐ 163 Staphylococcus, coagulase negative(not aureus)

	 ☐ 164 Staphylococcus aureus

	 ☐ 165 Staphylococcus, NOS

	 ☐ 166 Stomatococcus mucilaginosis
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	 ☐ 167 Streptococcus (all species except Enterococcus)

	 ☐ 178 Streptococcus pneumoniae

	 ☐ 168 Treponema (syphilis)

	 ☐ 169 Vibrio (all species)

	 ☐ 197 Multiple bacteria at a single site, specify bacterial codes

	 ☐ 198 Other bacteria, specify - Go to question 195

	 ☐ 501 Suspected atypical bacterial infection

	 ☐ 502 Suspected bacterial infection

	 ☐ 200 Candida, NOS

	 ☐ 201 Candida albicans

	 ☐ 206 Candida guillermondi

	 ☐ 202 Candida krusei

	 ☐ 207 Candida lusitaniae

	 ☐ 203 Candida parapsilosis

	 ☐ 204 Candida tropicalis

	 ☐ 205 Candida (Torulopsis) glabrata

	 ☐ 209 Other Candida, specify - Go to question 195

	 ☐ 210 Aspergillus, NOS

	 ☐ 211 Aspergillus flavus

	 ☐ 212 Aspergillus fumigatus

	 ☐ 213 Aspergillus niger

	 ☐ 219 Other Aspergillus, specify - Go to question 195

	 ☐ 220 Cryptococcus species

	 ☐ 230 Fusarium species

	 ☐ 261 Histoplasmosis

	 ☐ 240 Zygomycetes, NOS

	 ☐ 241 Mucormycosis

	 ☐ 242 Rhizopus

	 ☐ 250 Yeast, NOS

	 ☐ 259 Other fungus, specify - Go to question 195

	 ☐ 260 Pneumocystis (PCP/PJP)

	 ☐ 503 Suspected fungal infection

Copy questions 158 - 195 if needed for Product Analysis

195.	 Specify organism: ______________________
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196.	 Date of this product infusion: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

197.	 Was more than one product infused? (e.g., marrow and PBSC, PBSC and cord blood, two different cords, etc.)

	 ☐ yes

	 ☐ no

199.	 Date infusion started: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

200.	 Time product infusion initiated (24-hour clock): ___  ___ - ___  ___	 ☐ standard time	 ☐ daylight savings time
		     HH            MM         

201.	 Date infusion stopped: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD

202.	 Time product infusion completed (24-hour clock): ___  ___ - ___  ___	 ☐ standard time 	 ☐ daylight savings time
		  HH            MM    
      
203.	 Total volume of product plus additives intended for infusion: ___ ___ ___ ___ ___ ● ___  mL

204.	 Was the entire volume of product infused?

	 ☐ yes

	 ☐ no

207.	 Specify the route of product infusion

	 ☐ intravenous

	 ☐ intramedullary

	 ☐ intraperitoneal

	 ☐ other route of infusion

The following questions refer to all stem cell products except for autologous marrow and autologous PBSC products. If this HCT used an 
autologous marrow or autologous PBSC product, continue with the signature lines.
209.	 Were there any adverse events or incidents associated with the stem cell infusion?

	 ☐ yes

	 ☐ no

205.	 Specify what happened to the reserved portion

	 ☐ discarded

	 ☐ cryopreserved for future use

	 ☐ other fate	 206.	 Specify other fate:_________________________________

208.	 Specify other route of infusion: ____________________________________________

Product Infusion Questions: 196-249

198.	 Was the product infusion described on this insert intended to produce hematopoietic 		

	 engraftment?	 ☐ yes	 ☐ no

Specify the following adverse event(s):
210.	 Brachycardia

	 ☐ yes	 211.	 In the Medical Director’s judgment, was the adverse event a

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

212.	 Chest tightness/pain

	 ☐ yes	 213.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

214.	 Chills at time of infusion

	 ☐ yes 	 215.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no
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216.	 Fever ≤ 103° F within 24 hours of infusion

	 ☐ yes 	 217.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

218.	 Fever > 103° F within 24 hours of infusion

	 ☐ yes 	 219.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

220.	 Gross hemoglobinuria

	 ☐ yes 	 221.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

222.	 Headache

	 ☐ yes 	 223.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

224.	 Hives

	 ☐ yes 	 225.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

226.	 Hypertension

	 ☐ yes 	 227.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no
228.	 Hypotension

	 ☐ yes 	 229.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

230.	 Hypoxia requiring oxygen (O2) support

	 ☐ yes 	 231.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

232.	 Nausea

	 ☐ yes 	 233.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

234.	 Rigors, mild

	 ☐ yes 	 235.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

236.	 Rigors, severe

	 ☐ yes 	 237.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

238.	 Shortness of breath (SOB)

	 ☐ yes 	 239.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no

240.	 Tachycardia

	 ☐ yes 	 241.	 In the Medical Director’s judgment, was the adverse event a 	

	 ☐ no		  direct result of the infusion?					     ☐ yes	 ☐ no
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The Donor Demographic Information section (questions 250-270) is to be completed for all non-NMDP allogeneneic donors.  If the stem 
cell product was from an NMDP donor or an autologous donor, continue with the signature lines.
250.	 Was the donor ever pregnant?

	 ☐ Yes	

	 ☐ No	

	 ☐ Unknown	

	 ☐ Not applicable (male donor or cord 
		  blood unit)

253.	 Specify blood type	 ☐ A	 ☐ B	 ☐ AB	 ☐ O

254.	 Specify Rh factor	 ☐ Positive	 ☐ Negative

255.	 Did this donor have a central line placed?

	 ☐ Yes	

	 ☐ No	

	 ☐ Not applicable (cord blood unit or 
		  marrow product)

258.	 Ethnicity (donor)	 ☐ Hispanic or Latino	 ☐ Not Hispanic or Latino	 ☐ Not applicable (not a resident of the USA)	 ☐ Unknown

Donor/Infant Demographic Information Questions: 250-285

251.	 Number of pregnancies

	 ☐ Known	 252.	 Specify number of pregnancies: ___ ___

	 ☐ Unknown

256.	 Specify the site of the central line placement

	 ☐ femoral

	 ☐ subclavian

	 ☐ internal jugular

	 ☐ Other site	 257.	 Specify other site:_ ________________________________

242.	 Vomiting

	 ☐ yes 	 243.	 In the Medical Director’s judgment, was the adverse event a 		

	 ☐ no		  direct result of the infusion?			   ☐ yes	 ☐ no

244.	 Other expected AE

	 ☐ yes	 245.	 Specify other expected AE:_______________________________

	 ☐ no 	 246.	 In the Medical Director’s judgment, was the adverse event a 		

			   direct result of the infusion?			   ☐ yes	 ☐ no

247.	 Other unexpected AE

	 ☐ yes	 248.	 Specify other unexpected AE:_____________________________

	 ☐ no 	 249.	 In the Medical Director’s judgment, was the adverse event a 		

			   direct result of the infusion?			   ☐ yes	 ☐ no
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259.	 Race (donor)

	 ☐ White	

	 ☐ Black or African American		

	 ☐ Asian	

	 ☐ American Indian or Alaska Native

	 ☐ Native Hawaiian or Other Pacific 
		  Islander	

	 ☐ Not reported				  

	 ☐ Unknown

261.	 What is the biological relationship of the donor to the patient?

	 ☐ Sibling

	 ☐ Half-sibling

	 ☐ Syngeneic (identical) twin

	 ☐ Fraternal twin

	 ☐ Recipient’s child

	 ☐ Other biological relative

	 ☐ Unrelated

 

264.	 Was the donor/product tested for potentially transplantable genetic diseases?

	 ☐ yes

	 ☐ no

	 ☐ Unknown

262.	 Specify the biological relationship of the donor to the recipient

	 ☐ Mother

	 ☐ Father

	 ☐ Maternal aunt

	 ☐ Maternal uncle

	 ☐ Maternal cousin

	 ☐ Paternal aunt

	 ☐ Paternal uncle

	 ☐ Paternal cousin

	 ☐ Other biological relative	 263.	 Specify:____________________________

Specify disease(s) tested:
265.	 Sickle cell anemia

	 ☐ yes	 266.	 Specify results

	 ☐ no		  ☐ Positive	 ☐ Carrier of the trait	 ☐ Negative
	

267.	 Thalassemia

	 ☐ yes	 268.	 Specify results

	 ☐ no		  ☐ Positive	 ☐ Carrier of the trait	 ☐ Negative

260.	 Race detail (donor)

	 ☐ Eastern European

	 ☐ Mediterranean

	 ☐ Middle Eastern

	 ☐ North Coast of Africa

	 ☐ North American

	 ☐ Northern European

	 ☐ Western European

	 ☐ White Caribbean

	 ☐ White South or Central American

	 ☐ Other White

	 ☐ African (both parents born in Africa)

	 ☐ African American

	 ☐ Black Caribbean

	 ☐ Black South or Central American

	 ☐ Alaskan Native or Aleut
	
Copy questions 259 - 260 if needed for Race

☐ North American Indian

☐ American Indian, South or 	
	 Central America

☐ Caribbean Indian

☐ South Asian

☐ Filipino (Pilipino)

☐ Japanese

☐ Korean

☐ Chinese

☐ Vietnamese

☐ Other Southeast Asian

☐ Guamanian

☐ Hawaiian

☐ Samoan

☐ Other Pacific Islander
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The following questions (272–285) apply only to allogeneic related donors. If the stem cell product was from an autologous donor, Non-
NMDP unrelated donor, NMDP donor, or was a cord blood unit, then continue with the signature lines.

272.	 Was the donor hospitalized (inpatient) during or after the collection?	☐ yes	 ☐ no

273.	 Did the donor experience any life-threatening complications during or after the collection?

	 ☐ yes

	 ☐ no

275.	 Did the donor receive blood transfusions as a result of the collection?

	 ☐ yes

	 ☐ no

280.	 Did the donor die as a result of the collection?

	 ☐ yes

	 ☐ no

282.	 Did the recipient submit a research sample to the NMDP/CIBMTR repository? (Related donors only)

	 ☐ yes

	 ☐ no

284.	 Did the donor submit a research sample to the NMDP/CIBMTR repository? (Related donors only)

	 ☐ yes

	 ☐ no

First Name:_____________________________________________________

Last Name:_ ____________________________________________________

E-mail address:__________________________________________________

Date: __  __  __  __ / __  __ / __  __
		  YYYY          MM        DD

281.	 Specify cause of death: __________________________________________________

283.	 Research sample recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ 

285.	 Research sample donor ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

274.	 Specify:_______________________________________________________________

276.	 Was the blood transfusion product autologous?

	 ☐ yes	 277.	 Specify number of units: ___ ___

	 ☐ no

278.	 Was the blood transfusion product allogeneic (homologous)?

	 ☐ yes 	 279.	 Specify number of units: ___ ___

	 ☐ no

269.	 Other disease

	 ☐ yes	 270.	 Specify other disease:______________________________

	 ☐ no	 271.	 Specify results

			   ☐ Positive	 ☐ Carrier of the trait	 ☐ Negative



1. What was the date of diagnosis of Sickle Cell Anemia?

2. Was the recipient diagnosed with sickle cell disease at birth (i.e., newborn screening)?

1 � yes

2 � no

3 � unknown

3. What is the recipient’s sickle cell disease genotype?

1 � Hb SS

2 � Hb S beta0 thalassemia

3 � Hb SC

4 � Hb S beta+ thalassemia

5 � other genotype 

5. Did the recipient receive red blood cell transfusions at any time prior to the preparative regimen?

1 � yes 

2 � no

3 � unknown

If this is a report of a second or subsequent transplant, check here � and continue with question 92.

6. Date of first transfusion: � date unknown

7. Specify the total number of transfusions received prior to the preparative regimen:

1 � < 5

2 � 5–10

3 � > 10

8. Did the transfusion(s) induce red cell alloimmunization?

1 � yes 

2 � no

3 � unknown

9. Specify the number of alloantibodies detected:

1 � 1

2 � ≥ 2

3 � unknown
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This form must be accompanied by Form 2000 – Recipient Baseline Data. All information in the box above,

including the date, should be identical with the corresponding Form 2000. Information should come from an actual

examination by the Transplant Center physician, or the physician who is following the recipient pre-HSCT, or

abstraction of the recipient’s medical records.

Month Day Year

Month Day Year

4. Specify other genotype: 

Sickle Cell Anemia

Pre-HSCT Data

Today’s Date:

Date of HSCT for which this form is

being completed: �

CIBMTR Center Number:

HSCT type: � autologous � allogeneic, � allogeneic, � syngeneic

unrelated related (identical twin)

2 0
Month Day Year

CIBMTR Recipient ID:

Product type: � marrow � PBSC � cord blood � other product,

specify: 

Registry Use Only

Sequence

Number:

Date

Received:

2 0
Month Day Year

Mail this form to your designated campus

(Milwaukee or Minneapolis). Retain the

original at the transplant center.



30. Was iron chelation therapy performed at any time prior to the preparative regimen?

1 � yes 

2 � no

3 � unknown

Specify the blood group(s) the recipient has developed alloantibodies to:

10. 1 � yes 2 � no 3 � unknown Duffy –Fya

11. 1 � yes 2 � no 3 � unknown Kell –K

12. 1 � yes 2 � no 3 � unknown Kell –k

13. 1 � yes 2 � no 3 � unknown Kidd –Jka

14. 1 � yes 2 � no 3 � unknown Kidd –Jkb

15. 1 � yes 2 � no 3 � unknown Lewis –Lea

16. 1 � yes 2 � no 3 � unknown Lewis –Leb

17. 1 � yes 2 � no 3 � unknown MNSs –M

18. 1 � yes 2 � no 3 � unknown MNSs –N

19. 1 � yes 2 � no 3 � unknown MNSs –S

20. 1 � yes 2 � no 3 � unknown MNSs –s

21. 1 � yes 2 � no 3 � unknown Rh –C

22. 1 � yes 2 � no 3 � unknown Rh –D

23. 1 � yes 2 � no 3 � unknown Rh –E

24. 1 � yes 2 � no 3 � unknown Rh –e

25. 1 � yes 2 � no 3 � unknown Rh –hra

26. 1 � yes 2 � no 3 � unknown other 

28. Are red cell autoantibodies present?

1 � yes 

2 � no

3 � unknown
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27. Specify: 

29. Specify the number of autoantibodies

detected:

1 � 1

2 � ≥ 2

3 � unknown

31. Date chelation therapy started: � date unknown

32. Specify the predominant route of administration:

1 � intramuscular

2 � intravenous

3 � oral

4 � subcutaneous

5 � other route 

6 � unknown

Month Day Year

33. Specify other route: 
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34. Was a liver biopsy performed at any time prior to the preparative regimen?

1 � yes 

2 � no

3 � unknown

47. Were pulmonary function tests (PFTs) performed at any time prior to the preparative regimen?

1 � yes 

2 � no

3 � unknown

35. Date of most recent liver biopsy: � date unknown

36. Was hepatitis present?

1 � yes 

2 � no

3 � unknown

38. Was siderosis present?

1 � yes 

2 � no

3 � unknown

40. Was fibrosis present?

1 � yes 

2 � no

3 � unknown

42. Were serial liver biopsies performed?

1 � yes 

2 � no

44. What was the hepatic iron concentration (HIC)?

1 � known 

2 � unknown

46. Is a copy of the biopsy report attached?

1 � yes

2 � no

Month Day Year

37. Specify the severity of hepatitis:

1 � mild

2 � moderate

3 � severe

4 � unknown

39. Specify the severity of siderosis:

1 � mild

2 � moderate

3 � severe

4 � unknown

41. Specify the severity of fibrosis:

1 � mild

2 � moderate

3 � severe

4 � unknown

43. Did the liver biopsies show progressive disease?

1 � yes

2 � no

3 � unknown

45. Specify HIC: mg/g
•

48. Specify PFT results: (see definitions on the following page)
1 � normal

2 � Stage 1 disease

3 � Stage 2 disease

4 � Stage 3 disease

5 � Stage 4 disease

6 � unknown

49. Is a copy of the PFT report attached?

1 � yes

2 � no
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Specify the sickle cell disease symptoms experienced at any time prior to the preparative regimen:

50. Acute chest syndrome

1 � yes 

2 � no

3 � unknown

Chest Pain

Blood Gasses

X-Ray

Pulmonary Function 

Tests *

ECG and ECHO

Pulmonary Artery 

Pressure

Recurrent substernal pain

and chronic cough

Normal oxygen saturation

Decreased distal pulmonary

vascularity, hyperexpansion,

evidence suggestive of

increased interstitial

markings

Decreased FVC, TLC, FEV1

and FEV1 / FVC ratio 

(mild, 80% of predicted

normal, or 1 standard

deviation below normal)

Left ventricular

preponderance persists

Normal

Increased pain over Stage 1

Normal oxygen saturation

Diffuse, fine interstitial

fibrosis

Decreased FVC, FEV1, TLC,

DCD and FEV1 / FVC ratio

(moderate, 60% of

predicted, or 2 standard

deviations below normal)

Balanced ventricular

hypertrophy

Normal

Severe midline crushing

chest pain

Hypoxia with partial

pressure oxygen (70 mm

Hg) during stable periods

Pulmonary fibrosis

Decreased FVC, REV1,

TLC, DCO and FEV1 / FVC

ratio (severe, 40% of

predicted, or 3 standard

deviations below normal)

Right ventricular hypertrophy

and right atrial enlargement.

Progressive increase in

heart size

Borderline elevation or

normal

Severe and prolonged pain

with dyspnea at rest

Partial pressure oxygen 

(60 mm Hg) during stable

periods

Severe pulmonary fibrosis

Patient frequently unable to

complete testing due to

degree of hypoxia

Severe right ventricular and

right atrial hypertrophy.

Ischemic T waves in V1 and

V2, and P pulmonale

Markedly elevated with

pulmonary hypertension

Stage 4Stage 3Stage 2Stage 1Markers

Sickle Chronic Lung Disease Staging Criteria (Clinical)

* These measurements are based on common methods for comparison of reference values. 

Abbreviations: FVC = forced vial capacity, TLC = total lung capacity, REV1 = forced expiratory flow rate

51. Total number of episodes within 2 years prior to the HSCT:

1 � known 

2 � not known

52. Total number of episodes within the recipient’s lifetime:

1 � known 

2 � not known

53. Did the recipient require exchange transfusion?

1 � yes

2 � no

3 � unknown

Specify any treatment(s) the recipient required for acute chest syndrome:

54. 1 � yes 2 � no 3 � unknown antibiotics

55. 1 � yes 2 � no 3 � unknown intubation / mechanical ventilation

56. 1 � yes 2 � no 3 � unknown oxygen

57. 1 � yes 2 � no 3 � unknown transfusion of red blood cells

58. 1 � yes 2 � no 3 � unknown other 

treatment 59. Specify: 



60. Osteonecrosis

1 � yes 

2 � no

3 � unknown

68. Priapism

1 � yes 

2 � no

3 � unknown

71. Seizures

1 � yes

2 � no

3 � unknown

72. Sickle nephropathy

1 � yes

2 � no

3 � unknown

73. Stroke

1 � yes 

2 � no

3 � unknown

75. Vaso-occlusive pain requiring hospitalization within 2 years prior to the HSCT

1 � yes 

2 � no

3 � unknown

77. Did the recipient receive hydroxyurea at any time prior to the HSCT?

1 � yes 

2 � no

3 � unknown

78. Date hydroxyurea started: � date unknown

79. Date hydroxyurea stopped: � date unknown

80. Was hemoglobin electrophoresis performed while the recipient was receiving hydroxyurea?

1 � yes 

2 � no

3 � unknown

81. Date of � date 

electrophoresis: unknown

If the recipient received chronic transfusions prior to HSCT, provide

pre-transfusion electrophoresis data.
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74. Specify the total number of strokes:

1 � 1

2 � ≥ 2

3 � unknown

76. Specify the frequency of hospitalization:

1 � < 3 instances per year

2 � ≥ 3 instances per year

3 � unknown

69. Number of episodes experienced in the last 2 years:

1 � known 

2 � not known

70. Was surgery performed to correct blood flow?

1 � yes

2 � no

3 � unknown

Specify joint(s) affected:

61. 1 � yes 2 � no 3 � unknown ankle

62. 1 � yes 2 � no 3 � unknown hip

63. 1 � yes 2 � no 3 � unknown knee

64. 1 � yes 2 � no 3 � unknown shoulder

65. 1 � yes 2 � no 3 � unknown spine

66. 1 � yes 2 � no 3 � unknown other 67. Specify: 

Month Day Year

Month Day Year

Month Day Year



91. Did the recipient experience gonadal dysfunction at any time prior to the preparative regimen?

1 � yes

2 � no

3 � unknown

92. Was a brain MRI / MRA performed just prior to the preparative regimen?

1 � yes 

2 � no

3 � unknown

95. Was a EKG performed prior to the preparative regimen?

1 � yes 

2 � no

3 � unknown

CIBMTR Form 2030 (SCA) v1.0 (6–8) July 2007

Copyright © 2007 National Marrow Donor Program and 

The Medical College of Wisconsin, Inc. All rights reserved.
For internal use only: Document F00532 version 1.0   Replaces: n/a

CIBMTR Recipient ID:CIBMTR Center Number:

Specify the level of each hemoglobin type:

82. Hb A1: % � not tested while receiving hydroxyurea

83. Hb A2: % � not tested while receiving hydroxyurea8

84. Hb C: % � not tested while receiving hydroxyurea

85. Hb F: % � not tested while receiving hydroxyurea

86. Hb S: % � not tested while receiving hydroxyurea

87. Other hemoglobin

1 � yes 

2 � no

90. Is a copy of the electrophoresis report attached?

1 � yes

2 � no

88. Specify type: 

89. Level: %

93. Specify the MRI / MRA results:

1 � normal

2 � abnormal

3 � unknown

94. Is a copy of the MRI / MRA report attached to this form?

1 � yes

2 � no

96. Specify the EKG results:

1 � normal

2 � abnormal

3 � unknown

97. Is a copy of the EKG report attached to this form?

1 � yes

2 � no



98. Was an echocardiogram performed prior to the preparative regimen?

1 � yes 

2 � no

3 � unknown

101. Was the recipient’s serum ferritin level tested at any time prior to the preparative regimen?

1 � yes 

2 � no

3 � unknown

103. Was hemoglobin electrophoresis performed just prior to the preparative regimen (not including any electrophoresis reported in

question 80)?

1 � yes 

2 � no

3 � unknown

104. Date : � date unknown

Specify the level of each hemoglobin type:

105. Hb A1: % � not tested

106. Hb A2: % � not tested

107. Hb C: % � not tested

108. Hb F: % � not tested

109. Hb S: % � not tested

110. Other hemoglobin type

1 � yes 

2 � no

113. Is a copy of the hemoglobin electrophoresis report attached to this form?

1 � yes

2 � no

If the recipient received chronic transfusions prior to HSCT, provide pre-transfusion

electrophoresis data.

CIBMTR Form 2030 (SCA) v1.0 (7–8) July 2007

Copyright © 2007 National Marrow Donor Program and 

The Medical College of Wisconsin, Inc. All rights reserved.
For internal use only: Document F00532 version 1.0   Replaces: n/a

CIBMTR Recipient ID:CIBMTR Center Number:

111. Specify type: 

112. Level: %

Month Day Year

99. Specify the echocardiogram results:

1 � normal

2 � abnormal

3 � unknown

100. Is a copy of the echocardiogram report attached to this form?

1 � yes

2 � no

102. Specify the serum ferritin results:

1 � < 1,000 ng/mL or µg/L

2 � ≥ 1,001 ng/mL or µg/L

3 � unknown



CIBMTR Form 2030 (SCA) v1.0 (8–8) July 2007

Copyright © 2007 National Marrow Donor Program and 

The Medical College of Wisconsin, Inc. All rights reserved.
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CIBMTR Recipient ID:CIBMTR Center Number:

114. What was the primary reason for the HSCT?

1 � acute chest syndrome

2 � excessive transfusion requirements / iron overload

3 � recurrent priapism

4 � recurrent vaso-occlusive pain

5 � stroke

6 � other reason 

7 � unknown

116. Signed: 
Person completing form

Please print name: 

Phone: ( ) 

Fax: ( ) 

E-mail address: 

115. Specify primary reason for HSCT: 
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Registry Use Only
Sequence Number:

Date Received:

Post-HCT Follow-Up Data

 
CIBMTR Center Number: ___ ___ ___ ___ ___ 	

CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ 	
 
Event date: __  __  __  __ / __  __ / __  __
	 YYYY           MM       DD	

HCT type (check all that apply):	 ☐ Autologous	 ☐ Allogeneic, unrelated	 ☐ Allogeneic, related

Product type (check all that apply):	

☐ Bone marrow	 ☐ PBSC	 ☐ Single cord blood unit	 ☐ Multiple cord blood units 	 ☐ Other product. Specify:___________________ 
	

Visit:	 ☐ 100 day	 ☐ 6 months	 ☐ 1 year	 ☐ 2 years	 ☐ >2 years. Specify: ___ ___	  



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

Information should come from an actual examination by the Transplant Center provider or the local provider who is following the recipient 
post-HCT. 
 
1.	 Date of actual contact with the recipient to determine medical status for this follow-up report: __  __  __  __ / __  __ / __  __
	 YYYY           MM       DD

2.	 Specify the recipient’s survival status at the date of last contact	

	 ☐ Alive – Answers to subsequent questions should reflect clinical status since the date of last report.

	 ☐ Dead – Answers to subsequent questions should reflect clinical status between the date of last report and immediately prior to 	
		  death. Complete a Form 2900 – Recipient Death Data.

3.	 Did the recipient receive a subsequent HCT since the date of last report?	

	 ☐ Yes – Answers to subsequent questions should reflect clinical status immediately prior to the start of the preparative regimen for 	
		  subsequent HCT. Also complete Subsequent HCT section.

	 ☐ No
	
4.	 Has the recipient received a cellular therapy since the date of last report? (e.g. DCI) 

	 ☐ Yes - Go to question 5 - Also complete Cellular Therapy Essential Data Pre-Infusion Form 4000

	 ☐ No - Go to question 6
	
	

To report dates in this section, use the first of 3 consecutive laboratory values obtained on different days.
6.	 Was there evidence of initial hematopoietic recovery? 

	 ☐ Yes (ANC ≥ 500/mm3 achieved and sustained for 3 lab values) - Go to question 7

	 ☐ No (ANC ≥ 500/mm3 was not achieved) - Go to question 13

	 ☐ Not applicable (ANC never dropped below 500/mm3 at any time after the start of the preparative regimen) - Go to question 8

	 ☐ Previously reported (recipient’s initial hematopoietic recovery was recorded on a previous report) - Go to question 13

	

	

Vital Status

CIBMTR Form 2100 revision 4 (page 2 of 44). Last Updated January, 2017.
Copyright (c) 2017 National Marrow Donor Program and
The Medical College of Wisconsin, Inc. All rights reserved.

Granulopoiesis / Neutrophil Recovery

7.	 Date ANC ≥ 500/mm3 (first of 3 lab values): __  __  __  __ / __  __ / __  __
		  YYYY           MM        DD

8.	 Following the initial hematopoietic recovery, was there subsequent decline in ANC to < 500/mm3 for ≥ 3 		
	 days since the date of last report? 

	 ☐ Yes

	 ☐ No 
	

5.	 Date of cellular therapy: __  __  __  __ / __  __ / __  __
	 YYYY           MM       DD

 
9.	 Date of decline in ANC to < 500/mm3 for ≥ 3 days (first of 3  
	 days that the ANC declined):
		  __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD 
 
10.	 Did recipient recover and maintain ANC ≥ 500/mm3 following  
	 the decline?

	 ☐ Yes 

	 ☐ No - Go to question 13 

		  11.	 Date of ANC recovery

			   ☐ Known 	

			   ☐ Unknown	
		
		  12.	 Date of ANC recovery:

							      __  __  __  __ / __  __ / __  __
		  YYYY           MM        DD



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

This section relates to initial platelet recovery. All dates should reflect no transfusions in the previous 7 days. To report dates in this 
section, use the first of 3 consecutive laboratory values obtained on different days. 

13.	 Was an initial platelet count ≥ 20 x 109/L achieved?

	 ☐	Yes - Go to question 14

	 ☐	No - Go to questions 19

	 ☐	Not applicable (Platelet count never dropped below 20 x 109/L) - Go to questions 16

	 ☐	Previously reported (≥ 20 x 109/L was achieved and reported previously) - Go to question 16

19.	 Did the recipient receive hematopoietic, lymphoid growth factors or cytokines after the start of the preparatory regimen?

	 ☐	Yes 

	 ☐	No 

	

		

Megakaryopoiesis / Platelet Recovery

Growth Factor and Cytokine Therapy

 
Specify agents and provide dates for the first course of each agent given in this reporting period. 
 
20.	 G-CSF

	 ☐ Yes 	 21.	 Date started: __  __  __  __ / __  __ / __  __

	 ☐ No				  
		  22.	 Therapy

			   ☐	 Planned therapy per protocol

			   ☐	 Intervention for delay in cell count recovery 

			   ☐	 Intervention for decline in cell count 

			   ☐	 Anti-leukemic or tumor agent to prevent relapse 

			   ☐	 Anti-leukemic or tumor agent to treat relapse 

			   ☐	 Other indication	

			 

		  24.	 Specify drug given

			   ☐	 Filgrastim (Neupogen) 

			   ☐	 Pegfilgrastim (Neulasta) 

CIBMTR Form 2100 revision 4 (page 3 of 44). Last Updated January, 2017.
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14.	 Date platelets ≥ 20 x 109/L

	 ☐	Known	 15.	Date platelets ≥ 20 x 109/L: __  __  __  __ / __  __ / __  __ ☐ Date estimated

	 ☐	Unknown 		
 			 
16.	 Was an initial platelet count ≥ 50 x 109/L achieved?

	 ☐	Yes - Go to question 17	

	 ☐	No - Go to question 19	  

	 ☐	Not applicable (Platelet count never dropped below 50 x 109/L) 
		  - Go to question 19	

	 ☐	Previously reported (≥ 50 x 109/L was achieved and reported previously)
		  - Go to question 19	

			 

YYYY           MM        DD

 

17.	 Date platelets ≥ 50 x 109/L

	 ☐	Known	 18.	 Date platelets ≥ 50 x 109/L:

	 ☐	Unknown 	 __  __  __  __ / __  __ / __  __ ☐ Date estimated
		  YYYY           MM        DD	

YYYY           MM        DD

 

23.	 Specify other indication:_ ___________________



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

CIBMTR Form 2100 revision 4 (page 4 of 44). Last Updated January, 2017.
Copyright (c) 2017 National Marrow Donor Program and
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				    ☐	 Lenograstim 

				    ☐	 Other drug 
							     

 
26.	 GM-CSF

	 ☐	Yes 	 27.	 Date started: __  __  __  __ / __  __ / __  __

	 ☐	No				  
			   28.	 Therapy

				    ☐	 Planned therapy per protocol

				    ☐	 Intervention for delay in cell count recovery 

				    ☐	 Intervention for decline in cell count 

				    ☐	 Anti-leukemic or tumor agent to prevent relapse 

				    ☐	 Anti-leukemic or tumor agent to treat relapse 

				    ☐	 Other indication
							     

 
30.	 Erythropoietin (EPO)

	 ☐	Yes 	 31.	 Date started: __  __  __  __ / __  __ / __  __

	 ☐	No				  
			   32.	 Therapy

				    ☐	 Planned therapy per protocol

				    ☐	 Intervention for delay in cell count recovery 

				    ☐	 Intervention for decline in cell count 

				    ☐	 Other indication
							     
							     

			   34.	 Specify drug given

				    ☐	 Epoetin alfa (Epogen)

				    ☐	 Darbepoetin alfa (Aranesp)

 
35.	 KGF (Palifermin, Kepivance)

	 ☐	Yes 	 36.	 Date started: __  __  __  __ / __  __ / __  __

	 ☐	No				  
			   37.	 Therapy

				    ☐	 Planned therapy per protocol

				    ☐	 Other indication
							     

39.	 Blinded growth factor or cytokine trial

	 ☐	Yes 	 40.	 Specify study agent: 	

	 ☐	No				  
			   41.	 Date started: __  __  __  __ / __  __ / __  __ 

			   42.	 Therapy

				    ☐	 Planned therapy per protocol

				    ☐	 Intervention for delay in cell count recovery 

				    ☐	 Intervention for decline in cell count 

				    ☐	 Anti-leukemic or tumor agent to prevent relapse 

YYYY           MM        DD

YYYY           MM        DD

YYYY           MM        DD

YYYY           MM        DD

 

29.	 Specify other indication:_ ___________________

 

33.	 Specify other indication:_ ___________________

 

38.	 Specify other indication:_ ___________________

 

25. Specify other drug:_ _________________________



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

49.	 Date of most recent complete blood count: __  __  __  __ / __  __ / __  __
			   YYYY           MM        DD
50.	 WBC

	 ☐ Known	

	 ☐ Unknown	

52.	 Neutrophils	

	 ☐ Known	

	 ☐ Unknown	

54.	 Lymphocytes

	 ☐ Known	

	 ☐ Unknown	

56.	 Hemoglobin

	 ☐ Known	

	 ☐ Unknown	

58.	 Hematocrit

	 ☐ Known	

	 ☐ Unknown	
	
61.	 Platelets

	 ☐ Known	

	 ☐ Unknown	

Current Hematologic Findings

51.	 WBC: ___ ___ ___ ___ ___ ___ ● ___ 	☐ x 109/L (x 103/mm3)	 ☐ x 106/L

53.	 Neutrophils: ___ ___ %	

55.	 Lymphocytes: ___ ___ %	

57.	 Hemoglobin: ___ ___ ___ ___ ● ___ ___	 ☐ g/dL	 ☐ g/L	 ☐ mmol/L

59.	 Hematocrit: ___ ___ ___ %

60.	 Was RBC transfused ≤ 30 days before date of test?	 ☐ Yes	 ☐ No

62.	 Platelets: ___ ___ ___ ___ ___ ___ ___	 ☐ x 109/L (x 103/mm3)	 ☐ x 106/L

63.	 Were platelets transfused ≤ 7 days before date of test?	 ☐ Yes	 ☐ No

CIBMTR Form 2100 revision 4 (page 5 of 44). Last Updated January, 2017.
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				    ☐	Anti-leukemic or tumor agent to treat relapse 

				    ☐	Other indication
							     

44.	 Other agent

	 ☐	 Yes 	 45.	 Specify study agent: ____________________________________________________

	 ☐	 No				  
			   46.	 Date started: __  __  __  __ / __  __ / __  __ 

			   47.	 Therapy

				    ☐	Planned therapy per protocol

				    ☐	Intervention for delay in cell count recovery 

				    ☐	Intervention for decline in cell count 

				    ☐	Anti-leukemic or tumor agent to prevent relapse 

				    ☐	Anti-leukemic or tumor agent to treat relapse  

				    ☐	Other indication
							     

YYYY           MM        DD

 

48.	 Specify other indication:_ ___________________

 

43.	 Specify other indication:_ ___________________



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

Specify the date the most recent immunoglobulin sample was collected: 

64.	 Date sample collected: __  __  __  __ / __  __ / __  __
			   YYYY           MM        DD
	
65.	 Did the recipient receive supplemental intravenous immunoglobulins (IVIG)?

	 ☐ Yes	

	 ☐ No

Specify the immunoglobulin values from the most recent testing:

69.	 IgG

	 ☐ Known	

	 ☐ Unknown

71.	 IgM

	 ☐ Known	

	 ☐ Unknown

73.	 IgA

	 ☐ Known	

	 ☐ Unknown

75.	 Were lymphocyte analyses performed?

	 ☐ Yes	

	 ☐ No

66.	 Was supplemental IVIG received in the 30 days prior to the date the sample was collected? 

	 ☐ Yes 	 ☐ No 

Specify the indication for which IVIG was given: 

67.	 Specify the indication for which IVIG was given

	 ☐ Prophylaxis for low IgG with no active infection (polyclonal IV gamma globulin / IVIG)

	 ☐ Active infection with normal IgG

	 ☐ Active infection in the setting of low IgG

	 ☐ Other indication	 68.	 Specify other indication:________________________________________

70.	  ___ ___ ___ ___ ___ ● ___ ___	 ☐ mg/dL	 ☐ g/dL	 ☐ g/L

74.	  ___ ___ ___ ___ ___ ● ___ ___	 ☐ mg/dL	 ☐ g/dL	 ☐ g/L

72.	  ___ ___ ___ ___ ___ ● ___ ___	 ☐ mg/dL	 ☐ g/dL	 ☐ g/L

Specify the date of the most recent sample: 

76.	 Date sample collected: __  __  __  __ / __  __ / __  __
		  YYYY           MM        DD

77.	 CD3 (T cells)

	 ☐ Known	 78.	 ___ ___ ___ ___ ___ ___ ___	 ☐ x 109/L (x 103/mm3)	

	 ☐ Unknown			   ☐ x 106/L		

79.	 CD4 (T helper cells)

	 ☐ Known	 80.	 ___ ___ ___ ___ ___ ___ ___	 ☐ x 109/L (x 103/mm3)	

	 ☐ Unknown			   ☐ x 106/L		

81.	 CD8 (cytotoxic T cells)	
	 ☐ Known	 82.	 ___ ___ ___ ___ ___ ___ ___	 ☐ x 109/L (x 103/mm3)	

	 ☐ Unknown				    ☐ x 106/L		

83.	 CD19 (B lymphocyte cells)	
	 ☐ Known	 84.	 ___ ___ ___ ___ ___ ___ ___	 ☐ x 109/L (x 103/mm3)	 	
	 ☐ Unknown				    ☐ x 106/L

CIBMTR Form 2100 revision 4 (page 6 of 44). Last Updated January, 2017.
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Immune Reconstitution



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

This section relates to chimerism studies from allogeneic HCTs only. If this was an autologous HCT, continue with the Infection section.

89.	 Were chimerism studies performed post-HCT? (Allogeneic HCTs only)

	 ☐ Yes	

	 ☐ No

85.	 CD20 (B lymphocyte cells)

	 ☐ Known	 86.	 ___ ___ ___ ___ ___ ___ ___	 ☐ x 109/L (x 103/mm3)	 	
	 ☐ Unknown				    ☐ x 106/L

87.	 CD56 (natural killer (NK) cells)

	 ☐ Known	 88.	 ___ ___ ___ ___ ___ ___ ___	 ☐ x 109/L (x 103/mm3)	
	 ☐ Unknown				    ☐ x 106/L

90.	 Was documentation submitted to the CIBMTR? (e.g. chimerism laboratory reports)	 ☐ Yes	 ☐ No	

	 91.	 Were chimerism studies assessed for more than one donor / multiple donors?	 ☐ Yes	 ☐ No

Provide date(s), method(s) and other information for all chimerism studies performed prior to date of 
contact (question 1).

92.	 NMDP donor ID: ___ ___ ___ ___ - ___ ___ ___ ___ - ___

93.	 NMDP cord blood unit ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

94.	 Non-NMDP unrelated donor ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

95.	 Non-NMDP cord blood unit ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

96.	 Date of birth: (donor / infant) __  __  __  __ / __  __ / __  __  OR  Age: (donor/infant) ___ ___	 ☐ Months

															             ☐ Years

98.	 Date sample collected: __  __  __  __ / __  __ / __  __
	 YYYY           MM        DD

99.	 Method

	 ☐ Karyotyping for XX/XY

	 ☐ Fluorescent in situ hybridization (FISH) for XX/XY

	 ☐ Restriction fragment-length polymorphisms (RFLP) 

	 ☐ VNTR or STR, micro or mini satellite (also include AFLP) 

	 ☐ Other 

101.	 Cell source	 ☐ Bone marrow	 ☐ Peripheral blood
 
102.	 Cell type 

	 ☐ Unsorted / whole - Go to question 104

	 ☐ Red blood cells - Go to question 106

	 ☐ Hematopoietic progenitor cells (CD34+ cells) - Go to question 106 

	 ☐ Total mononuclear cells (lymphs & monos) - Go to question 106

CIBMTR Form 2100 revision 4 (page 7 of 44). Last Updated January, 2017.
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Chimerism Studies

YYYY           MM        DD

 

97.	 Sex (donor / infant)	 ☐ Male	 ☐ Female

 

100.	 Specify:____________________________________________________________



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

108.	 Did engraftment syndrome occur?

	 ☐ Yes	

	 ☐ No

CIBMTR Form 2100 revision 4 (page 8 of 44). Last Updated January, 2017.
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	 ☐ T-cells (includes CD3+, CD4+, and/or CD8+) - Go to question 106

	 ☐ B-cells (includes CD19+ or CD20+) - Go to question 106 

	 ☐ Granulocytes (includes CD33+ myeloid cells) - Go to question 106

	 ☐ NK cells (CD56+) - Go to question 106

	 ☐ Other 

104.	 Total cells examined: ___ ___ ___ ___ ___ ___ 

105.	 Number of donor cells: ___ ___ ___ ___ - Go to question 108

106.	 Were donor cells detected?

	 ☐ Yes 

	 ☐ No

Copy questions 92 – 107 if needed for multiple chimerism studies.

          103.	 Specify:____________________________________________________________

          107.	 Percent donor cells:  ___ ___ ___ %

Engraftment Syndrome

109.	 Date of onset: __  __  __  __ / __  __ / __  __
	 YYYY           MM        DD

Specify the symptoms of engraftment syndrome:

110.	 Diarrhea			   ☐ Yes 	 ☐ No

111.	 Erythrodermic rash (involving >25% of body surface area)	 ☐ Yes 	 ☐ No

112.	 Fever (≥38.3º C or >100.9º F with no identifiable infectious etiology)	 ☐ Yes 	 ☐ No

113.	 Development of hepatic dysfunction (with either bilirubin ≥2 mg/dL or transaminase levels	 ☐ Yes 	 ☐ No 
	 ≥2 times normal)

114.	 Non-cardiogenic pulmonary edema (manifested by diffuse pulmonary infiltrates and	 ☐ Yes 	 ☐ No
	 hypoxia)

115.	 Development of renal insufficiency (serum creatinine ≥2 times baseline)	 ☐ Yes 	 ☐ No

116.	 Transient encephalopathy		  ☐ Yes 	 ☐ No

117.	 Weight gain (≥2.5% of baseline body weight) 	 ☐ Yes 	 ☐ No

118.	 Other symptom

	 ☐ Yes 	
	 ☐ No 

Biopsy

120.	 Was a biopsy performed?

	 ☐ Yes 	
	 ☐ No

          119.	 Specify other symptom:________________________________________________

Specify site: 

121.	 Lower gastrointestinal (GI)					     ☐ Yes	 ☐ No

122.	 Skin									          	 ☐ Yes	 ☐ No

123.	 Other site					   

	 ☐ Yes	

	 ☐ No

 
124.	 Specify other site: _______________________________________



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

Report any acute graft-versus-host disease occurring in this reporting period in response to allogeneic HCT or cellular therapy. If this was 
an autologous HCT, continue with the Infection section.

131.	 Was specific therapy used after the start of the preparative regimen to prevent acute GVHD ? (Note: do not include growth factors reported in 	
	 questions 19-48, or ex vivo T-cell depletion reported on the Product Insert.  Do not include drugs given as part of the preparative regimen)

	 ☐ Yes	

	 ☐ No
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Specify if therapy was given for engraftment syndrome:
126.	 Was therapy given? 

	 ☐ Yes 	
	 ☐ No

130.	 Did engraftment syndrome resolve?	 ☐ Yes 	 ☐ No

132.	 ALG, ALS, ATG, ATS 

	 ☐ Yes 	
	 ☐ No

136.	 Bortezomib (Velcade)			   ☐ Yes 	 ☐ No

137.	 Corticosteroids (systemic) (e.g. prednisone, dexamethasone)	 ☐ Yes 	 ☐ No

138.	 Cyclosporine (CSA, Neoral, Sandimmune)		  ☐ Yes 	 ☐ No

139.	 Cyclophosphamide (Cytoxan)

	 ☐ Yes 	
	 ☐ No

141.	 Extra-corporeal photopheresis (ECP)	 ☐ Yes 	 ☐ No

142.	 FK 506 (Tacrolimus, Prograf)		  ☐ Yes 	 ☐ No

143.	 In vivo monoclonal antibody

	 ☐ Yes 	
	 ☐ No

 

127.	 Corticosteroids (systemic)					     ☐ Yes	 ☐ No

128.	 Other therapy					   

	 ☐ Yes	

	 ☐ No

 

 

133.	 Total dose: ___ ___ ___ ___ ___  mg/kg

134.	 Specify source

	 ☐ ATGAM (horse) - Go to guestion 136

	 ☐ ATG – Fresnius (rabbit) - Go to guestion 136

	 ☐ Thymoglobulin (rabbit) - Go to guestion 136

	 ☐ Other

 

 140.	 Total dose: ___ ___ ___ ___ ___ mg/kg

 

 Specify in vivo monoclonal antibody: 
144.	 Alemtuzumab (Campath)

	 ☐ Yes

	 ☐ No

146.	 Other in vivo monoclonal antibody

	 ☐ Yes

	 ☐ No

 
129.	 Specify other therapy:_______________________________

 
135.	 Specify other source:___________________________

 
145.	 Total dose: ___ ___ ___ ___ ___ mg

 
147.	 Specify antibody: _ ____________________________

Acute Graft vs. Host Disease (GVHD)

 

125.	 Was documentation submitted to the CIBMTR?	 ☐ Yes	 ☐ No
	 (pathology report)



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

157.	 Did acute GVHD develop since the date of last report?

	 ☐ Yes	

	 ☐ No - Go to question 159

	 ☐ Unkown - Go to question 159

159.	 Did acute GVHD persist since the date of last report?

	 ☐ Yes - Go to question 176	

	 ☐ No - Go to question 233

	 ☐ Unkown - Go to question 233
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148.	 In vivo immunotoxin

	 ☐ Yes

	 ☐ No

150.	 Methotrexate (MTX) (Amethopterin)	 ☐ Yes	 ☐ No

151.	 Mycophenolate mofetil (MMF) (CellCept, Myfortic)	 ☐ Yes	 ☐ No

152.	 Sirolimus (Rapamycin, Rapamune)	 ☐ Yes	 ☐ No

153.	 Blinded randomized trial

	 ☐ Yes

	 ☐ No 

155.	 Other agent

	 ☐ Yes

	 ☐ No

 
158.	 Date of acute GVHD diagnosis: __  __  __  __ / __  __ / __  __  - Go to question 160
	 YYYY           MM        DD

 
160.	 Was acute GVHD evaluated by biopsy (histology)? (at diagnosis)

	 ☐ Yes		

	 ☐ No											         

			

Specify result(s):
161.	 Skin

		 ☐ Positive	 ☐ Suggestive 	 ☐ Negative	 ☐ Inconclusive / equivocal	

		 ☐ Not done
									      
162.	 Lower gastrointestinal (GI)

		 ☐ Positive	 ☐ Suggestive 	 ☐ Negative	 ☐ Inconclusive / equivocal	

		 ☐ Not done

163.	 Upper gastrointestinal (GI)

		 ☐ Positive	 ☐ Suggestive 	 ☐ Negative	 ☐ Inconclusive / equivocal	

		 ☐ Not done
												         
164.	 Liver

		 ☐ Positive	 ☐ Suggestive 	 ☐ Negative	 ☐ Inconclusive / equivocal	

		 ☐ Not done
													          
165.	 Lung

		 ☐ Positive	 ☐ Suggestive 	 ☐ Negative	 ☐ Inconclusive / equivocal	

		 ☐ Not done

 
149.	 Specify immunotoxin:_ _________________________

 
154.	 Specify trial agent:_____________________________

 
156.	 Specify other agent:____________________________



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

169.	 Overall grade of acute GVHD at diagnosis

	 ☐ I - Rash on ≤ 50% of skin, no liver or gut involvement

	 ☐ II - Rash on > 50% of skin, bilirubin 2-3 mg/dL, or diarrhea 500-1000 mL/day or persistent nausea

	 ☐ III - Bilirubin 3-15 mg/dL, or gut stage 2-4 diarrhea > 1000 mL/day or severe abdominal pain with or 
		  without ileus

	 ☐ IV - Generalized erythroderma with bullous formation, or bilirubin >15 mg/dL

	 ☐ Not applicable (acute GVHD present but cannot be graded)

List the stage for each organ at diagnosis of acute GVHD:

170.	 Skin

	 ☐ Stage 0 – no rash, or no rash attributable to acute GVHD 

	 ☐ Stage 1 – maculopapular rash, < 25% of body surface

	 ☐ Stage 2 – maculopapular rash, 25-50% of body surface

	 ☐ Stage 3 – generalized erythroderma, > 50% of body surface

	 ☐ Stage 4 – generalized erythroderma with bullae formation and/or desquamation

171.	 Lower Intestinal Tract (use mL/day for adult recipients and mL/kg/day for pediatric recipients)

	 ☐ Stage 0 – no diarrhea, no diarrhea attributable to acute GVHD / diarrhea < 500 mL/day (adult), or 
		  < 10 mL/kg/day (pediatric) 

	 ☐ Stage 1 – diarrhea 500-1000 mL/day (adult), or 10-19.9 mL/kg/day (pediatric)

	 ☐ Stage 2 – diarrhea 1001-1500 mL/day (adult), or 20-30 mL/kg/day (pediatric)

	 ☐ Stage 3 – diarrhea > 1500 mL/day (adult), or > 30 mL/kg/day (pediatric)

	 ☐ Stage 4 – severe abdominal pain, with or without ileus, and/or grossly bloody stool

172.	 Upper Intestinal Tract

	 ☐ Stage 0 – no persistent nausea or vomiting 

	 ☐ Stage 1 – persistent nausea or vomiting

173.	 Liver

	 ☐ Stage 0 – No liver acute GVHD / bilirubin < 2.0 mg/dL (< 34 μmol/L) 

	 ☐ Stage 1 – bilirubin 2.0-3.0 mg/dL (34-52 μmol/L)

	 ☐ Stage 2 – bilirubin 3.1-6.0 mg/dL (53-103 μmol/L)

	 ☐ Stage 3 – bilirubin 6.1-15.0 mg/dL (104-256 μmol/L)

	 ☐ Stage 4 – bilirubin > 15.0 mg/dL (> 256 μmol/L)
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167.	Specify other site:__________________________

			
166.	 Other site

	 ☐ Positive - Go to question 167	  		

	 ☐ Suggestive - Go to question 167	

	 ☐ Negative - Go to question 167					   

	 ☐ Inconclusive / equivocal - Go to question 167

	 ☐ Not done - Go to question 168

168.	 Was documentation submitted to the CIBMTR? (e.g. pathology report)

	 ☐ Yes	 ☐ No



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

174.	 Other site(s) involved with acute GVHD

	 ☐ Yes	 175.	 Specify other site(s):____________________________________________________	

	 ☐ No

List the maximum severity of organ involvement since the date of last report:

176.	 Maximum overall grade of acute GVHD

	 ☐ I - Rash on ≤ 50% of skin, no liver or gut involvement 

	 ☐ II - Rash on > 50% of skin, bilirubin 2-3 mg/dL, or diarrhea 500-1000 mL/day or persistent nausea

	 ☐ III - Bilirubin 3-15 mg/dL, or gut stage 2-4 diarrhea > 1000 mL/day or severe abdominal pain with or 
		  without ileus

	 ☐ IV - Generalized erythroderma with bullous formation, or bilirubin >15 mg/dL

	 ☐ Not applicable (acute GVHD present but cannot be graded)

177.	 Date maximum overall grade of acute GVHD: __  __  __  __ / __  __ / __  __
			   YYYY           MM        DD

Specify organ involvement at time of maximum grade:

178.	 Skin

	 ☐ Stage 0 – no rash, or no rash attributable to acute GVHD 

	 ☐ Stage 1 – maculopapular rash, < 25% of body surface

	 ☐ Stage 2 – maculopapular rash, 25-50% of body surface

	 ☐ Stage 3 – generalized erythroderma, > 50% of body surface

	 ☐ Stage 4 – generalized erythroderma with bullae formation and/or desquamation

179.	 Lower Intestinal Tract (use mL/day for adult recipients and mL/kg/day for pediatric recipients)

	 ☐ Stage 0 – no diarrhea, no diarrhea attributable to acute GVHD / diarrhea < 500 mL/day (adult), or 	
		  < 10 mL/kg/day (pediatric) 

	 ☐ Stage 1 – diarrhea 500-1000 mL/day (adult), or 10-19.9 mL/kg/day (pediatric)

	 ☐ Stage 2 – diarrhea 1001-1500 mL/day (adult), or 20-30 mL/kg/day (pediatric)

	 ☐ Stage 3 – diarrhea > 1500 mL/day (adult), or > 30 mL/kg/day (pediatric)

	 ☐ Stage 4 – severe abdominal pain, with or without ileus, and/or grossly bloody stool

180.	 Upper Intestinal Tract

	 ☐ Stage 0 – no persistent nausea or vomiting 

	 ☐ Stage 1 – persistent nausea or vomiting

181.	 Liver

	 ☐ Stage 0 – No liver acute GVHD / bilirubin < 2.0 mg/dL (< 34 μmol/L) 

	 ☐ Stage 1 – bilirubin 2.0-3.0 mg/dL (34-52 μmol/L)

	 ☐ Stage 2 – bilirubin 3.1-6.0 mg/dL (53-103 μmol/L)

	 ☐ Stage 3 – bilirubin 6.1-15.0 mg/dL (104-256 μmol/L)

	 ☐ Stage 4 – bilirubin > 15.0 mg/dL (> 256 μmol/L)

182.	 Other site(s) involved with acute GVHD

	 ☐ Yes	 183.	 Specify other site(s):____________________________________________________

	 ☐ No

Specify therapy given for acute GVHD:

184.	 Corticosteroids (topical GI)(e.g. beclomethasone, budesonide) 	☐ Yes 	 ☐ No
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185.	 Was systemic therapy used to treat acute GVHD?

	 ☐ Yes	

	 ☐ No				  
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186.	 ALG, ALS, ATG, ATS

	 ☐ Yes

	 ☐ No
				  

191.	 Alemtuzumab (Campath)

	 ☐ Yes

	 ☐ No

194.	 Anti CD25 (Zenapax, Daclizumab, AntiTAC)

	 ☐ Yes

	 ☐ No

197.	 Corticosteroids (systemic) (e.g. prednisone, dexamethasone)

	 ☐ Yes

	 ☐ No

199.	 Cyclosporine (CSA, Neoral, Sandimmune)

	 ☐ Yes

	 ☐ No

201.	 Extra-corporeal photopheresis (ECP)

	 ☐ Yes

	 ☐ No

203.	 Etanercept (Enbrel)

	 ☐ Yes

	 ☐ No

205.	 FK 506 (Tacrolimus, Prograf)

	 ☐ Yes

	 ☐ No

187.	 Total dose: ___ ___ ___ ___ __ mg/kg
						       
188.	 Date started: __  __  __  __ / __  __ / __  __
	 YYYY           MM        DD
							     
189.	 Specify source

	 ☐ ATGAM (horse) 

	 ☐ ATG – Fresnius (rabbit) 

	 ☐ Thymoglobulin (rabbit)  

	 ☐ Other  	 190.	 Specify other source:_____________

192.	 Total dose: ___ ___ ___ ___ __ mg
						       
193.	 Date started: __  __  __  __ / __  __ / __  __
	 YYYY           MM        DD

195.	 Specify anti 
CD25:	
						       
196.	 Date started: __  __  __  __ / __  __ / __  __
	 YYYY           MM        DD

198.	 Date started: __  __  __  __ / __  __ / __  __
	 YYYY           MM        DD

200.	 Date started: __  __  __  __ / __  __ / __  __
	 YYYY           MM        DD

202.	 Date started: __  __  __  __ / __  __ / __  __
	 YYYY           MM        DD

204.	 Date started: __  __  __  __ / __  __ / __  __
	 YYYY           MM        DD

206.	 Date started: __  __  __  __ / __  __ / __  __
	 YYYY           MM        DD
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207.	 Infliximab (Remicade)

	 ☐ Yes

	 ☐ No

209.	 In vivo immunotoxin

	 ☐ Yes

	 ☐ No

212.	 Mycophenolate mofetil (MMF) (CellCept, Myfortic)

	 ☐ Yes

	 ☐ No

214.	 Pentostatin (Nipent)

	 ☐ Yes

	 ☐ No

216.	 PUVA (Psoralen and UVA)

	 ☐ Yes

	 ☐ No

218.	 Sirolimus (Rapamycin, Rapamune)

	 ☐ Yes

	 ☐ No

220.	 Tocilizumab

	 ☐ Yes

	 ☐ No

222.	 JAK 2 inhibitors

	 ☐ Yes

	 ☐ No

228.	 Blinded randomized trial

	 ☐ Yes

	 ☐ No

210.	 Specify immunotoxin:_________________________________

211.	 Date started: __  __  __  __ / __  __ / __  __
	 YYYY           MM        DD

213.	 Date started: __  __  __  __ / __  __ / __  __
	 YYYY           MM        DD

215.	 Date started: __  __  __  __ / __  __ / __  __
	 YYYY           MM        DD

217.	 Date started: __  __  __  __ / __  __ / __  __
	 YYYY           MM        DD

219.	 Date started: __  __  __  __ / __  __ / __  __
	 YYYY           MM        DD

221.	 Date started: __  __  __  __ / __  __ / __  __
	 YYYY           MM        DD

223.	 Ruxolitinib (Jakafi) 

	 ☐ Yes	 224.	Date started: __  __  __  __ / __  __ / __  __

	 ☐ No			 

225.	 Other JAK 2 inhibitor

	 ☐ Yes	 226.	Specify other JAK 2 inhibitor:

	 ☐ No	 227.	Date started: __  __  __  __ / __  __ / __  __	
	

229.	 Specify trial agent: __________________________________

230.	 Date started: __  __  __  __ / __  __ / __  __	
		  YYYY           MM        DD

208.	 Date started: __  __  __  __ / __  __ / __  __
	 YYYY           MM        DD

YYYY           MM        DD

YYYY           MM        DD
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Report any chronic graft-versus-host disease occurring in this reporting period in response to allogeneic HCT or cellular therapy. If this 
was an autologous HCT, continue with the Infection section.

234.	 Did chronic GVHD develop since the date of last report?

	 ☐ Yes	

	 ☐ No - Go to question 236

	 ☐ Unkown - Go to question 236

236.	 Did chronic GVHD persist since the date of last report?

	 ☐ Yes - Go to question 302	

	 ☐ No - Go to question 400

	 ☐ Unkown - Go to question 400
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Chronic Graft vs. Host Disease (GVHD)

 
237.	 Onset of chronic GVHD was

	 ☐ Progressive (acute GVHD present within 2 weeks prior to onset of chronic GVHD)_

	 ☐ Interrupted (acute GVHD resolved, then chronic GVHD developed)

	 ☐ De novo (acute GVHD never developed)

238.	 Were signs of acute GVHD present at the time of chronic GVHD diagnosis (overlap syndrome)?

	 ☐ Yes	 ☐ No

239.	 What scale was used to determine the recipient’s functional status? (at time of chronic GVHD diagnosis)

	 ☐ Karnofsky (recipient age ≥ 16 years) - Go to question 240

	 ☐ Lansky (recipient age < 16 years) - Go to question 241

240.	 Karnofsky scale (recipient age ≥ 16 years)

	 ☐ 100: Normal; no complaints; no evidence of disease 	 		

	 ☐ 90: Able to carry on normal activity	

	 ☐ 80: Normal activity with effort					   

	 ☐ 70: Cares for self; unable to carry on normal activity or to do active work

	 ☐ 60: Requires occasional assistance but is able to care for most needs 

	 ☐ 50: Requires considerable assistance and frequent medical care 

	 ☐ 40: Disabled; requires special care and assistance 

	 ☐ 30: Severely disabled; hospitalization indicated, although death not imminent

	 ☐ 20: Very sick; hospitalization necessary 

	 ☐ 10: Moribund; fatal process progressing rapidly

- Go to question 242

 

235.	 Date of chronic GVHD diagnosis: __  __  __  __ / __  __ / __  __ ☐ Date estimated
			   YYYY           MM        DD
	 - Go to question 237   

231.	 Other agent

	 ☐ Yes

	 ☐ No
232.	 Specify other agent: ________________________________

233.	 Date started: __  __  __  __ / __  __ / __  __	
		  YYYY           MM        DD
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242.	 Platelets: (at diagnosis of chronic GVHD) ___ ___ ___ ___ ___ 	 ☐ x 109/L (x 103/mm3) 	 ☐ x 106/L

243.	 Total serum bilirubin (at diagnosis of chronic GVHD): ___ ___ ___ ● ___	 ☐ mg/dL	 ☐ μmol/L

244.	 Was chronic GVHD evaluated by biopsy (histology)? (at diagnosis)

	 ☐ Yes	

	 ☐ No

241.	 Lansky scale (recipient age < 16 years)

	 ☐ 100: Fully active 		

	 ☐ 90: Minor restriction in physically strenuous play	

	 ☐ 80: Restricted in strenuous play, tires more easily, otherwise active	

	 ☐ 70: Both greater restrictions of, and less time spent in, active play

	 ☐ 60: Ambulatory up to 50% of time, limited active play with assistance / 
		  supervision 

	 ☐ 50: Considerable assistance required for any active play; fully able to engage in 	
		  quiet play 

	 ☐ 40: Able to initiate quiet activities 

	 ☐ 30: Needs considerable assistance for quiet activity

	 ☐ 20: Limited to very passive activity initiated by others (e.g., TV)

	 ☐ 10: Completely disabled, not even passive play

Specify result(s):
245.	 Skin

		 ☐ Positive	 ☐ Suggestive 	 ☐ Negative	 ☐ Inconclusive / equivocal	

		 ☐ Not done
									      
246.	 Lower gastrointestinal (GI)

		 ☐ Positive	 ☐ Suggestive 	 ☐ Negative	 ☐ Inconclusive / equivocal	

		 ☐ Not done

247.	 Upper gastrointestinal (GI)

		 ☐ Positive	 ☐ Suggestive 	 ☐ Negative	 ☐ Inconclusive / equivocal	

		 ☐ Not done
												         
248	 Liver

		 ☐ Positive	 ☐ Suggestive 	 ☐ Negative	 ☐ Inconclusive / equivocal	

		 ☐ Not done
													          
249.	 Lung

		 ☐ Positive	 ☐ Suggestive 	 ☐ Negative	 ☐ Inconclusive / equivocal	

		 ☐ Not done

250.	 Other site

	 ☐ Positive - Go to question 251	  		

	 ☐ Suggestive - Go to question 251	

	 ☐ Negative - Go to question 251					   

	 ☐ Inconclusive / equivocal - Go to question 251

	 ☐ Not done - Go to question 252
 

251.	Specify other site:__________________________
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Specify organs involved and NIH scoring at diagnosis of chronic GHVD:

Skin:
252.	 Skin

	 ☐ Yes	

	 ☐ No

Mouth
261.	 Mouth

	 ☐ Yes	

	 ☐ No

253.	 Score percent BSA involved

	 ☐ Score 0 – No BSA involved, no sclerotic features	  		

	 ☐ Score 1 – 1-18% BSA	

	 ☐ Score 2 – 19-50% BSA, or superficial sclerotic features “not hidebound” (able to 	
		  pinch)					   

	 ☐ Score 3 – >50% BSA, deep sclerotic features, hidebound, impaired mobility, or 	
		  ulceration

254.	 Skin features score

	 ☐ No sclerotic features

	 ☐ Superficial sclerotic features “not hidebound” (able to pinch)

	 ☐ Deep sclerotic features, hidebound (unable to pinch), impaired mobility, or 	
		  ulceration

Specify skin GVHD features present at diagnosis of chronic GVHD:

255.	 Maculopapular rash / erythema	 ☐ Yes	 ☐ No

256.	 Lichen planus-like features	 ☐ Yes	 ☐ No

257.	 Papulosquamous lesions or ichthyosis	 ☐ Yes	 ☐ No

258.	 Keratosis pilaris-like GVHD	 ☐ Yes	 ☐ No

Specify if any skin abnormalities were present, but explained entirely by non-GVHD 
causes:

259.	 Abnormality present but explained entirely by non-GVHD documented cause

	 ☐ Yes	

	 ☐ No

262.	 Mouth score

	 ☐ Score 0 – No symptoms	  		

	 ☐ Score 1 – Mild symptoms with disease signs but not limiting oral intake 	
		  significantly	

	 ☐ Score 2 – Moderate symptoms with disease signs with partial limitation of oral 	
		  intake					   

	 ☐ Score 3 – Severe symptoms with disease signs on examination with major 	
		  limitation of oral intake

263.	 Lichen planus-like features	 ☐ Yes	 ☐ No

Specify if any mouth abnormalities were present, but explained entirely by non-
GVHD causes:

264.	 Abnormality present but explained entirely by non-GVHD documented cause

	 ☐ Yes	

	 ☐ No

 

260.	Specify cause:____________________________

 

265.	Specify cause:____________________________
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Eyes
266.	 Eyes

	 ☐ Yes	

	 ☐ No

Gastrointestinal (GI) Tract
271.	 Gastrointestinal (GI) tract

	 ☐ Yes	

	 ☐ No

267.	 Eyes score

	 ☐ Score 0 – No symptoms	  		

	 ☐ Score 1 – Mild dry eye symptoms not affecting ADL (requirement of lubricant eye 	
		  drops ≤ 3x per day)	

	 ☐ Score 2 – Moderate dry eye symptoms partially affecting ADL (requiring 	
		  lubricant eye drops >3x per day or punctal plugs), without new vision impairment 	
		  due to keratoconjunctivitis sicca (KCS)					   

	 ☐ Score 3 – Severe dry eye symptoms significantly affecting ADL (special eyewear 	
		  to relieve pain) OR unable to work because of ocular symptoms OR loss of 
		  vision due to keratoconjunctivitis sicca (KCS)

268.	 Keratoconjunctivitis sicca (KCS) confirmed by ophthalmologist?	

	 ☐ Yes	 ☐ No	 ☐ Not done

Specify if any eye abnormalities were present, but explained entirely by non-GVHD 
causes:

269.	 Abnormality present but explained entirely by non-GVHD documented cause

	 ☐ Yes	

	 ☐ No

272.	 Gastrointestinal (GI) tract score

	 ☐ Score 0 – No symptoms	  		

	 ☐ Score 1 – Symptoms without significant weight loss (<5%)	

	 ☐ Score 2 – Symptoms associated with mild to moderate weight loss (5-15%) OR 	
		  moderate diarrhea without significant interference with daily living	

	 ☐ Score 3 – Symptoms associated with significant weight loss (>15%), requires 	
		  nutritional supplementation for most calorie needs OR esophageal dilation OR 	
		  severe diarrhea with significant interference with daily living

Specify if any GI abnormalities were present, but explained entirely by non-GVHD 
causes:

273.	 Abnormality present but explained entirely by non-GVHD documented cause

	 ☐ Yes	

	 ☐ No

Specify Gastrointestinal (GI) tract GVHD features present at diagnosis of chronic 

GVHD:

275.	 Esophageal web / proximal stricture or ring	 ☐ Yes	 ☐ No

276.	 Dysphagia		  ☐ Yes	 ☐ No

277.	 Anorexia		  ☐ Yes	 ☐ No

278.	 Nausea		  ☐ Yes	 ☐ No

279.	 Vomiting		  ☐ Yes	 ☐ No

280.	 Diarrhea		  ☐ Yes	 ☐ No

281.	 Weight loss ≥5%	 ☐ Yes	 ☐ No

282.	 Failure to thrive	 ☐ Yes	 ☐ No

 

270.	Specify cause:____________________________

 

274.	Specify cause:____________________________
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Liver
283.	 Liver

	 ☐ Yes	

	 ☐ No

Lungs
287.	 Lungs

	 ☐ Yes	

	 ☐ No

Joints and fascia
293.	 Joints and fascia

	 ☐ Yes	

	 ☐ No

284.	 Liver score

	 ☐ Score 0 – Normal total bilirubin and ALT or AP <3 x ULN	  	

	 ☐ Score 1 – Normal total bilirubin with ALT ≥3 to 5 x ULN or AP ≥3 x ULN	

	 ☐ Score 2 – Elevated total bilirubin but ≤3 mg/dL or ALT >5 ULN	

	 ☐ Score 3 – Elevated total bilirubin > 3 mg/dL

Specify if any liver abnormalities were present, but explained entirely by non-GVHD 
causes:

285.	 Abnormality present but explained entirely by non-GVHD documented cause

	 ☐ Yes	

	 ☐ No

288.	 Lung score

	 ☐ Score 0 – No symptoms	  	

	 ☐ Score 1 – Mild symptoms (shortness of breath after climbing one flight of steps)	

	 ☐ Score 2 – Moderate symptoms (shortness of breath after walking on flat 	
		  ground)	

	 ☐ Score 3 – Severe symptoms (shortness of breath at rest; requiring oxygen)

289.	 Were pulmonary function tests performed?

	 ☐ Yes	

	 ☐ No

Specify if any liver abnormalities were present, but explained entirely by non-GVHD 
causes:

291.	 Abnormality present but explained entirely by non-GVHD documented cause

	 ☐ Yes	

	 ☐ No

294.	 Joints and fascia score

	 ☐ Score 0 – No symptoms	  	

	 ☐ Score 1 – Mild tightness of arms or legs, normal or mild decreased range of 	
		  motion (ROM) AND not affecting ADL

	 ☐ Score 2 – Tightness of arms or legs OR joint contractures, erythema thought due 
		  to fasciitis, moderate decrease ROM AND mild to moderate limitation of ADL	

	 ☐ Score 3 – Contractures WITH significant decrease ROM AND significant 
		  limitation of ADL (e.g. unable to tie shoes, button shirts, dress self, etc.)

 

286.	Specify cause:____________________________

 

292.	Specify cause:____________________________

 

290.	Specify FEV1 percent: ___ ___ %
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Genital tract
297.	 Genital tract

	 ☐ Yes	

	 ☐ No

 

Maximum grade of chronic GVHD since the date of last report:

302.	 Maximum grade of chronic GVHD (according to best clinical judgment)

	 ☐ Mild	 ☐ Moderate	 ☐ Severe	 ☐ Unknown

303.	 Specify if chronic GVHD was limited or extensive

	 ☐ Limited – Localized skin involvement and/or hepatic dysfunction due to chronic GVHD

	 ☐ Extensive – One or more of the following:
	 – generalized skin involvement; or,
	 – liver histology showing chronic aggressive hepatitis, bridging necrosis or cirrhosis; or,
	 – involvement of eye: Schirmer’s test with < 5 mm wetting; or
	 – involvement of minor salivary glands or oral mucosa demonstrated on labial biopsy; or
	 – involvement of any other target organ

Organ specific manifestations since the date of last report:
Indicate if there was organ specific manifestations with chronic GVHD from the list below:

305.	 Sclerosis of skin or fascia (e.g., scleroderma, fasciitis, morphea)	 ☐ Yes	 ☐ No

306.	 Erythematous skin rash		  ☐ Yes	 ☐ No

307.	 Joint contractures		  ☐ Yes	 ☐ No

308.	 Other skin or hair involvement (ulcers, pruritus or itching, dyspigmentation, 	 ☐ Yes	 ☐ No
	 alopecia, lichenoid skin changes, etc.)

309.	 Eyes (xerophthalmia (dry eyes), abnormal Schirmer’s test, abnormal slit lamp, corneal 	 ☐ Yes	 ☐ No
	 erosion / conjunctivitis, etc.)

310.	 Mouth (lichenoid changes, mucositis / ulcers, erythema, etc.) 	 ☐ Yes	 ☐ No

298.	 Genital tract score

	 ☐ Score 0 – No signs 	  	

	 ☐ Score 1 – Mild signs and females with or without discomfort on exam

	 ☐ Score 2 – Moderate signs and may have symptoms with discomfort on exam	

	 ☐ Score 3 – Severe signs with or without symptoms

299.	 Currently sexually active?	 ☐ Yes	 ☐ No	 ☐ Unknown

Specify if any genital tract abnormalities were present, but explained entirely by  
non-GVHD causes:

300.	 Abnormality present but explained entirely by non-GVHD documented cause

	 ☐ Yes	

	 ☐ No

304.	 Date of maximum grade of chronic GVHD: __  __  __  __ / __  __ / __  __
	 YYYY           MM        DD
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Specify if any joint or fascia abnormalities were present, but explained entirely by 
non-GVHD causes:

295.	 Abnormality present but explained entirely by non-GVHD documented cause

	 ☐ Yes	

	 ☐ No

 

296.	Specify cause:____________________________

 

301.	Specify cause:____________________________
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311.	 Bronchiolitis obliterans 		  ☐ Yes	 ☐ No

312.	 Other lung involvement		  ☐ Yes	 ☐ No

313.	 Upper gastrointestinal tract (esophageal involvement, chronic nausea / vomiting)	 ☐ Yes	 ☐ No

314.	 Lower gastrointestinal tract (chronic diarrhea, malabsorption, abdominal pain / cramps, etc.)

	 ☐ Yes	

	 ☐ No

316.	 Liver		  ☐ Yes	 ☐ No

317.	 Genitourinary tract (vaginitis / stricture, etc.)	 ☐ Yes	 ☐ No

318.	 Musculoskeletal (arthritis, myositis, etc.)	 ☐ Yes	 ☐ No

319.	 Thrombocytopenia (< 100 x 109/L)	 ☐ Yes	 ☐ No

320.	 Eosinophilia		  ☐ Yes	 ☐ No

321.	 Serositis (e.g., pleural effusion, ascites, pericardial effusion)	 ☐ Yes	 ☐ No

322.	 Other organ involvement

	 ☐ Yes	

	 ☐ No

Specify therapy given for chronic GVHD since the date of last report:

324.	 Corticosteroids (topical GI)(e.g. beclomethasone, budesonide)	 ☐ Yes	 ☐ No

325.	 Was systemic therapy given to treat chronic GVHD?

	 ☐ Yes	

	 ☐ No

Specify systemic therapy started or escalated for chronic GVHD since the date of last report:

328.	 ALG, ALS, ATG, ATS

	 ☐ Yes	

	 ☐ No

333.	 Aldesleukin (interleukin-2, IL-2)

	 ☐ Yes	

	 ☐ No

315.	 Diarrhea		  ☐ Yes	 ☐ No

323.	 Specify site: _________________________________________________________

326.	 Was the date therapy was first started previously reported?

	 ☐ Yes		

	 ☐ No 	 327.	 Date therapy was first started:	

				    __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

329.	 Total dose: ___ ___ ___ ___ ___  mg/kg

330.	 Specify source

	 ☐ ATGAM (horse) - Go to question 332		

	 ☐ ATG – Fresnius (rabbit) - Go to question 332

	 ☐ Thymoglobulin (rabbit) - Go to question 332

	 ☐ Other	 331.	 Specify other source:_ ________________________________

332.	 Date started:__  __  __  __ / __  __ / __  __
			   YYYY           MM        DD

334.	 Date started:__  __  __  __ / __  __ / __  __
				    YYYY           MM        DD
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335.	 Alemtuzumab (Campath)

	 ☐ Yes	

	 ☐ No

338.	 Anti CD25 (Zenapax, Daclizumab, AntiTAC)

	 ☐ Yes	

	 ☐ No

341.	 Azathioprine

	 ☐ Yes	

	 ☐ No

343.	 Bortezomib (Velcade)

	 ☐ Yes	

	 ☐ No

345.	 Corticosteroids (systemic) (e.g. prednisone, dexamethasone)

	 ☐ Yes	

	 ☐ No

347.	 Cyclosporine (CSA, Neoral, Sandimmune)

	 ☐ Yes	

	 ☐ No

349.	 Interleukin inhibitors

	 ☐ Yes	

	 ☐ No

336.	 Total dose: ___ ___ ___ ___ ___ mg

337.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

339.	 Specify anti CD25:____________________________________________________

340.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

342.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

344.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

348.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

346.	 Date started or escalated: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

350.	 Anti-IL2

	 ☐ Yes	 351.	 Date started: __  __  __  __ / __  __ / __  __

	 ☐ No 		  		

352.	 Anti-IL6

	 ☐ Yes	 353.	 Date started: __  __  __  __ / __  __ / __  __

	 ☐ No 		  		

354.	 Other interleukin inhibitor

	 ☐ Yes	 355.	 Specify other interleukin inhibitor:________________________

	 ☐ No 	

			   356. Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

YYYY           MM        DD

YYYY           MM        DD
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357.	 Extra-corporeal photopheresis (ECP)

	 ☐ Yes	

	 ☐ No

359.	 Etanercept (Enbrel)

	 ☐ Yes	

	 ☐ No

361.	 FK 506 (Tacrolimus, Prograf)

	 ☐ Yes	

	 ☐ No

363.	 Hydroxychloroquine (Plaquenil)

	 ☐ Yes	

	 ☐ No

365.	 Infliximab (Remicade)

	 ☐ Yes	

	 ☐ No

367.	 Methotrexate (MTX) (Amethopterin)

	 ☐ Yes	

	 ☐ No

369.	 Mycophenolate mofetil (MMF) (CellCept, Myfortic)

	 ☐ Yes	

	 ☐ No

371.	 Pentostatin (Nipent)

	 ☐ Yes	

	 ☐ No

373.	 UV therapy

	 ☐ Yes	

	 ☐ No

358.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

360.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

362.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

364.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

366.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

368.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

370.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

372.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

374.	 PUVA (Psoralen and UVA)

	 ☐ Yes	 375.	 Date started: __  __  __  __ / __  __ / __  __

	 ☐ No 		  		 YYYY           MM        DD
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378.	 Rituximab (Rituxan, MabThera)

	 ☐ Yes	

	 ☐ No

380.	 Sirolimus (Rapamycin, Rapamune)

	 ☐ Yes	

	 ☐ No

382.	 Tyrosine kinase inhibitors (TKI)

	 ☐ Yes	

	 ☐ No

388.	 JAK 2 inhibitors

	 ☐ Yes	

	 ☐ No

394.	 Blinded randomized trial

	 ☐ Yes	

	 ☐ No

397.	 Other agent

	 ☐ Yes	

	 ☐ No

376.	 UVB

	 ☐ Yes	 377.	 Date started: __  __  __  __ / __  __ / __  __

	 ☐ No 		  	
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383.	 Imatinib mesylate (Gleevec)

	 ☐ Yes	 384.	 Date started: __  __  __  __ / __  __ / __  __

	 ☐ No 		  		

385.	 Other TKI

	 ☐ Yes	 386.	 Specify other TKI: ____________________________________

	 ☐ No	
		  387.	 Date started: __  __  __  __ / __  __ / __  __
					     YYYY           MM        DD

YYYY           MM        DD

379.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

381.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

395.	 Specify trial agent:____________________________________________________

396.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

389.	 Ruxolitinib (Jakafi)

	 ☐ Yes	 390.	 Date started: __  __  __  __ / __  __ / __  __

	 ☐ No 		  		

391.	 Other JAK 2 inhibitor

	 ☐ Yes	 392.	 Specify other JAK 2 inhibitor:_ __________________________

	 ☐ No 	 393. Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

YYYY           MM        DD

YYYY           MM        DD

398.	 Specify other agent:___________________________________________________

399.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD
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Select the drug in each group the recipient received first and closest to the start of the preparative regimen, even if it was started prior to 
the preparative regimen.  Include prophylactic medications started prior to day +45 post-HCT. 

407.	 Did the recipient receive antibacterial drug(s) for infection prophylaxis?

	 ☐ Yes 

	 ☐ No

 
Specify the first antibacterial drug(s) given as a single drug or as combination therapy 

408.	 Amoxicillin clavulanate oral (Augmentin)	 ☐ Yes	 ☐ No

409.	 Cefdinir oral (Omnicef)	 ☐ Yes	 ☐ No

410.	 Cefpodoxime oral (Vantin)	 ☐ Yes	 ☐ No

411.	 Ciprofloxacin IV or oral (Cipro)	 ☐ Yes	 ☐ No

412.	 Ertapenem IV	 ☐ Yes	 ☐ No

413.	 Levofloxacin IV or oral (Levaquin)	 ☐ Yes	 ☐ No

414.	 Moxifloxacin IV or oral (Avelox)	 ☐ Yes	 ☐ No

415.	 Vancomycin IV	 ☐ Yes	 ☐ No

416.	 Other antibacterial drug

	 ☐ Yes	

	 ☐ No

418.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD
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Infection Prophylaxis

417.	 Specify other antibacterial drug:_ ___________________

Current GVHD Status

400.	 Are symptoms of GVHD still present on the date of actual contact	 ☐ Yes	 ☐ No
	 (or present at the time of death)?

401.	 Is the recipient still taking systemic steroids? (Do not report steroids for adrenal insufficiency, ≤10 mg/day for 	
	 adults, <0.1 mg/kg/day for children)

	 ☐ Yes 

	 ☐ No

	 ☐ Not applicable 	 	

	 ☐ Unknown 	  

404.	 Is the recipient still taking (non-steroid) immunosuppressive agents (including PUVA) for GVHD?

	 ☐ Yes 

	 ☐ No

	 ☐ Not applicable 	 	

	 ☐ Unknown 	

405.	 Date final treatment administered

	 ☐ Known 	

	 ☐ Unknown	

	 ☐ Previously reported

406.	 Date final treatment administered: 

	 __  __  __  __ / __  __ / __  __
		  YYYY           MM        DD

402.	 Date final treatment administered

	 ☐ Known 	

	 ☐ Unknown	

	 ☐ Previously reported

403.	 Date final treatment administered: 

	 __  __  __  __ / __  __ / __  __
		  YYYY           MM        DD
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419.	 Antiviral drugs (select one)

	 ☐ Acyclovir - Go to question 421 

	 ☐ Valacyclovir (Valtrex) - Go to question 421

	 ☐ Famciclovir (Famvir) - Go to question 421

	 ☐ Ganciclovir - Go to question 421

	 ☐ Valganciclovir (Valcyte) - Go to question 421 

	 ☐ Brincidofovir (CMX001) - Go to question 421

	 ☐ Letermovir (AIC246) - Go to question 421

	 ☐ Other antiviral drug - Go to question 420

	 ☐ None - Go to question 422

422.	 Antifungal drugs (select one)

	 ☐ Amphotericin products (Amphocin, Fungizone, Ambisome, Abelcet, Amphotec) - Go to question 424 

	 ☐ Fluconazole (Diflucan) - Go to question 424

	 ☐ Itraconazole (Sporanox) - Go to question 424

	 ☐ Posaconazole (Noxafil) - Go to question 424

	 ☐ Voriconazole (Vfend) - Go to question 424 

	 ☐ Isavuconazole (Cresemba) - Go to question 424

	 ☐ Caspofungin (Cancidas) - Go to question 424

	 ☐ Anidulafungin (Eraxis) - Go to question 424

	 ☐ Micafungin (Mycamine) - Go to question 424

	 ☐ Other antifungal drug - Go to question 423

	 ☐ None - Go to question 425

425.	 Anti-pneumocystis (PJP) drug (select one)

	 ☐ Trimethoprim/Sulfamethoxazole (Bactrim, Septra) - Go to question 427 

	 ☐ Atovaquone (Mepron) - Go to question 427

	 ☐ Dapsone (Aczone) - Go to question 427

	 ☐ Pentamidine inhaled - Go to question 427

	 ☐ Pentamidine IV - Go to question 427 

	 ☐ Other anti-pneumocystis - Go to question 426

	 ☐ None - Go to question 428

 
420.	 Specify other antiviral drug:_______________________________________________

421.	 Date started: __  __  __  __ / __  __ / __  __
		  YYYY           MM        DD 

 
423.	 Specify other antifungal drug:_ ____________________________________________

424.	 Date started: __  __  __  __ / __  __ / __  __
		  YYYY           MM        DD 

 
426.	 Specify other anti-pneumocystis drug:_______________________________________

427.	 Date started: __  __  __  __ / __  __ / __  __
		  YYYY           MM        DD 



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

CIBMTR Form 2100 revision 4 (page 27 of 44). Last Updated January, 2017.
Copyright (c) 2017 National Marrow Donor Program and
The Medical College of Wisconsin, Inc. All rights reserved.

428.	 Did the recipient develop a clinically significant infection since the date of last report?

	 ☐ Yes 

	 ☐ No
Report each infection organism, site, and date of diagnosis.

429.	 Organism:

	 ☐ 121 Acinetobacter (all species)	

	 ☐ 125 Bordetella pertussis (whooping cough)

	 ☐ 157 Pseudomonas or Burkholder cepacia

	 ☐ 128 Campylobacter (all species)

	 ☐ 129 Capnocytophaga (all species)

	 ☐ 171 Chlamydia (pneumoniae)

	 ☐ 130 Citrobacter (freundii, other species)

	 ☐ 131 Clostridium (all species except difficile)

	 ☐ 132 Clostridium difficile

	 ☐ 173 Corynebacterium jeikeium

	 ☐ 134 Enterobacter (all species)

	 ☐ 177 Enterococcus, vancomycin resistant (VRE)

	 ☐ 135 Enterococcus (all species)

	 ☐ 136 Escherichia (also E. coli)

	 ☐ 139 Fusobacterium (all species)

	 ☐ 187 Haemophilus influenzae

	 ☐ 188 Haemophilus non-influenzae

	 ☐ 146 Klebsiella (all species)

	 ☐ 147 Lactobacillus (bulgaricus, acidophilus, other species)

	 ☐ 189 Legionella pneumophila

	 ☐ 190 Legionella non-pneumophila

	 ☐ 103 Leptospira (all species)

	 ☐ 148 Leptotrichia buccalis

	 ☐ 149 Leuconostoc (all species)

	 ☐ 104 Listeria monocytogenes

	 ☐ 151 Micrococcus, NOS

	 ☐ 118 Mycobacterium abscessus

	 ☐ 112 Mycobacterium avium - intracellulare (MAC, MAI)

	 ☐ 108 Mycobacterium cheloneae

	 ☐ 109 Mycobacterium fortuitum

	 ☐ 114 Mycobacterium haemophilum

	 ☐ 115 Mycobacterium kansasii

	 ☐ 116 Mycobacterium marinum

	 ☐ 117 Mycobacterium mucogenicum

	 ☐ 110 Mycobacterium tuberculosis (tuberculosis, Koch bacillus)

	 ☐ 105 Mycoplasma (all species)

	 ☐ 183 Neisseria gonorrhoeae

	 ☐ 184 Neisseria meningitidis

	 ☐ 106 Nocardia (all species)

	 ☐ 153 Pasteurella multocida

Infection
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	 ☐ 155 Proteus (all species)

	 ☐ 185 Pseudomonas aeruginosa

	 ☐ 186 Pseudomonas non-aeruginosa

	 ☐ 159 Rhodococcus (all species)

	 ☐ 107 Rickettsia (all species)

	 ☐ 160 Salmonella (all species)

	 ☐ 161 Serratia marcescens

	 ☐ 162 Shigella (all species)

	 ☐ 180 Staphylococcus (Methacillin Resistant)

	 ☐ 179 Staphylococcus (Methacillin Sensitive)

	 ☐ 158 Stenotrophomonas maltophilia

	 ☐ 166 Stomatococcus mucilaginosis

	 ☐ 181 Streptococcus, alpha-hemolytic

	 ☐ 182 Streptococcus, Group B

	 ☐ 178 Streptococcus pneumoniae

	 ☐ 168 Treponema (syphillis)

	 ☐ 169 Vibrio (all species)

	 ☐ 210 Aspergillus, NOS

	 ☐ 211 Aspergillus flavus

	 ☐ 212 Aspergillus fumigatus

	 ☐ 213 Aspergillus niger

	 ☐ 215 Aspergillus terreus

	 ☐ 214 Aspergillus ustus

	 ☐ 270 Blastomyces (dermatitidis)

	 ☐ 201 Candida albicans

	 ☐ 208 Candida non-albicans

	 ☐ 271 Coccidioides (all species)

	 ☐ 222 Cryptococcus gattii

	 ☐ 221 Cryptococcus neoformans

	 ☐ 230 Fusarium (all species)

	 ☐ 261 Histoplasma (capsulatum)

	 ☐ 241 Mucorales (all species)

	 ☐ 260 Pneumocystis (PCP / PJP)

	 ☐ 242 Rhizopus (all species)

	 ☐ 272 Scedosporium (all species)

	 ☐ 240 Zygomycetes, NOS

	 ☐ 503 Suspected fungal infection

	 ☐ 304 Adenovirus

	 ☐ 341 BK Virus

	 ☐ 344 Coronavirus

	 ☐ 303 Cytomegalovirus (CMV)

	 ☐ 347 Chikaugunya Virus

	 ☐ 346 Dengue Virus

	 ☐ 325 Enterovirus (ECHO, Coxsackie)
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	 ☐ 327 Enterovirus D68 (EV-D68)

	 ☐ 326 Enterovirus (polio)

	 ☐ 328 Enterovirus NOS

	 ☐ 318 Epstein-Barr Virus (EBV)

	 ☐ 306 Hepatitis A Virus

	 ☐ 307 Hepatitis B Virus

	 ☐ 308 Hepatitis C Virus

	 ☐ 340 Hepatitis E

	 ☐ 301 Herpes Simplex Virus (HSV)

	 ☐ 317 Human herpesvirus 6 (HHV-6)

	 ☐ 309 Human Immunodeficiency Virus 1 or 2

	 ☐ 343 Human metapneumovirus

	 ☐ 322 Human Papillomavirus (HPV)

	 ☐ 349 Human T-lymphotropic Virus 1 or 2

	 ☐ 310 Influenza, NOS

	 ☐ 323 Influenza A Virus

	 ☐ 324 Influenza B Virus

	 ☐ 342 JC Virus (Progressive Multifocal Leukoencephalopathy (PML))

	 ☐ 311 Measles Virus (Rubeola)

	 ☐ 312 Mumps Virus

	 ☐ 345 Norovirus

	 ☐ 316 Human Parainfluenza Virus (all species)

	 ☐ 314 Respiratory Syncytial Virus (RSV)

	 ☐ 321 Rhinovirus (all species)

	 ☐ 320 Rotavirus (all species)

	 ☐ 315 Rubella Virus

	 ☐ 302 Varicella Virus

	 ☐ 348 West Nile Virus (WNV)

	 ☐ 405 Trypanosoma cruzi (Chaga

	 ☐ 404 Cryptosporidium (all species)

	 ☐ 403 Giardia (lambia)

	 ☐ 406 Helminths (all species)

	 ☐ 407 Strongyloides stercoralis

	 ☐ 402 Toxoplasma gondii

	 ☐ 777 Other organism

431.	 Site:_ _________________

432.	 Site:_ _________________

433.	 Site:_ _________________
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430.	 Specify other organism:

	 _ ______________________
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437.	 Did the recipient develop Systemic Inflammatory Response Syndrome (SIRS) since the date of last report?

	 ☐ Yes 

	 ☐ No

439.	 Did the recipient develop septic shock since the date of last report?	

	 ☐ Yes 

	 ☐ No

Pulmonary Function

441.	 Did the recipient develop non-infectious interstitial pneumonitis (IPn or ARDS) / idiopathic pneumonia syndrome (IPS) since the date of last 	
	 report?
	 Non-infectious interstitial pneumonitis / idiopathic pneumonia syndrome is characterized by hypoxia and chest radiographic 
	 imaging with diffuse infiltrates not caused by fluid overload or infection.
	 (Report infectious pneumonia in Infection section)

	 ☐ Yes 

	 ☐ No

438.	 Date of diagnosis:  __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

440.	 Date of diagnosis:  __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

434.	 Site:_ _________________

435.	 Site:_ _________________

Site list:
-	 Blood
-	 Bone
-	 CNS
-	 Eyes
-	 Genital area
-	 GI tract, Lower
-	 GI tract, Upper
-	 Joints
-	 Liver/Spleen
-	 Lung
-	 Sinus and/or Upper respiratory tract
-	 Skin, cellulitis
-	 Skin, necrotizing fasciitis
-	 Urinary tract, Lower
-	 Urinary tract, Upper

436.	 Date of diagnosis:  __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

Copy and complete questions 429 - 436 to report more than one infection

Organ Function

442.	 Date of diagnosis:  __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

443.	 Were diagnostic tests done? (other than radiographic studies)

	 ☐ Yes 

	 ☐ No
Diagnosis was evaluated by: 

444.	 Bronchoalveolar lavage (BAL)	 ☐ Yes 	 ☐ No
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452.	 Did the recipient develop other non-infectious pulmonary abnormalities since the date of last report? (e.g. bronchiolitis obliterans, COP / 	

	 BOOP, diffuse alveolar hemorrhage)

	 ☐ Yes 

	 ☐ No

450.	 Was an organism isolated from the sputum, BAL, or tracheal aspirate that is clinically significant?

	 ☐ Yes (If yes, report this pneumonia in the Infection section)

	 ☐ No

453.	 Did the recipient develop bronchiolitis obliterans since the date of last report?

	 ☐ Yes 

	 ☐ No

463.	 Did the recipient develop cryptogenic organizing pneumonia (COP / BOOP)?

	 ☐ Yes 

	 ☐ No

445.	 Transbronchial biopsy	 ☐ Yes 	 ☐ No

446.	 Open / thorascopic (VATS) lung biopsy	 ☐ Yes 	 ☐ No

447.	 Autopsy		  ☐ Yes 	 ☐ No

448.	 Other diagnostic test

	 ☐ Yes	 449.	Specify other diagnostic test:___________________ 

	 ☐ No

454.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

455.	 Were diagnostic tests done? (other than radiographic studies)

	 ☐ Yes	 Diagnosis was evaluated by: 

	 ☐ No	 456.	Bronchoalveolar lavage (BAL)	 ☐ Yes 	 ☐ No

			   457.	Transbronchial biopsy	 ☐ Yes 	 ☐ No

			   458.	Open / thorascopic (VATS) 	 ☐ Yes 	 ☐ No
				    lung biopsy

			   459.	Autopsy 	 ☐ Yes 	 ☐ No

			   460.	Other diagnostic test

				    ☐ Yes 	 461.	 Specify other diagnostic test:

				    ☐ No	 ___________________________

			   462.	Was documentation submitted to the CIBMTR (e.g 	
				    scan report)?

				    ☐ Yes 	 ☐ No

451.	 Was documentation submitted to the CIBMTR (e.g. scan report)?

	 ☐ Yes	  ☐ No

464.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

465.	 Were diagnostic tests done? (other than radiographic studies)

	 ☐ Yes	 Diagnosis was evaluated by: 

	 ☐ No	 466.	Bronchoalveolar lavage (BAL)	 ☐ Yes 	 ☐ No

			   467.	Transbronchial biopsy	 ☐ Yes 	 ☐ No

			   468.	Open / thorascopic (VATS) 	 ☐ Yes 	 ☐ No
				    lung biopsy

			   469.	Autopsy 	 ☐ Yes 	 ☐ No
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486.	 Did the recipient receive endotracheal intubation or mechanical ventilation post-HCT?

	 ☐ Yes 

	 ☐ No

473.	 Did the recipient develop diffuse alveolar hemorrhage?

	 ☐ Yes 

	 ☐ No

483.	 Did the recipient develop any other non-infectious pulmonary abnormalities?

	 ☐ Yes 

	 ☐ No

		

			   470.	Other diagnostic test

				    ☐ Yes 	 471.	 Specify other diagnostic test:

				    ☐ No	 ___________________________

			   472.	Was documentation submitted to the CIBMTR (e.g 	
				    scan report)?

				    ☐ Yes 	 ☐ No

474.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

475.	 Were diagnostic tests done? (other than radiographic studies)

	 ☐ Yes	 Diagnosis was evaluated by: 

	 ☐ No	 476.	Bronchoalveolar lavage (BAL)	 ☐ Yes 	 ☐ No

			   477.	Transbronchial biopsy	 ☐ Yes 	 ☐ No

			   478.	Open / thorascopic (VATS) 	 ☐ Yes 	 ☐ No
				    lung biopsy

			   479.	Autopsy 	 ☐ Yes 	 ☐ No

			   480.	Other diagnostic test

				    ☐ Yes 	 481.	 Specify other diagnostic test:

				    ☐ No	 ___________________________

			   482.	Was documentation submitted   	 ☐ Yes 	 ☐ No
				    to the CIBMTR (e.g scan report)?

487.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

488.	 Was the recipient successfully extubated?

	 ☐ Yes	

	 ☐ No	

484.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

485.	 Specify other pulmonary abnormality:__________________________

489.	 Date extubated: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD
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Liver Toxicity Prophylaxis

490.	 Was specific therapy used to prevent liver toxicity?

	 ☐ Yes 

	 ☐ No

Liver Function
497.	 Did the recipient develop non-infectious liver toxicity (excluding GVHD) since the date of last report?

	 ☐ Yes 

	 ☐ No

Thrombotic microangiopathy (TMA)
506.	 Did the recipient develop post-transplant thrombotic microangiopathy (TMA) or similar syndrome since the date of last report? (includes 	
	 microangiopathy, thrombotic thrombocytopenic purpura (TTP), hemolytic uremic syndrome (HUS))

	 ☐ Yes 

	 ☐ No

491.	 Defibrotide	 ☐ Yes 	 ☐ No

492.	 N-acetylcysteine	 ☐ Yes 	 ☐ No

493.	 Tissue plasminogen activator (TPA)	 ☐ Yes 	 ☐ No

494.	 Ursodiol	 ☐ Yes 	 ☐ No

495.	 Other therapy

	 ☐ Yes 	

	 ☐ No

Etiology:

VOD / SOS
498.	 Did veno-occlusive disease (VOD) / sinusoidal obstruction syndrome (SOS) develop since the date of last 	
	 report?

	 ☐ Yes 	 	

	 ☐ No

Cirrhosis
500.	 Cirrhosis

	 ☐ Yes 	 	

	 ☐ No

Other Etiology
502.	 Other etiology

	 ☐ Yes 	 	

	 ☐ No

505.	 Unknown etiology	 ☐ Yes	 ☐ No

507.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

Specify signs and symptoms:

508.	 RBC fragmentation and >2 schistocytes per high-power field on peripheral smear	 ☐ Yes	 ☐ No

509.	 Increased serum LDH above institutional baseline	 ☐ Yes	 ☐ No

510.	 Renal dysfunction without other explanation (doubling of serum creatinine	 ☐ Yes	 ☐ No
	 from baseline, OR 50% decrease in creatinine clearance from baseline)

511.	 Neurologic dysfunction without other explanation	 ☐ Yes	 ☐ No

512.	 Negative direct and indirect Coombs test results	 ☐ Yes	 ☐ No

496.	 Specify other therapy: ____________________________

499.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

501.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

503.	 Specify other etiology:____________________________

504.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD
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Other Organ Impairment / Disorder

527.	 Has the recipient developed any other clinically significant organ impairment or disorder since the date of last report?

	 ☐ Yes 

	 ☐ No

513.	 Was TMA evaluated by biopsy?

	 ☐ Yes	

	 ☐ No

Specify therapy for TMA

518.	 Was therapy given for TMA?

	 ☐ Yes	

	 ☐ No

525.	 Did the TMA resolve? (Normalization of renal function, LDH, and resolution or improvement in renal and/or 	
	 neurologic dysfunction)

	 ☐ Yes	

	 ☐ No

Specify result(s):

514.	 Kidney

	 ☐ Positive 	 ☐ Negative	 ☐ Not done

	 ☐ Suggestive 	 ☐ Inconclusive / equivocal 

515.	 Other site

	 ☐ Positive - Go to question 516

	 ☐ Suggestive - Go to question 516

	 ☐ Negative - Go to question 516

	 ☐ Inconclusive / equivocal - Go to question 516

	 ☐ Not done - Go to question 517

517.	 Was documentation submitted to the CIBMTR?	 ☐ Yes	 ☐ No

516.	 Specify other site:______________________________

519.	 Defibrotide			   ☐ Yes 	 ☐ No

520.	 Eculizumab (Soliris)		  ☐ Yes 	 ☐ No

521.	 Rituximab (Rituxan, MabThera)	 ☐ Yes 	 ☐ No

522.	 Plasma exchange / plasmapheresis	 ☐ Yes 	 ☐ No

523.	 Other therapy

	 ☐ Yes 		

	 ☐ No
524.	 Specify other therapy::__________________________

526.	 Date resolved: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

Specify impairment / disorder:

Renal
528.	 Acute renal failure requiring dialysis

	 ☐ Yes	

	 ☐ No
529.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

530.	 Date dialysis started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD
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533.	 Chronic kidney disease / renal impairment  (persistent decrease in glomerular filtration rate to <60 mL 		
	 min/1.73m2)

	 ☐ Yes	

	 ☐ No

Cardiac
539.	 Arrhythmia (e.g. atrial fibrillation or flutter, sick sinus syndrome, ventricular arrhythmia)

	 ☐ Yes	

	 ☐ No

543.	 Congestive heart failure

	 ☐ Yes	

	 ☐ No

546.	 Coronary artery disease

	 ☐ Yes	

	 ☐ No

548.	 Myocardial infarction / Unstable angina

	 ☐ Yes	

	 ☐ No

531.	 Was the recipient still on dialysis at the date of last contact?

	 ☐ Yes 		

	 ☐ No

534.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

535.	 Was the recipient placed on dialysis?

	 ☐ Yes 		

	 ☐ No

540.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

541.	 Specify arrhythmia

	 ☐ Atrial fibrillation or flutter		

	 ☐ Sick sinus syndrome

	 ☐ Ventricular arrhythmia		

	 ☐ Other arrhythmia

532.	 Date dialysis stopped: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

536.	 Date dialysis started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

537.	 Was the recipient still on dialysis at the date of last 	
	 contact?

	 ☐ Yes	

	 ☐ No	 538.	Date dialysis stopped:

				    __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

542.	 Specify other arrhythmia:________________

544.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

545.	 Specify ejection fraction: ___ ___ %

547.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

549.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD
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550.	 Hypertension (HTN) requiring therapy

	 ☐ Yes	

	 ☐ No

Vascular
553.	 Deep vein thrombosis (DVT) / Pulmonary embolism (PE)

	 ☐ Yes	

	 ☐ No

Neurological
556.	 CNS hemorrhage  

	 ☐ Yes	

	 ☐ No

558.	 Encephalopathy (non-infectious)

	 ☐ Yes	

	 ☐ No

560.	 Neuropathy

	 ☐ Yes	

	 ☐ No

562.	 Seizures

	 ☐ Yes	

	 ☐ No

564.	 Stroke

	 ☐ Yes	

	 ☐ No

Endocrine
566.	 Diabetes / hyperglycemia requiring chronic treatment

	 ☐ Yes	

	 ☐ No

551.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

552.	 Was the recipient still receiving therapy at the date of contact for this reporting 	
	 period?

	 ☐ Yes 	 ☐ No

554.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

555.	 Was the DVT catheter related?	 ☐ Yes 	 ☐ No

557.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

559.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

561.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

563.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

565.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

567.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

568.	 Was the recipient still receiving therapy at the date of contact for this reporting 	
	 period?

	 ☐ Yes 	 ☐ No
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569.	 Growth hormone deficiency / short stature

	 ☐ Yes	

	 ☐ No

572.	 Hypothyroidism requiring replacement therapy

	 ☐ Yes	

	 ☐ No

574.	 Pancreatitis

	 ☐ Yes	

	 ☐ No

Genitourinary 
576.	 Gonadal dysfunction requiring hormone replacement (testosterone or estrogen)

	 ☐ Yes	

	 ☐ No

578.	 Hemorrhagic cystitis / hematuria requiring medical intervention (catheterization of bladder, extra transfusions, 	
	 urology consult)

	 ☐ Yes	

	 ☐ No

Musculoskeletal 
580.	 Avascular necrosis

	 ☐ Yes	

	 ☐ No

582.	 Osteonecrosis of the jaw

	 ☐ Yes	

	 ☐ No

584.	 Osteoporosis

	 ☐ Yes	

	 ☐ No

586.	 Osteoporotic fracture

	 ☐ Yes	

	 ☐ No

573.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

575.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

577.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

579.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

581.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

583.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

570.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

571.	 Was therapy given?		  ☐ Yes 	 ☐ No

585.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

587.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD
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Psychiatric
588.	 Depression requiring therapy

	 ☐ Yes	

	 ☐ No

590.	 Anxiety requiring therapy

	 ☐ Yes	

	 ☐ No

592.	 Post-traumatic stress disorder (PTSD) requiring therapy

	 ☐ Yes	

	 ☐ No

Other
594.	 Cataracts

	 ☐ Yes	

	 ☐ No

596.	 Hyperlipidemia requiring therapy (high total cholesterol, high LDL cholesterol, and/or high triglyceride levels)

	 ☐ Yes	

	 ☐ No

599.	 Iron overload requiring therapy

	 ☐ Yes	

	 ☐ No

605.	 Mucositis requiring therapy

	 ☐ Yes	

	 ☐ No

591.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

593.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

595.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

600.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

Specify therapy:

601.	 Phlebotomy			   ☐ Yes 	 ☐ No

602.	 Iron chelation			   ☐ Yes 	 ☐ No

603.	 Other therapy

	 ☐ Yes 	

	 ☐ No

597.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

598.	 Was the recipient still receiving therapy at the date of contact for this reporting 	
	 period?

	 ☐ Yes 	 ☐ No

604.	 Specify other therapy:_ _________________

589.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

606.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD
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611.	 Has the recipient received a solid organ transplant since the date of last report?

	 ☐ Yes	

	 ☐ No

616.	 Did a new malignancy, myelodysplastic, myeloproliferative, or lymphoproliferative disease / disorder occur that is different from the disease / 
	 disorder for which the HCT or cellular therapy was performed? (include clonal cytogenetic abnormalities, and post-transplant 		
	 lymphoproliferative disorders)

	 ☐ Yes 

	 ☐ No

608.	 Other impairment or disorder

	 ☐ Yes	

	 ☐ No

 

609.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

610.	 Specify other impairment / disorder:_ _____________________________________

612.	 Specify solid organ transplanted 	

	 ☐ Heart 

	 ☐ Kidney

	 ☐ Liver 

	 ☐ Lung

 	 ☐ Other organ	

614.	 Date of transplant: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

615.	 Specify solid organ donor type

	 ☐ Living related donor	 ☐ Living unrelated donor	 ☐ Cadaveric donor

613.	 Specify other organ:_________________________________________

607.	 Specify OMS grade

	 ☐ 0 (none) 	

	 ☐ I (mild) – Oral soreness, erythema 

	 ☐ II (moderate) – Oral erythema, ulcers, solid diet tolerated

	 ☐ III (severe) – Oral ulcers, liquid diet only 

	 ☐ IV (life-threatening) – Oral ulcers, oral alimentation impossible

New Malignancy, Lymphoproliferative or Myeloproliferative Disease / Disorder

Copy and complete questions 617-639 to report each new malignancy diagnosed since the date of last 
report. The submission of a pathology report or other supportive documentation for each reported new 
malignancy is strongly recommended.

617.	 Specify the new malignancy

	 ☐ Acute myeloid leukemia (AML / ANLL) 

	 ☐ Other leukemia

	 ☐ Myelodysplastic syndrome (MDS)

	 ☐ Myeloproliferative neoplasm (MPN) 

	 ☐ Myelodysplasia / myeloproliferative neoplasm (MDS / MPN)

	 ☐ Hodgkin lymphoma 
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618.	 Specify other new malignancy:_ __________________________

621.	 Was documentation submitted to the CIBMTR? (e.g. cell origin 	
	 evaluation (VNTR, cytogenetics, FISH))

	 ☐ Yes 	 ☐ No

	 ☐ Non-Hodgkin lymphoma 

	 ☐ Post-transplant lymphoproliferative disorder (PTLD) 

	 ☐ Clonal cytogenetic abnormality without leukemia or MDS

	 ☐ Uncontrolled proliferation of donor cells without malignant transformation

	 ☐ Breast cancer 

	 ☐ Central nervous system (CNS) malignancy (e.g. glioblastoma, astrocytoma) 

	 ☐ Gastrointestinal malignancy (e.g. colon, rectum, stomach, pancreas, intestine) 

	 ☐ Genitourinary malignancy (e.g. kidney, bladder, ovary, testicle, genitalia, uterus, cervix)

	 ☐ Lung cancer 

	 ☐ Melanoma 

	 ☐ Basal cell skin malignancy 

	 ☐ Squamous cell skin malignancy 

	 ☐ Oropharyngeal cancer (e.g. tongue, buccal mucosa) 

	 ☐ Sarcoma 

	 ☐ Thyroid cancer 

	 ☐ Other new malignancy 

619.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

620.	 Was the new malignancy donor / cell product derived?

	 ☐ Yes 

	 ☐ No 

	 ☐ Not done

622.	 Was documentation submitted to the CIBMTR? (e.g. pathology report, autopsy report)	 ☐ Yes 	 ☐ No

Post-Transplant Lymphoproliferative Disorder

623.	 Was there EBV reactivation in the blood?

	 ☐ Yes 

	 ☐ No 

	 ☐ Unknown

624.	 How was EBV reactivation diagnosed?		

	 ☐ Qualitative PCR of blood - Go to question 629 	

	 ☐ Quantitative PCR of blood - Go to question 626

	 ☐ Other method - Go to question 625

625.	 Specify other method: ____________________
	 - Go to question 629

626.	 Quantitative EBV viral load of blood: (at 
	 diagnosis of EBV) ____ copies/mL
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640.	 Was the intent to complete the HCT procedure (conditioning, infusion, and period of recovery from neutropenia) as an outpatient?

	 ☐ Yes 

	 ☐ No

644.	 Total number of inpatient days (day 0 to day 100) in first 100 days post-HCT: ___ ___ ___

629.	 Was there lymphomatous involvement? (e.g. a mass)

	 ☐ Yes 

	 ☐ No 

638.	 Was PTLD confirmed by biopsy?

	 ☐ Yes 

	 ☐ No 

627.	 Was a quantitative PCR of blood performed 
	 again after diagnosis?

	 ☐ Yes 	 628.	Highest EBV viral load of blood: 	

	 ☐ No	
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Specify sites of PTLD involvement: 

630.	 Bone marrow	 ☐ Yes 	 ☐ No

631.	 Central nervous system 	 ☐ Yes 	 ☐ No
	 (brain or cerebrospinal fluid)

632.	 Liver		  ☐ Yes 	 ☐ No

633.	 Lung		  ☐ Yes 	 ☐ No

634.	 Lymph nodes	 ☐ Yes 	 ☐ No

635.	 Spleen		  ☐ Yes 	 ☐ No

636.	 Other site

	 ☐ Yes 

	 ☐ No

639.	 Was documentation submitted to the CIBMTR? (e.g. pathology report)	

	 ☐ Yes 	 ☐ No

____ copies/mL

637.	  Specify other site:_____________________

Functional Status

641.	 Did the recipient require an unplanned admission?

	 ☐ Yes - Go to question 642

	 ☐ No - Go to question 644

642.	 Was the recipient discharged prior to the date of contact?		

	 ☐ Yes 	 	

	 ☐ No
643.	 Date first discharged from hospital post-HCT:

	 __  __  __  __ / __  __ / __  __
		  YYYY           MM        DD
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645.	 Recipient height (most recent)

	 ☐ Known

	 ☐ Unknown

648.	 Recipient weight (most recent)

	 ☐ Known

	 ☐ Unknown

651.	 What scale was used to determine the recipient’s functional status?

	 ☐ Karnofsky (recipient age ≥ 16 years) - Go to question 652

	 ☐ Lansky (recipient age < 16 years) - Go to question 653

646.	 Recipient height: ___ ___ ___	 ☐ inches        ☐ centimeters             

647.	 Date documented: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

649.	 Recipient weight: ___ ___ ___	 ☐ pounds        ☐ kilograms             

650.	 Date documented: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

652.	 Karnofsky scale (recipient age ≥ 16 years)

	 ☐ 100: Normal; no complaints; no evidence of disease 	 		

	 ☐ 90: Able to carry on normal activity	

	 ☐ 80: Normal activity with effort					   

	 ☐ 70: Cares for self; unable to carry on normal activity or to do active work

	 ☐ 60: Requires occasional assistance but is able to care for most needs 

	 ☐ 50: Requires considerable assistance and frequent medical care 

	 ☐ 40: Disabled; requires special care and assistance 

	 ☐ 30: Severely disabled; hospitalization indicated, although death not imminent

	 ☐ 20: Very sick; hospitalization necessary 

	 ☐ 10: Moribund; fatal process progressing rapidly

- Go to question 654

653.	 Lansky scale (recipient age < 16 years)

	 ☐ 100: Fully active 		

	 ☐ 90: Minor restriction in physically strenuous play	

	 ☐ 80: Restricted in strenuous play, tires more easily, otherwise active	

	 ☐ 70: Both greater restrictions of, and less time spent in, active play

	 ☐ 60: Ambulatory up to 50% of time, limited active play with assistance / supervision 

	 ☐ 50: Considerable assistance required for any active play; fully able to engage in quiet play 

	 ☐ 40: Able to initiate quiet activities 

	 ☐ 30: Needs considerable assistance for quiet activity

	 ☐ 20: Limited to very passive activity initiated by others (e.g., TV)

	 ☐ 10: Completely disabled, not even passive play
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654.	 Was the recipient pregnant at any time in this reporting period? (Female only)

	 ☐ Yes - Go to question 656

	 ☐ No - Go to question 658

	 ☐ Unkown - Go to question 658

655.	 Was the recipient’s female partner pregnant at any time in this reporting period?  (Male only)

	 ☐ Yes - Go to question 656

	 ☐ No - Go to question 658

	 ☐ Unknown - Go to question 658

658.	 Has the recipient smoked tobacco cigarettes since the date of last report?     

	 ☐ Yes - Go to question 659

	 ☐ No - Go to question 661

	 ☐ Unknown - Go to question 661

Complete this section if the recipient received a subsequent HCT (question 3, answered “yes”). If no subsequent HCTs were performed, 
continue to the signature section.

661.	 Date of subsequent HCT: __  __  __  __ / __  __ / __  __
						      YYYY           MM        DD

662.	 Was the subsequent HCT performed at a different institution?

	 ☐ Yes 

	 ☐ No 

656.	 Was the recipient or recipient’s partner still pregnant at the date of last contact?

	 ☐ Yes - Go to question 658

	 ☐ No - Go to question 657

	 ☐ Unknown - Go to question 657

659.	 Average number of packs per day (20 cigarettes per pack)

	 ☐ Known 

	 ☐ Unknown

657.	 Specify the outcome of pregnancy	

	 ☐ Live birth 	

	 ☐ Intrauterine fetal death

	 ☐ Spontaneous abortion	

	 ☐ Elected abortion 

	 ☐ Unknown 

660.	 Average number of packs per day: ___ ● ___

Subsequent HCT

Specify the institution that performed the subsequent HCT:

663.	 Name:____________________________________________________ 		

	 City:______________________________________________________ 		

	 State:_____________________________________________________ 	

	 Country:___________________________________________________
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664.	 What was the indication for subsequent HCT?

	 ☐ Graft failure / insufficient hematopoietic recovery – Allogeneic HCTs Complete a Pre-TED Form 2400 for the subsequent HCT 
		  - Go to question 666

	 ☐ Persistent primary disease – Complete a Pre-TED Form 2400 for the subsequent HCT - Go to question 666

	 ☐ Recurrent primary disease – Complete a Pre-TED Form 2400 for the subsequent HCT - Go to question 666

	 ☐ Planned second HCT, per protocol – Complete a Pre-TED Form 2400 for the subsequent HCT - Go to question 666

	 ☐ New malignancy (including PTLD and EBV lymphoma) – Complete a Pre-TED Form 2400 for the subsequent HCT - Go to question 666

	 ☐ Insufficient chimerism – Complete a Pre-TED Form 2400 for the subsequent HCT - Go to question 666 

	 ☐ Other – Complete a Pre-TED Form 2400 for the subsequent HCT - Go to guestion 665

If more than one product is infused, copy and complete questions 666–668 for each product.

666.	 Source of HSCs

	 ☐ Allogeneic, related - Go to question 667

	 ☐ Allogeneic, unrelated - Go to question 667

	 ☐ Autologous - Go to First Name

First Name:_ ____________________________________________________

Last Name:______________________________________________________

E-mail address:__________________________________________________

Date: __  __  __  __ / __  __ / __  __
		  YYYY          MM        DD

665.	 Specify other indication: ______________________________________ 	

667.	 Was the same donor used?						      ☐ Yes 	 ☐ No

668.	 Specify

	 ☐ Fresh, NMDP donor bone marrow

	 ☐ Fresh, non-NMDP donor bone marrow

	 ☐ Fresh, NMDP donor mobilized peripheral blood stem cells

	 ☐ Fresh, non-NMDP donor mobilized peripheral blood stem cells

	 ☐ NMDP cord blood

	 ☐ Non-NMDP cord blood

	 ☐ Cryopreserved original donor bone marrow

	 ☐ Cryopreserved original donor mobilized peripheral blood stem cells



1. Specify the date the recipient was evaluated for this report:

2. Was the recipient’s serum ferritin level tested at any time since the date of the last report?

1 � yes 

2 � no

3 � unknown

4. Was chelation therapy given since the date of the last report?

1 � yes 

2 � no

3 � unknown

Specify the sickle cell disease symptoms experienced since the date of the last report:

7. Acute chest syndrome

1 � yes 

2 � no

3 � unknown

To be completed in conjunction with a Form 2100 – 100 Days Post-HSCT Data, Form 2200 – Six Months to Two Years

Post-HSCT Data, or Form 2300 – Yearly Follow-Up for Greater Than Two Years Post-HSCT Data. Information reported

here should reflect the date of last contact as reported in the post-HSCT data collection form, or immediately prior to death.

8. Total number of episodes since the date of the last report:

1 � known 

2 � not known

9. Did the recipient require exchange transfusion?

1 � yes

2 � no

3 � unknown

Specify any treatment(s) given for acute chest syndrome since the date of the last report:

10. 1 � yes 2 � no 3 � unknown antibiotics

11. 1 � yes 2 � no 3 � unknown intubation / mechanical ventilation

12. 1 � yes 2 � no 3 � unknown oxygen

13. 1 � yes 2 � no 3 � unknown transfusion of red blood cells

14. 1 � yes 2 � no 3 � unknown other treatment 
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2 0
Month Day Year

3. Specify the serum ferritin results:

1 � < 1,000 ng/mL or µg/L

2 � ≥ 1,001 ng/mL or µg/L

3 � unknown

5. Is the recipient still receiving chelation therapy or undergoing phlebotomy at the time of the

evaluation for this report?

1 � yes

2 � no 

3 � unknown

6. Date therapy � date 

stopped: unknown
2 0

Month Day Year

Visit: � 100 day � 6 month � 1 year � 2 years � > 2 years,

specify: 

Sickle Cell Anemia

Post-HSCT Data

Today’s Date:

Date of HSCT for which this form is

being completed: �
Month Day Year

CIBMTR Center Number:

HSCT type: � autologous � allogeneic, � allogeneic, � syngeneic

unrelated related (identical twin)

2 0
Month Day Year

CIBMTR Recipient ID:

Product type: � marrow � PBSC � cord blood � other product,

specify: 

Registry Use Only

Sequence

Number:

Date

Received:

Mail this form to your designated campus (Milwaukee or

Minneapolis). Retain the original at the transplant center.

15. Specify treatment: 



16. Osteonecrosis

1 � yes 

2 � no

3 � unknown

24. Priapism

1 � yes 

2 � no

3 � unknown

27. Seizures

1 � yes

2 � no

3 � unknown

28. Sickle nephropathy

1 � yes

2 � no

3 � unknown

29. Stroke

1 � yes 

2 � no

3 � unknown

31. Vaso-occlusive pain requiring hospitalization since the date of the last report

1 � yes 

2 � no

3 � unknown

33. Did the recipient experience gonadal dysfunction since the date of the last report?

1 � yes

2 � no

3 � unknown

34. Was a brain MRI / MRA performed since the date of the last report?

1 � yes 

2 � no

3 � unknown

36. Was a EKG performed since the date of the last report?

1 � yes 

2 � no

3 � unknown
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CIBMTR Recipient ID:CIBMTR Center Number:

30. Specify the number of strokes since the date of the last report:

1 � 1

2 � ≥ 2

3 � unknown

32. Specify the frequency of hospitalization:

1 � < 3 instances per year

2 � ≥ 3 instances per year

3 � unknown

25. Number of episodes per year:

1 � known 

2 � not known

26. Was surgery performed to correct blood flow since the date of the last report?

1 � yes

2 � no

3 � unknown

Specify joint(s) affected:

17. 1 � yes 2 � no 3 � unknown ankle

18. 1 � yes 2 � no 3 � unknown hip

19. 1 � yes 2 � no 3 � unknown knee

20. 1 � yes 2 � no 3 � unknown shoulder

21. 1 � yes 2 � no 3 � unknown spine

22. 1 � yes 2 � no 3 � unknown other joint 23. Specify joint: 

37. Is a copy of the EKG report attached to this form?

1 � yes

2 � no

35. Is a copy of the MRI / MRA report attached to this form?

1 � yes

2 � no



38. Was an echocardiogram performed since the date of the last report?

1 � yes

2 � no

3 � unknown

40. Was hemoglobin electrophoresis performed since the date of the last report?

1 � yes

2 � no

3 � unknown

51. What is the status of sickle cell anemia at the time of this report, or at the time of death?

1 � disease cured: Hb electrophoresis (Hb S) ≤ 50% and clinical symptoms described in questions 7–32 are absent

2 � disease recurred: Hb S > 50% and clinical symptoms described in questions 7–32 are absent

3 � disease recurred: Hb S > 50% and clinical symptoms described in questions 7–32 are present

4 � unknown

52. Has the recipient received red blood cell transfusions since the date of the last report?

1 � yes

2 � no

53. Signed:
Person completing form

Please print name:

Phone: ( ) 

Fax: ( ) 

E-mail address:
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CIBMTR Recipient ID:CIBMTR Center Number:

39. Is a copy of the echocardiogram report attached to this form?

1 � yes

2 � no

41. Date : � date unknown

Specify the level of each hemoglobin type:

42. Hb A1: % � not tested

43. Hb A2: % � not tested

44. Hb C: % � not tested

45. Hb F: % � not tested

46. Hb S: % � not tested

47. Other hemoglobin type

1 � yes

2 � no

50. Is a copy of the hemoglobin electrophoresis report attached to this form?

1 � yes

2 � no

If the recipient received more than one hemoglobin electrophoresis test since the date of the

last report, copy this page and complete for each instance.

48. Specify type:

49. Level: %

Month Day Year



OMB No: 0915-0310
Expiration date: 01/31/2020

Public Burden Statement:  An agency may not conduct or sponsor, and a person is not 
required to respond to, a collection of information unless it displays a currently valid 
OMB control number.  
The OMB control number for this project is 0915-0310.  Public reporting burden for this 
collection of information is estimated to average 1.25 hours per response, including the 
time for reviewing instructions, searching existing data sources, and completing and 
reviewing the collection of information. Send comments regarding this burden estimate 
or any other aspect of this collection of information, including suggestions for reducing 
this burden, to HRSA Reports Clearance Officer, 5600 Fishers Lane, Room 14N39, 
Rockville, Maryland, 20857.
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CIBMTR Use Only
Sequence Number:

Date Received:

Pre-Transplant Essential Data

Center Identification 
CIBMTR Center Number: ___ ___ ___ ___ ___ 	

EBMT Code (CIC): ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

Hospital: _ _________________________________________________

Unit: (check only one)	 ☐ Adult	 ☐ Pediatric

Recipient Identification 
CIBMTR Recipient ID (CRID): ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ 	



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

1.	 Date of birth: __  __  __  __ / __  __ / __  __
	 YYYY           MM       DD	

2.	 Sex:	 ☐ Male	 ☐ Female	

3.	 Ethnicity:	 ☐ Hispanic or Latino	 ☐ Not Hispanic or Latino	 ☐ Not applicable (not a resident of the USA)	 ☐ Unknown	
	

4.	 Race:	 ☐ White		  ☐ Black or African American	 ☐ Asian	 ☐ American Indian or Alaska Native

		  ☐ Native Hawaiian or Other Pacific Islander	 ☐ Not reported	 ☐ Unknown	
	
	 Copy question 4 to report more than one race.

5.	 Zip or postal code for place of recipient’s residence (USA recipients only):	 __  __  __  __  __  

6.	 Is the recipient participating in a clinical trial?

	 ☐ Yes	

	 ☐ No	

	
Copy questions 7-10 to report participation in more than one study.	

11.	 Date of this HCT: __  __  __  __ / __  __ / __  __
	 YYYY           MM       DD

12.	 Was this the first HCT for this recipient?

	 ☐ Yes

	

	

	 ☐ No

	

Recipient Data

CIBMTR Form 2400 revision 5 (page 2 of 18). Last Updated January, 2017.
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7.	 Study Sponsor:

	 ☐ BMT-CTN

	 ☐ RCI-BMT

	 ☐ USIDNET

	 ☐ COG

	 ☐ Other sponsor

10.	 Subject ID:_ ________________________

8.	 Specify other sponsor:_____________________

9.	 Study ID Number:________________________

Hematopoietic Cellular Transplant (HCT)

15.	 Specify the number of prior HCTs: ___ ___

	
Specify the HSC source(s) for all prior HCTs:

16.	 Autologous	 ☐ Yes	 ☐ No	

17.	 Allogeneic, unrelated	 ☐ Yes	 ☐ No

18.	 Allogeneic, related	 ☐ Yes	 ☐ No

19.	 Syngeneic	 ☐ Yes	 ☐ No

20. 	 Date of the last HCT (just before current HCT): __  __  __  __ / __  __ / __  __
		  YYYY           MM        DD

13.	 Is a subsequent HCT planned as part of the overall treatment protocol (not as a 		
	 reaction to post-HCT disease assessment)? (For autologous HCTs only)

	 ☐ Yes	 14.	 Specify subsequent HCT planned:

	 ☐ No	 ☐ Autologous 	 ☐ Allogeneic



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

29.	 Multiple donors?

	 ☐ Yes		

 	 ☐ No	

To report more than one donor, copy questions 31- 63 and complete for each donor.

31.	 Specify donor:

	 ☐ Autologous - Go to question 46

	 ☐ Autologous cord blood unit - Go to question 35

	 ☐ NMDP unrelated cord blood unit - Go to question 32

	 ☐ NMDP unrelated donor - Go to question 33

	 ☐ Related donor - Go to question 40

	 ☐ Related cord blood unit - Go to question 35

	 ☐ Non-NMDP unrelated donor - Go to question 34

	 ☐ Non-NMDP unrelated cord blood unit - Go to question 35

Donor Information

30.	 Specify number of donors: ___ ___

21.	 Was the last HCT performed at a different institution?

	 ☐ Yes			   Specify the institution that performed the last HCT:

	 ☐ No			   	 22.	 Name:_______________________________________________ 	

								       City:_________________________________________________

								       State:________________________________________________

								       Country:______________________________________________

23.	 What was the HSC source for the last HCT?

	 ☐ Autologous	 ☐ Allogeneic, unrelated donor	 ☐ Allogeneic, related donor

24.	 Reason for current HCT:

	 ☐ No hematopoietic recovery

	 ☐ Partial hematopoietic recovery

	 ☐ Graft failure / rejection after achieving initial hematopoietic recovery_
							     
				   25.	 Date of graft failure/rejection: __  __  __  __ / __  __ / __  __
							       YYYY           MM       DD	

	 ☐ Persistent primary disease

	 ☐ Recurrent primary disease	

			   26.	 Date of relapse: __  __  __  __ / __  __ / __  __
						      YYYY           MM       DD	

	 ☐ Planned second HCT, per protocol

	 ☐ New malignancy (including PTLD and EBV lymphoma)		
	
			   27.	 Date of secondary malignancy: __  __  __  __ / __  __ / __  __
							       YYYY           MM       DD	

	 ☐ Stable, mixed chimerism

	 ☐ Declining chimerism

	 ☐ Other	 28. 	 Specify other reason: ___________________________________
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CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

	

		

Specify product type:

46. 	 Bone marrow:	 ☐ Yes	 ☐ No

47. 	 PBSC:	 ☐ Yes	 ☐ No

48. 	 Single cord blood unit:	 ☐ Yes	 ☐ No

49. 	 Other product:	 ☐ Yes

		  ☐ No

A series of collections should be considered a single product when they are all from the same donor and use the same collection method 
and technique (and mobilization, if applicable), even if the collections are performed on different days.

51. 	 Specify number of products infused from this donor: 	 ___ ___

52.	 Specify the number of these products intended to achieve hematopoietic engraftment: ___ ___

CIBMTR Form 2400 revision 5 (page 4 of 18). Last Updated January, 2017.
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32. 	 NMDP cord blood unit ID: 	___ ___ ___ ___ ___ ___ ___ ___ ___ ___  - Go to question 46

33. 	 NMDP donor ID: ___ ___ ___ ___ - ___ ___ ___ ___ - ___  - Go to question 46

34. 	 Non-NMDP unrelated donor ID: (not applicable for related donors)
	
	 ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ - Go to question 38

35. 	 Non-NMDP cord blood unit ID: (include related and autologous CBUs)
	
	 ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

36.	 Is the CBU ID also the ISBT DIN number?

	 ☐ Yes	

	 ☐ No	 37. 	 Specify the ISBT DIN number: _ ___________________________________________

38. 	 Registry or UCB Bank ID: ___ ___ ___ ___ - If ‘Other registry’ go to 39, otherwise go to question 41

39.	 Specify other Registry or UCB Bank: ______________________________________  - Go to question 41

40. 	 Specify the related donor type:

	 ☐ Syngeneic (monozygotic twin)	

	 ☐ HLA-identical sibling (may include non-monozygotic twin)

	 ☐ HLA-matched other relative		

	 ☐ HLA-mismatched relative

41. 	 Date of birth: (donor / infant)

	 ☐ Known		
	

	 ☐ Unknown

45. 	 Sex: (donor / infant)	 ☐ Male	 ☐ Female

43.	 Age: (donor/infant)	

	 ☐ Known	 44.	 Age: (donor/infant) ___ ___	

	 ☐ Unknown		  ☐ Months (use only if less than 1 year old)

				    ☐ Years

50. 	 Specify other product type:______________________________________________

42.	 Date of birth: (donor / infant): __  __  __  __ / __  __ / __  __
	 YYYY           MM       DD



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___
 

Questions 53 – 60 are for autologous HCT recipients only.  If other than autologous skip to question 61

53.	 Did the recipient have more than one mobilization event to acquire cells for HCT?

	 ☐ Yes	

	 ☐ No

Specify all agents used in the mobilization events reported above:

55.	 G-CSF	 ☐ Yes	 ☐ No

56. 	 GM-CSF	 ☐ Yes	 ☐ No

57.	 Pegylated G-CSF	 ☐ Yes	 ☐ No

58. 	 Plerixafor (Mozobil)	 ☐ Yes	 ☐ No

59.	 Other CXCR4 inhibitor	 ☐ Yes	 ☐ No

60. 	 Combined with chemotherapy:	 ☐ Yes	 ☐ No

61. 	 Was this donor used for any prior HCTs?	 ☐ Yes	 ☐ No

62. 	 Donor CMV-antibodies (IgG or Total) (Allogeneic HCTs only)	

	 ☐ Reactive	 ☐ Non-reactive	 ☐ Not done	 ☐ Not applicable (cord blood unit)

63. 	 Was plerixafor (Mozobil) given at any time prior to the preparative regimen? (Related HCTs only)	☐ Yes	 ☐ No	 ☐ Unknown

64. 	 Has the recipient signed an IRB-approved consent form for submitting research data to the NMDP / CIBMTR?

	 ☐ Yes (patient consented) 	

	 ☐ No (patient declined) 

	 ☐ Not approached

66.	 Did the recipient give permission to be directly contacted for future research?

	 ☐ Yes (patient provided permission)	

	 ☐ No (patient declined)

	 ☐ Not approached

68.	 Has the recipient signed an IRB-approved consent form to donate research blood samples to the NMDP / CIBMTR?

	 ☐ Yes (patient consented)	

	 ☐ No (patient declined)

	 ☐ Not approached 

	 ☐ Not applicable (center not participating)

70.	 Has the donor signed an IRB-approved consent form to donate research blood samples to the NMDP / CIBMTR? (Allogeneic donors only)

	 ☐ Yes (donor consented)	

	 ☐ No (donor declined)

	 ☐ Not approached

	 ☐ Not applicable (center not participating)

 

72. 	 Was the product manipulated prior to infusion?

	 ☐ Yes	

	 ☐ No

Consent

Product Processing / Manipulation

65. 	 Date form was signed: __  __  __  __ / __  __ / __  __
	 YYYY           MM       DD	

73. 	 Specify portion manipulated:	 ☐ Entire product	 ☐ Portion of product

67. 	 Date form was signed: __  __  __  __ / __  __ / __  __
	 YYYY           MM       DD	

69. 	 Date form was signed: __  __  __  __ / __  __ / __  __
	 YYYY           MM       DD	

71. 	 Date form was signed: __  __  __  __ / __  __ / __  __
	 YYYY           MM       DD	
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54. 	 Specify the total number of mobilization events performed for this HCT (regardless of 	
	 the number of collections or which collections were used for this HCT): ___

mopatel
Line

mopatel
Line



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

91.	 What scale was used to determine the recipient’s functional status?

	 ☐ Karnofsky (recipient age ≥ 16 years)	
	

	

	 ☐ Lansky (recipient age < 16 years)

Clinical Status of Recipient Prior to the Preparative Regimen (Conditioning)

Performance score prior to the preparative regimen: 
92. 	 Karnofsky Scale (recipient age ≥ 16 years):

	 ☐ 100 Normal; no complaints; no evidence of disease	

	 ☐ 90 Able to carry on normal activity	

	 ☐ 80 Normal activity with effort

	 ☐ 70 Cares for self; unable to carry on normal activity or to do active work

	 ☐ 60 Requires occasional assistance but is able to care for most needs

	 ☐ 50 Requires considerable assistance and frequent medical care

	 ☐ 40 Disabled; requires special care and assistance

	 ☐ 30 Severely disabled; hospitalization indicated, although death not imminent

	 ☐ 20 Very sick; hospitalization necessary	

	 ☐ 10 Moribund; fatal process progressing rapidly. 	

93.	 Lansky Scale (recipient age < 16 years):

	 ☐ 100 Fully active

	 ☐ 90 Minor restriction in physically strenuous play	

	 ☐ 80 Restricted in strenuous play, tires more easily, otherwise active

	 ☐ 70 Both greater restrictions of, and less time spent in, active play

	 ☐ 60 Ambulatory up to 50% of time, limited active play with assistance/supervision

	 ☐ 50 Considerable assistance required for any active play; fully able to 	engage in 	
		  quiet play

Specify all methods used to manipulate the product:

74. 	 Washed			   ☐ Yes	 ☐ No

75. 	 Diluted			   ☐ Yes	 ☐ No

76. 	 Buffy coat enriched (buffy coat preparation)		  ☐ Yes	 ☐ No

77. 	 B-cell reduced		  ☐ Yes	 ☐ No

78. 	 CD8 reduced			  ☐ Yes	 ☐ No

79. 	 Plasma reduced (removal)		  ☐ Yes	 ☐ No

80. 	 RBC reduced		  ☐ Yes	 ☐ No

81. 	 Cultured (ex-vivo expansion)		  ☐ Yes	 ☐ No

82. 	 Genetic manipulation (gene transfer/transduction)		  ☐ Yes	 ☐ No

83. 	 PUVA treated			  ☐ Yes	 ☐ No

84. 	 CD34 enriched (CD34+ selection)		  ☐ Yes	 ☐ No

85. 	 CD133 enriched		  ☐ Yes	 ☐ No

86. 	 Monocyte enriched		  ☐ Yes	 ☐ No

87. 	 Mononuclear cells enriched		  ☐ Yes	 ☐ No

88. 	 T-cell depletion		  ☐ Yes	 ☐ No

89.	 Other cell manipulation

	 ☐ Yes	 90.	 Specify other cell manipulation:___________________________  

	 ☐ No
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CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

94.	 Recipient CMV-antibodies (IgG or Total):	 ☐ Reactive	 ☐ Non-reactive	 ☐ Not done	

95. 	 Is there a history of mechanical ventilation?	 ☐ Yes	 ☐ No

96. 	 Is there a history of proven invasive fungal infection?	 ☐ Yes	 ☐ No

97.	 Were there clinically significant co-existing diseases or organ impairment at time of patient assessment prior to preparative regimen? 	
	 Source: Blood, 2005 Oct 15;106(8):2912-2919

	 ☐ Yes	

	 ☐ No
98. 	 Arrhythmia - For example, any history of atrial fibrillation or flutter, sick sinus 		
	 syndrome, or ventricular arrhythmias requiring treatment

	 ☐ Yes	 ☐ No	 ☐ Unknown

99. 	 Cardiac - Any history of coronary artery disease (one or more vessel-coronary 
	 artery stenosis requiring medical treatment, stent, or bypass graft), congestive 	
	 heart failure, myocardial infarction, OR ejection fraction ≤ 50% on the most 
	 recent test

	 ☐ Yes	 ☐ No	 ☐ Unknown

100. 	Cerebrovascular disease - Any history of transient ischemic attack, subarachnoid 	
	 hemorrhage or cerebrovascular accident

	 ☐ Yes	 ☐ No	 ☐ Unknown

101. 	Diabetes - Requiring treatment with insulin or oral hypoglycemics in the last 4 	
	 weeks but not diet alone

	 ☐ Yes	 ☐ No	 ☐ Unknown

102. 	Heart valve disease - Except asymptomatic mitral valve prolapse

	 ☐ Yes	 ☐ No	 ☐ Unknown

103.	 Hepatic, mild - Chronic hepatitis, bilirubin > upper limit of normal to 1.5 × upper  
	 limit of normal, or AST/ALT > upper limit of normal to 2.5 × upper limit of normal 	
	 at the time of transplant OR any history of hepatitis B or hepatitis C infection

	 ☐ Yes	 ☐ No	 ☐ Unknown

104. 	Hepatic, moderate / severe - Liver cirrhosis, bilirubin > 1.5 × upper limit of normal, 	
	 or AST/ALT > 2.5 × upper limit of normal

	 ☐ Yes	 ☐ No	 ☐ Unknown

105. 	 Infection - For example, documented infection, fever of unknown origin, or 		
	 pulmonary nodules requiring continuation of antimicrobial treatment after day 0

	 ☐ Yes	 ☐ No	 ☐ Unknown

106. 	 Inflammatory bowel disease - Any history of Crohn’s disease or ulcerative colitis 	
	 requiring treatment

	 ☐ Yes	 ☐ No	 ☐ Unknown

107. 	Obesity - Patients with a body mass index > 35 kg/m2  prior to the start of 		
	 conditioning

	 ☐ Yes	 ☐ No	 ☐ Unknown
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Co-morbid Conditions

	 ☐ 40 Able to initiate quiet activities

	 ☐ 30 Needs considerable assistance for quiet activity

	 ☐ 20 Limited to very passive activity initiated by others (e.g., TV)	

	 ☐ 10 Completely disabled, not even passive play



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

108. 	Peptic ulcer - Any history of peptic ulcer confirmed by endoscopy and requiring 	
	 treatment

	 ☐ Yes	 ☐ No	 ☐ Unknown

109. 	Psychiatric disturbance - For example, depression, anxiety, bipolar disorder or 		
	 schizophrenia requiring psychiatric consult or treatment in the last 4 weeks

	 ☐ Yes	 ☐ No	 ☐ Unknown

110. 	 Pulmonary, moderate - Corrected diffusion capacity of carbon monoxide and/or 	
	 FEV1 66-80% or dyspnea on slight activity at transplant

	 ☐ Yes	 ☐ No	 ☐ Unknown

111. 	 Pulmonary, severe - Corrected diffusion capacity of carbon monoxide and/or  
	 FEV1 ≤ 65% or dyspnea at rest or requiring oxygen at transplant

	 ☐ Yes	 ☐ No	 ☐ Unknown

112. 	 Renal, moderate/severe - Serum creatinine > 2 mg/dL or > 177 μmol/L or on 	 	
	 dialysis at transplant, OR prior renal transplantation

	 ☐ Yes	 ☐ No	 ☐ Unknown

113. 	 Rheumatologic - For example, any history of systemic lupus erythmatosis,  
	 rheumatoid arthritis, polymyositis, mixed connective tissue disease, or 	
	 polymyalgia rheumatica requiring treatment (do NOT include degenerative joint 	
	 disease, osteoarthritis)

	 ☐ Yes	 ☐ No	 ☐ Unknown

114. 	 Solid tumor, prior - Treated at any time point in the patient’s past history,  
	 excluding non-melanoma skin cancer, leukemia, lymphoma or multiple myeloma

	 ☐ Yes		  115.	 Breast cancer	

	 ☐ No			   ☐ Yes 		  116.	 Year of diagnosis: ___ ___ ___ ___

	 ☐ Unknown 		  ☐ No

				   117.	 Central nervous system (CNS) malignancy (glioblastoma, 		
					    astrocytoma)

						    ☐ Yes 		  118. 	Year of diagnosis: ___ ___ ___ ___

						    ☐ No

				   119.	 Gastrointestinal malignancy (colon, rectum, stomach, pancreas, 	
						    intestine)	

 						    ☐ Yes 		  120. 	Year of diagnosis: ___ ___ ___ ___

						    ☐ No

				   121. 	 Genitourinary malignancy (kidney, bladder, ovary, testicle, 		
						    genitalia, uterus, cervix)

 						    ☐ Yes 		  122. 	Year of diagnosis: ___ ___ ___ ___

						    ☐ No

				   123. 	 Lung cancer

 						    ☐ Yes 		  124. 	Year of diagnosis: ___ ___ ___ ___

						    ☐ No

				   125. 	 Melanoma

 						    ☐ Yes 		  126. 	Year of diagnosis: ___ ___ ___ ___

						    ☐ No
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CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

135.	 Was there a history of malignancy (hematologic or non-melanoma skin cancer) other than the primary disease for which this HCT is being 
	 performed?

	 ☐ Yes	

	 ☐ No

				   127. 	 Oropharyngeal cancer (tongue, buccal mucosa)

 						    ☐ Yes 		  128. 	Year of diagnosis: ___ ___ ___ ___

						    ☐ No

				   129. 	 Sarcoma

 						    ☐ Yes 		  130. 	Year of diagnosis: ___ ___ ___ ___

						    ☐ No

			  131. 	 Thyroid cancer

 						    ☐ Yes 		  132. 	Year of diagnosis: ___ ___ ___ ___

						    ☐ No

133. 	Other co-morbid condition

	 ☐ Yes	 134.	 Specify other co-morbid condition:________________________

	 ☐ No			 

	 ☐ Unknown

Specify which malignancy(ies) occurred:
136. 	Acute myeloid leukemia (AML / ANLL)

	 ☐ Yes	 137.	 Year of diagnosis: ___ ___ ___ ___	

	 ☐ No

138. 	Other leukemia, including ALL

	 ☐ Yes	 139.	 Year of diagnosis: ___ ___ ___ ___	

	 ☐ No	 140. 	 Specify leukemia:	_____________________________________

141. 	Clonal cytogenetic abnormality without leukemia or MDS

	 ☐ Yes	 142.	 Year of diagnosis: ___ ___ ___ ___	

	 ☐ No

143. 	Hodgkin disease

	 ☐ Yes	 144.	 Year of diagnosis: ___ ___ ___ ___	

	 ☐ No

145. 	Lymphoma or lymphoproliferative disease

	 ☐ Yes	 146.	 Year of diagnosis: ___ ___ ___ ___	

	 ☐ No	 147. 	 Was the tumor EBV positive?	 ☐ Yes	 ☐ No

148. 	Other skin malignancy (basal cell, squamous)

	 ☐ Yes	 149.	 Year of diagnosis: ___ ___ ___ ___	

	 ☐ No	 150. 	 Specify other skin malignancy:___________________________

151. 	Myelodysplasia (MDS) / myeloproliferative (MPN) disorder

	 ☐ Yes	 152.	 Year of diagnosis: ___ ___ ___ ___	

	 ☐ No

153. 	Other prior malignancy

	 ☐ Yes	 154.	 Year of diagnosis: ___ ___ ___ ___	

	 ☐ No	 155. 	 Specify other prior malignancy:_ __________________________
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CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

156. 	Height at initiation of pre-HCT preparative regimen: ___ ___ ___ 	☐ inches	 ☐ centimeters

157. 	Actual weight at initiation of pre-HCT preparative regimen: ___ ___ ___	 ☐ pounds	 ☐ kilograms

158. 	Was a pre-HCT preparative regimen prescribed?

	 ☐ Yes	

	 ☐ No 159. 	Classify the recipient’s prescribed preparative regimen:

	 ☐ Myeloablative	

	 ☐ Non-myeloablative (NST)	

	 ☐ Reduced intensity (RIC)

159. 	 Date pre-HCT preparative regimen began (irradiation or drugs):
	
	 __  __  __  __ / __  __ / __  __
	 YYYY           MM       DD

(Use earliest date from questions 164 radiation, or 169 - 316 chemotherapy)

161. 	 Was irradiation planned as part of the pre-HCT preparative regimen?

	 ☐ Yes	 162. 	 What was the prescribed radiation field?

	 ☐ No		  ☐ Total body	

		  ☐ Total body by intensity-modulated radiation therapy (IMRT)

		  ☐ Total lymphoid or nodal regions

		  ☐ Thoracoabdominal region

		  163. 	 Total prescribed dose: (dose per fraction x total number of 		
			   fractions) 

			   ___ ___ ___ ___  ☐ Gy	 ☐ cGy

		  164. 	 Date started: __  __  __  __ / __  __ / __  __
	 YYYY           MM       DD

		  165. 	 Was the radiation fractionated?

			   ☐ Yes	 166.	 Prescribed dose per fraction: 

			   ☐ No	 ___ ___ ___	  ☐ Gy       ☐ cGy 
			 
					     167.		 Number of days: (include “rest” days) ___

			   168.		 Total number of fractions: ___ ___

Indicate the total prescribed cumulative dose for the preparative regimen:
169. 	 ALG, ALS, ATG, ATS

	 ☐ Yes			   170. 	 Total prescribed dose ___ ___ ___ ___ mg/kg

	 ☐ No				  
			   171. 	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM       DD

			   172. 	 Specify source:

						      ☐ ATGAM (horse)			 

						      ☐ ATG – Fresenius (rabbit)	

						      ☐ Thymoglobulin (rabbit)

	 `					     ☐ Other source	 173.	Specify other source:

						      ______________________________	
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Pre-HCT Preparative Regimen (Conditioning)



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

174. 	Anthracycline

	 ☐ Yes		  175. 	 Daunorubicin

	 ☐ No 			   ☐ Yes 	 176.	 Total prescribed dose: 

					     ☐ No				    ___ ___ ___ ___  ☐ mg/m2	 ☐ mg/kg
			 
										        
						      177. 	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM       DD
		
		  178. 	Doxorubicin (Adriamycin)

						     ☐ Yes		  179.	 Total prescribed dose: 

						     ☐ No				    ___ ___ ___ ___  ☐ mg/m2		  ☐ mg/kg
			 
						      180. 	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

			  181. 	 Idarubicin

				   ☐ Yes		  182.	 Total prescribed dose:

				   ☐ No					     ___ ___ ___ ___ 	 ☐ mg/m2	 ☐ mg/kg

							       183. 	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

	 184. 	 Rubidazone

		  ☐ Yes	 185.	 Total prescribed dose:			 

		  ☐ No			   ___ ___ ___ ___	 ☐ mg/m2	 ☐ mg/kg

						      186. 	 Date started: __  __  __  __ / __  __ / __  __
			   YYYY           MM        DD

		  187. 	 Other anthracycline

			   ☐ Yes		  188.	 Total prescribed dose:	

					    ☐ No					     ___ ___ ___ ___	 ☐ mg/m2	 ☐ mg/kg

						      189. 	Date started: __  __  __  __ / __  __ / __  __
								        YYYY           MM        DD

						      190. 	 Specify other anthracycline:____________
							     
							       __________________________________
					   
191. 	 Bleomycin (BLM, Blenoxane)

	 ☐ Yes			   192.	 Total prescribed dose: ___ ___ ___ ___ 	☐ mg/m2		  ☐ mg/kg

	 ☐ No					   
					    193. 	Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

194. 	Busulfan (Myleran)

	 ☐ Yes				    195.	 Total prescribed dose: ___ ___ ___ ___

	 ☐ No				    ☐ mg/m2	 ☐ mg/kg	 ☐ Target total AUC (µmol x min/L)
	
				    196. 	Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

		  197. 	Specify administration: 	☐ Oral	 ☐ IV	 ☐ Both_ _______
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CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Recipient ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

198. 	Carboplatin

	 ☐ Yes			   199.	 Total prescribed dose: ___ ___ ___ ___	 ☐ mg/m2	 ☐ mg/kg

	 ☐ No
				    200. 	Date started: __  __  __  __ / __  __ / __  __
	 YYYY           MM        DD

		
		  201. 	Were pharmacokinetics performed to determine preparative 	
			   regimen drug dosing?				  

			   ☐ Yes	 202.	 Specify the target AUC: 

						      ☐ No		  ___ ___ ___ 	mg/mL/minute

203. 	Cisplatin (Platinol, CDDP)

	 ☐ Yes	 204.	 Total prescribed dose: ___ ___ ___ ___ 	☐ mg/m2	 ☐ mg/kg

	 ☐ No						    
					    205. 	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

206. 	Cladribine (2-CdA, Leustatin)

	 ☐ Yes			   207.	 Total prescribed dose: ___ ___ ___ ___ 	☐ mg/m2	 ☐ mg/kg

	 ☐ No	
	 208. 	Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

209. 	Corticosteroids (excluding anti-nausea medication)

	 ☐ Yes		  210. 	 Methylprednisolone (Solu-Medrol)

	 ☐ No		  ☐ Yes	 211.	 Total prescribed dose:	

				    ☐ No			   ___ ___ ___ ___	 ☐ mg/m2	 ☐ mg/kg

						      212. 	Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

		  213. 	 Prednisone

				   ☐ Yes		  214.	 Total prescribed dose:

				   ☐ No					     ___ ___ ___ ___	 ☐ mg/m2 	 ☐ mg/kg

					     215. 	Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD
			 
	 216. 	Dexamethasone

				    ☐ Yes	 217.	 Total prescribed dose:

				    ☐ No		  ___ ___ ___ ___	 ☐ mg/m2	 ☐ mg/kg	
				  
					     218. 	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

			   219. 	Other corticosteroid

				    ☐ Yes	 220.	 Total prescribed dose:

				    ☐ No		  ___ ___ ___ ___	 ☐ mg/m2	 ☐ mg/kg	
				  
					     221. 	Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

			   222.	 Specify other corticosteroid: 
			 
				    __________________________________
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223. 	Cyclophosphamide (Cytoxan)				    		

	 ☐ Yes	 224.	 Total prescribed dose: ___ ___ ___ ___ 	☐ mg/m2	 ☐ mg/kg

	 ☐ No				  
		  225.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

226. 	Cytarabine (Ara-C)							     
	 ☐ Yes		  227.	 Total prescribed dose: ___ ___ ___ ___ 	 ☐ mg/m2	 ☐ mg/kg

	 ☐ No	
				    228.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

229. 	Etoposide (VP-16, VePesid)					   
	 ☐ Yes				   230.	 Total prescribed dose: ___ ___ ___ ___	 ☐ mg/m2	 ☐ mg/kg

	 ☐ No				  
				    231.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

232. 	Fludarabine								      
	 ☐ Yes	 233.	 Total prescribed dose: ___ ___ ___ ___	 ☐ mg/m2	 ☐ mg/kg	

	 ☐ No				  
				    234.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

235. 	 Ifosfamide							     
	 ☐ Yes		  236.	 Total prescribed dose: ___ ___ ___ ___	 ☐ mg/m2	 ☐ mg/kg

	 ☐ No			 
				    237.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

238. 	 Intrathecal therapy (chemotherapy)					   
	 ☐ Yes		  239. 	 Intrathecal cytarabine (IT Ara-C)

	 ☐ No			   ☐ Yes 		  240.	 Total prescribed dose:

					    ☐ No		  ___ ___ ___ ___	 ☐ mg/m2		  ☐ mg/kg	
				  
								        241. 	 Date started:	__  __  __  __ / __  __ / __  __
				    YYYY           MM        DD
				  
			   242. 	 Intrathecal methotrexate (IT MTX)			 

				    ☐ Yes 	 243.	 Total prescribed dose:

				    ☐ No		  ___ ___ ___ ___	 ☐ mg/m2	 ☐ mg/kg	
				  
						      244. 	 Date started:	__  __  __  __ / __  __ / __  __
				    YYYY           MM        DD
				  
			   245. 	 Intrathecal thiotepa				  

				    ☐ Yes 	 246.	 Total prescribed dose:

				    ☐ No		  ___ ___ ___ ___	 ☐ mg/m2	 ☐ mg/kg	
				  
					     247. 	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

			   248. 	 Other intrathecal drug

				    ☐ Yes	 249.	 Total prescribed dose:

				    ☐ No	 ___ ___ ___ ___	 ☐ mg/m2	 ☐ mg/kg	
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					     250. 	 Date started:	__  __  __  __ / __  __ / __  __
				    YYYY           MM        DD
			 
			   251. 	Specify other intrathecal drug: 

				    __________________________________

252. 	Melphalan (L-Pam)				  
	 ☐ Yes		  253.	 Total prescribed dose: ___ ___ ___ ___	 ☐ mg/m2	 ☐ mg/kg

	 ☐ No				  
				    254. 	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

		  255. 	 Specify administration: 	☐ Oral	 ☐ IV	 ☐ Both

256. 	Mitoxantrone (Novantrone)				  
	 ☐ Yes			   257.	 Total prescribed dose: ___ ___ ___ ___ 	☐ mg/m2	 ☐ mg/kg

	 ☐ No			 
					     258. 	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

259. 	Monoclonal antibody

	 ☐ Yes		  260. 	Radio labeled mAb

	 ☐ No			  ☐ Yes		  261.	 Total prescribed dose of radioactive

				   ☐ No			   component: ___ ___ ___ ___ ● ___

			   ☐ mCi	 ☐ MBq

						      262.	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM       DD
			 
	 Specify radio labeled mAb:

	 263. 	 Tositumomab (Bexxar)	 ☐ Yes 	 ☐ No

	 264. 	 Ibritumomab tiuxetan (Zevalin)

		  ☐ Yes 	 ☐ No

			   265. 	 Other radio labeled mAb

				    ☐ Yes 	 266. 	 Specify radio labeled		

				    ☐ No		  mAb:	

					     _ _________________
	
	 267. 	Alemtuzumab (Campath)

		  ☐ Yes 	 268.	 Total prescribed dose: ___ ___ ___ ___

				    ☐ No 			   ☐ mg/m2	 ☐ mg/kg		
									       
					     269. 	 Date started: __  __  __  __ / __  __ / __  __
			   YYYY           MM        DD

	 270. 	Rituximab (Rituxan, anti CD20)

		  ☐ Yes 	 271.	 Total prescribed dose: ___ ___ ___ ___

				    ☐ No 			   ☐ mg/m2	 ☐ mg/kg		
									       
					     272. 	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM       DD
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	 273. 	Gemtuzumab (Mylotarg, anti CD33)

		  ☐ Yes 	 274.	 Total prescribed dose:

				    ☐ No 		  ___ ___ ___ ___ 	☐ mg/m2	 ☐ mg/kg	
	
					     275. 	Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

	 276. 	Other mAb

		  ☐ Yes 	 277.	 Total prescribed dose:

				    ☐ No 		  ___ ___ ___ ___ 	☐ mg/m2	 ☐ mg/kg	
									       
					     278. 	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

			   279. 	 Specify other mAb:____________________

280. 	 Nitrosourea 	

	 ☐ Yes	 281. 	 Carmustine (BCNU)

	 ☐ No		  ☐ Yes 	 282.	 Total prescribed dose: ___ ___ ___ ___

				    ☐ No		  ☐ mg/m2	 ☐ mg/kg
								      
					     283. 	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

		  284. 	 CCNU (Lomustine)

			   ☐ Yes 	 285.	 Total prescribed dose: ___ ___ ___ ___

				    ☐ No		  ☐ mg/m2	 ☐ mg/kg
								      
					     286. 	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

	 287. 	 Other nitrosourea

			   ☐ Yes 	 288.	 Total prescribed dose: ___ ___ ___ ___

				    ☐ No		  ☐ mg/m2	 ☐ mg/kg
								      
					     289. 	 Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

			   290. 	 Specify other nitrosourea:

				    ___________________________________

291. 	Paclitaxel (Taxol, Xyotax)

	 ☐ Yes		  292.	 Total prescribed dose: ___ ___ ___ ___ 	☐ mg/m2	 ☐ mg/kg

	 ☐ No			 
				    293. 	Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

294. 	 Teniposide (VM26)	

	 ☐ Yes		  295.	 Total prescribed dose: ___ ___ ___ ___ 	☐ mg/m2	 ☐ mg/kg

	 ☐ No			 
				    296. 	Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

297. 	 Thiotepa

	 ☐ Yes		  298.	 Total prescribed dose: ___ ___ ___ ___ 	☐ mg/m2	 ☐ mg/kg

	 ☐ No			 
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This section is to be completed for allogeneic HCTs only; autologous HCTs continue with question 344.

317. 	Was GVHD prophylaxis planned / given?

	 ☐ Yes	

	 ☐ No

				    299. 	Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

300. 	 Treosulfan

	 ☐ Yes	 301.	 Total prescribed dose: ___ ___ ___ ___ ___

	 ☐ No					     ☐ mg/m2	 ☐ mg/kg

		  302. 	Date started: __  __  __  __ / __  __ / __  __
								        YYYY           MM        DD

303. 	 Tyrosine kinase inhibitors

	 ☐ Yes	 304. 	Dasatinib (Sprycel)

	 ☐ No		  ☐ Yes 	 305.	 Total prescribed dose: ___ ___ ___ ___

				    ☐ No		  ☐ mg/m2	 ☐ mg/kg
								      
					     306. 	Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

		  307. 	 Imatinib mesylate (STI571, Gleevec)

			   ☐ Yes 	 308.	 Total prescribed dose: ___ ___ ___ ___

				    ☐ No		  ☐ mg/m2	 ☐ mg/kg
								      
					     309. 	Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

		  310. 	 Nilotinib

			   ☐ Yes 	 311.	 Total prescribed dose: ___ ___ ___ ___

				    ☐ No		  ☐ mg/m2	 ☐ mg/kg
								      
					     312. 	Date started: __  __  __  __ / __  __ / __  __
				    YYYY           MM        DD

313. 	Other drug

	 ☐ Yes	 314.	 Total prescribed dose: ___ ___ ___ ___ ___

	 ☐ No					     ☐ mg/m2	 ☐ mg/kg

		  315. 	Date started: __  __  __  __ / __  __ / __  __
								        YYYY           MM        DD

		  316.	 Specify other drug:_ ____________________________________
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GVHD Prophylaxis

Specify:
318. 	 ALG, ALS, ATG, ATS

	 ☐ Yes	 319.	 Total dose: ___ ___ ___ ___ ___ mg/kg

	 ☐ No	
		  320. 	Specify source:		

			  ☐ ATGAM (horse)	

			  ☐ ATG – Fresenius (rabbit)	

			  ☐ Thymoglobulin (rabbit)
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Optional for non-U.S. Centers

344. 	Was KGF (palifermin, Kepivance) started or is there a plan to use it?	 ☐ Yes	 ☐ No	 ☐ Masked trial
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		  ☐ Other source	 321.	 Specify other source:

								        _____________________________
	

322. 	Corticosteroids (systemic)		  ☐ Yes	 ☐ No

323. 	Cyclosporine (CSA, Neoral, Sandimmune)			   ☐ Yes	 ☐ No

324. 	Cyclophosphamide (Cytoxan) 			   ☐ Yes	 ☐ No

325. 	Extra-corporeal photopheresis (ECP) 			   ☐ Yes	 ☐ No

326. 	FK 506 (Tacrolimus, Prograf) 			   ☐ Yes	 ☐ No

327. 	 In vivo monoclonal antibody

	 ☐ Yes			   Specify in vivo monoclonal antibody:		

	 ☐ No			   328. 	 Alemtuzumab (Campath)		  ☐ Yes	 ☐ No

				   329. 	 Anti CD 25 (Zenapax, Daclizumab, AntiTAC)

					    ☐ Yes		  330. 	 Specify: _____________________________	

					    ☐ No

					    331. 	 Etanercept (Enbrel)			  ☐ Yes	 ☐ No

					    332. 	 Infliximab (Remicade)		  ☐ Yes	 ☐ No
				 
					    333. 	 Other in vivo monoclonal antibody	

					    ☐ Yes		  334. 	Specify antibody: _ ____________________	

					    ☐ No			   ___________________________________

335. 	 In vivo immunotoxin

	 ☐ Yes			   336. 	Specify immunotoxin:___________________________________

	 ☐ No			 

337. 	 Methotrexate (MTX) (Amethopterin)					     ☐ Yes	 ☐ No

338. 	 Mycophenolate mofetil (MMF) (CellCept)			   ☐ Yes	 ☐ No

339. 	 Sirolimus (Rapamycin, Rapamune)					     ☐ Yes	 ☐ No

340. 	Blinded randomized trial 	

	 ☐ Yes		  341. 	Specify trial agent:______________________________________

	 ☐ No

342. 	Other agent	

	 ☐ Yes			   343. 	 Specify other agent:_ ___________________________________

	 ☐ No

Other Toxicity Modifying Regimen
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345. 	 Is this HCT part of a planned multiple (sequential) graft / HCT protocol?	☐ Yes	 ☐ No

346. 	 Is additional post-HCT therapy planned?

	 ☐ Yes	

	 ☐ No

First Name:______________________________________________________

Last Name:______________________________________________________

E-mail address:_ _________________________________________________

Date: __  __  __  __ / __  __ / __  __
		  YYYY          MM        DD
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Questions 347 – 357 are optional for non-U.S. centers

347. 	Bortezomib (Velcade)						     ☐ Yes	 ☐ No

348. 	Cellular therapy (e.g. DCI, DLI)					     ☐ Yes	 ☐ No

349. 	Dexamethasone							       ☐ Yes	 ☐ No

350. 	 Intrathecal therapy (chemotherapy)			   ☐ Yes	 ☐ No

351. 	Tyrosine kinase inhibitor (e.g. imatinib mesylate) 	 ☐ Yes	 ☐ No

352. 	Lenalidomide (Revlimid)					     ☐ Yes	 ☐ No

353. 	Local radiotherapy							       ☐ Yes	 ☐ No

354. 	Rituximab (Rituxan, MabThera)					     ☐ Yes	 ☐ No

355. 	Thalidomide (Thalomid)					     ☐ Yes	 ☐ No

356. 	Other therapy

	 ☐ Yes			   357. 	Specify other therapy:___________________________________

	 ☐ No

Post-HCT Disease Therapy Planned as of Day 0



OMB No: 0915-0310
Expiration Date: 1/31/2020

Public Burden Statement: An agency may not conduct or sponsor, and a person 
is not required to respond to, a collection of information unless it displays a currently 
valid OMB control number. The OMB control number for this project is 0915-0310. 
Public reporting burden for this collection of information is estimated to average 
0.85 hours per response, including the time for reviewing instructions, searching 
existing data sources, and completing and reviewing the collection of information. 
Send comments regarding this burden estimate or any other aspect of this collection 
of information, including suggestions for reducing this burden, to HRSA Reports 
Clearance Officer, 5600 Fishers Lane, Room 10-33, Rockville, Maryland, 20857.
Expiration date:
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CIBMTR Use Only
Sequence Number:

Date Received:

Disease Classification

CIBMTR Center Number: ___ ___ ___ ___ ___ 	

CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

Event date: __  __  __  __ / __  __ / __  __
YYYY           MM       DD



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

1. 	 Date of diagnosis of primary disease for HCT / cellular therapy: __  __  __  __ / __  __ / __  __
		  YYYY           MM       DD
	
2. 	 What was the primary disease for which the HCT / cellular therapy was performed?

	 ☐ Acute myelogenous leukemia (AML or ANLL) (10) - Go to question 3

	 ☐ Acute lymphoblastic leukemia (ALL) (20) - Go to question 90

	 ☐ Acute leukemia of ambiguous lineage and other myeloid neoplasms (80) - Go to question 152

	 ☐ Chronic myelogenous leukemia (CML) (40) - Go to question 156

	 ☐	Myelodysplastic (MDS) / myeloproliferative (MPN) diseases (50) (Please classify all pre-leukemias) (If recipient has transformed to AML, 	

		  indicate AML as the primary disease) - Go to question 167

	 ☐ 	Other leukemia (30) (includes CLL) - Go to question 261

	 ☐ Hodgkin lymphoma (150) - Go to question 268

	 ☐ 	Non-Hodgkin lymphoma (100) - Go to question 271

	 ☐ Multiple myeloma / plasma cell disorder (PCD) (170) - Go to question 277

	 ☐ Solid tumors (200) - Go to question 309

	 ☐ Severe aplastic anemia (300) (If the recipient developed MDS or AML, indicate MDS or AML as the primary disease) 
		  - Go to question 311

	 ☐ Inherited abnormalities of erythrocyte differentiation or function (310) - Go to question 313

	 ☐ Disorders of the immune system (400) - Go to question 316

	 ☐ Inherited abnormalities of platelets (500) - Go to question 319

	 ☐ Inherited disorders of metabolism (520) - Go to question 321

	 ☐ Histiocytic disorders (570) - Go to question 323	

	 ☐ Autoimmune diseases (600) - Go to question 325

	 ☐ Other disease (900) - Go to question 333
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Primary Disease for HCT / Cellular Therapy
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3. 	 Specify the AML classification:	

	 AML with recurrent genetic abnormalities			 

	 ☐ AML with t(9;11) (p22.3;q23.3); MLLT3-KMT2A (5)	

	 ☐ AML with t(6;9) (p23;q34.1); DEK-NUP214 (6)

	 ☐ AML with inv(3) (q21.3;q26.2) or t(3;3) (q21.3;q26.2); GATA2, MECOM (7)

	 ☐ AML (megakaryoblastic) with t(1;22) (p13.3;q13.3); RBM15-MKL1 (8)

	 ☐ AML with t(8;21); (q22; q22.1); RUNX1-RUNX1T1 (281)

	 ☐ AML with inv(16)(p13.1;1q22) or t(16;16)(p13.1; q22); CBFB-MYH11 (282)

	 ☐ APL with PML-RARA (283)

	 ☐ AML with BCR-ABL1 (provisional entity) (3)

	 ☐ AML with mutated NPM1 (4)

	 ☐ AML with biallelic mutations of CEBPA (297)

	 ☐ AML with mutated RUNX1 (provisional entity) (298)

	 ☐ AML with 11q23 (MLL) abnormalities (i.e., t(4;11), t(6;11), t(9;11), t(11;19)) (284)

	 ☐ AML with myelodysplasia – related changes (285)

	 ☐ Therapy related AML (t-AML) (9)

	

	 AML, not otherwise specified

	 ☐ AML, not otherwise specified (280) 

	 ☐ AML, minimally differentiated (286)

	 ☐ AML without maturation (287)

	 ☐ AML with maturation (288) 

	 ☐ Acute myelomonocytic leukemia (289)

	 ☐ Acute monoblastic / acute monocytic leukemia (290)

	 ☐ Acute erythroid leukemia (erythroid / myeloid and pure erythroleukemia) (291)

	 ☐ Acute megakaryoblastic leukemia (292)

	 ☐ Acute basophilic leukemia (293)

	 ☐ Acute panmyelosis with myelofibrosis (294)

	 ☐ Myeloid sarcoma (295)

	 ☐ Myeloid leukemia associated with Down syndrome (299)

4. 	 Did AML transform from MDS or MPN?		 ☐ Yes – Also complete MDS Disease Classification questions 	 ☐ No

5. 	 Is the disease (AML) therapy related?	 ☐ Yes	 ☐ No	 ☐ Unknown

6. 	 Did the recipient have a predisposing condition?

	 ☐ Yes	

	 ☐ No		

	 ☐ Unknown	
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Acute Myelogenous Leukemia (AML)

7. 	 Specify condition:

	 ☐ Bloom syndrome

	 ☐ Down syndrome

	 ☐ Fanconi anemia – Also complete CIBMTR Form 2029

	 ☐ Dyskeratosis congenita  

	 ☐ Other condition	
8.	 Specify other condition:______________________________
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Labs at diagnosis 

9. 	 Were cytogenetics tested (karyotyping or FISH)? (at diagnosis)

	 ☐ Yes	

	 ☐ No	

	 ☐ Unknown

10.	 Were cytogenetics tested via FISH? 

	 ☐ Yes	

	 ☐ No	
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11. 	 Results of tests:

	 ☐ Abnormalities identified	

	 ☐ No abnormalities	

Specify cytogenetic abnormalities identified at diagnosis:

12.	 Specify number of distinct cytogenetic abnormalities:

	 ☐ One (1)

	 ☐ Two (2)

	 ☐ Three (3)

	 ☐ Four or more (4 or more)

13.	 Specify abnormalities (check all that apply)

	 ☐ -5		

	 ☐ -7			 

	 ☐ -17	

	 ☐ -18	

	 ☐ -X		

	 ☐ -Y	

	 ☐ +4	

	 ☐ +8	

	 ☐ +11	 	
	 ☐ +13	

	 ☐ +14

	 ☐ +21

	 ☐ +22

	 ☐ t(3;3)

	 ☐ t(6;9)

	 ☐ t(8;21)

	 ☐ t(9;11)

	 ☐ t(9;22)

	 ☐ t(15;17) and variants

	 ☐ t(16;16)

	 ☐ del(3q) / 3q–

	 ☐ del(5q) / 5q–

	 ☐ del(7q) / 7q–

	 ☐ del(9q) / 9q–

	 ☐ del(11q) / 11q–

	 ☐ del(16q) / 16q–

	 ☐ del(17q) / 17q–
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15.	 Were cytogenetics tested via karyotyping?

	 ☐ Yes	

	 ☐ No

	 ☐ del(20q) / 20q–

	 ☐ del(21q) / 21q–

	 ☐ inv(3)

	 ☐ inv(16)

	 ☐ (11q23) any abnormality

	 ☐ 12p any abnormality

	 ☐ Other abnormality 

14.	 Specify other abnormality: 

	 _______________________  

16. 	 Results of tests:

	 ☐ Abnormalities identified	

	 ☐ No evaluable metaphases 	

	 ☐ No abnormalities	

Specify cytogenetic abnormalities identified at diagnosis:

17.	 Specify number of distinct cytogenetic abnormalities:

	 ☐ One (1)

	 ☐ Two (2)

	 ☐ Three (3)

	 ☐ Four or more (4 or more)

18.	 Specify abnormalities: (check all that apply)

	 ☐ -5		

	 ☐ -7	

	 ☐ -17	

	 ☐ -18	

	 ☐ -X		

	 ☐ -Y	

	 ☐ +4	

	 ☐ +8	

	 ☐ +11	 	
	 ☐ +13	

	 ☐ +14

	 ☐ +21

	 ☐ +22

	 ☐ t(3;3)

	 ☐ t(6;9)
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21.	 Were tests for molecular markers performed (e.g. PCR, NGS)? (at diagnosis)

	 ☐ Yes	

	 ☐ No	

	 ☐ Unknown

20.	 Was documentation submitted to the CIBMTR? (e.g. cytogenetic or FISH report)	 ☐ Yes	 ☐ No

	 ☐ t(8;21)

	 ☐ t(9;11)

	 ☐ t(9;22)

	 ☐ t(15;17) and variants

	 ☐ t(16;16)

	 ☐ del(3q) / 3q–

	 ☐ del(5q) / 5q–

	 ☐ del(7q) / 7q–

	 ☐ del(9q) / 9q–

	 ☐ del(11q) / 11q–

	 ☐ del(16q) / 16q–

	 ☐ del(17q) / 17q–

	 ☐ del(20q) / 20q–

	 ☐ del(21q) / 21q–

	 ☐ inv(3)

	 ☐ inv(16)

	 ☐ (11q23) any abnormality

	 ☐ 12p any abnormality

	 ☐ Other abnormality

19.	 Specify other abnormality: 

	 _______________________  

Specify molecular markers identified at diagnosis:	

22. 	 CEBPA		

	 ☐ Positive 	

	 ☐ Negative	

	 ☐ Not done	

24. 	 FLT3 – D835 point mutation	 ☐ Positive 	 ☐ Negative	 ☐ Not done

25. 	 FLT3 – ITD mutation	

	 ☐ Positive 	

	 ☐ Negative	

	 ☐ Not done

23.	 Specify CEBPA mutation

	 ☐ Biallelic (homozygous)

	 ☐ Monoallelic (heterozygous)

	 ☐ Unknown

26.	 FLT3 – ITD allelic ratio

	 ☐ Known

	 ☐ Unknown
27.	 Specify FLT3 - ITD allelic ratio: 
	 ___ ● ___
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Labs between diagnosis and last evaluation:

34.	 Were cytogenetics tested (karyotyping or FISH)? (between diagnosis and last evaluation)

	 ☐ Yes	

	 ☐ No	

	 ☐ Unknown

28. 	 IDH1		  ☐ Positive 	 ☐ Negative	 ☐ Not done

29. 	 IDH2		  ☐ Positive 	 ☐ Negative	 ☐ Not done

30. 	 KIT		  ☐ Positive 	 ☐ Negative	 ☐ Not done

31. 	 NPM1		  ☐ Positive 	 ☐ Negative	 ☐ Not done

32. 	 Other molecular marker	

	 ☐ Positive	

	 ☐ Negative		

	 ☐ Not done

Copy and complete questions 32-33 for multiple molecular markers.

33.	 Specify other molecular marker:_ _______________________

35.	 Were cytogenetics tested via FISH? 

	 ☐ Yes	

	 ☐ No	 36.	 Results of tests:

	 ☐ Abnormalities identified	

	 ☐ No abnormalities	

Specify cytogenetic abnormalities identified between diagnosis 
and last evaluation:

37.	 Specify number of distinct cytogenetic abnormalities:

	 ☐ One (1)

	 ☐ Two (2)

	 ☐ Three (3)

	 ☐ Four or more (4 or more)

38.	 Specify abnormalities (check all that apply)

	 ☐ -5		

	 ☐ -7	

	 ☐ -17	

	 ☐ -18	

	 ☐ -X		

	 ☐ -Y	

	 ☐ +4	

	 ☐ +8	

	 ☐ +11	 	
	 ☐ +13	

	 ☐ +14

	 ☐ +21

	 ☐ +22

	 ☐ t(3;3)

	 ☐ t(6;9)

	 ☐ t(8;21)
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☐ t(9;11)

☐ t(9;22)

☐ t(15;17) and variants

☐ t(16;16)

☐ del(3q) / 3q–

☐ del(5q) / 5q–

☐ del(7q) / 7q–

☐ del(9q) / 9q–

☐ del(11q) / 11q–

☐ del(16q) / 16q–

☐ del(17q) / 17q–

☐ del(20q) / 20q–

☐ del(21q) / 21q–

☐ inv(3)

☐ inv(16)

☐ (11q23) any abnormality

☐ 12p any abnormality

☐ Other abnormality

39. Specify other abnormality:

_______________________
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40. Were cytogenetics tested via karyotyping?

☐ Yes

☐ No 41. Results of tests:

☐ Abnormalities identified

☐ No evaluable metaphases

☐ No abnormalities

Specify cytogenetic abnormalities identified between diagnosis 
and last evaluation:

42. Specify number of distinct cytogenetic abnormalities:

☐ One (1)

☐ Two (2)

☐ Three (3)

☐ Four or more (4 or more)

43. Specify abnormalities (check all that apply)

☐ -5

☐ -7

☐ -17

☐ -18

☐ -X
☐ -Y

☐ +4

☐ +8

☐ +11

☐ +13

☐ +14

☐ +21

☐ +22

☐ t(3;3)

☐ t(6;9)

☐ t(8;21)

☐ t(9;11)

☐ t(9;22)

☐ t(15;17) and variants

☐ t(16;16)

☐ del(3q) / 3q–

☐ del(5q) / 5q–

☐ del(7q) / 7q–

☐ del(9q) / 9q–

☐ del(11q) / 11q–

☐ del(16q) / 16q–

☐ del(17q) / 17q–

☐ del(20q) / 20q–
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46. Were tests for molecular markers performed (e.g. PCR, NGS)? (between diagnosis and last evaluation)

☐ Yes

☐ No

☐ Unknown
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45. Was documentation submitted to the CIBMTR? (e.g. cytogenetic or FISH report) ☐ Yes	 ☐ No

☐ del(21q) / 21q–

☐ inv(3)

☐ inv(16)

☐ (11q23) any abnormality

☐ 12p any abnormality

☐ Other abnormality

44. Specify other abnormality:

_______________________

Specify molecular markers identified between diagnosis and last evaluation:	

47. CEBPA		

☐ Positive

☐ Negative

☐ Not done

49. FLT3 – D835 point mutation ☐ Positive ☐ Negative	 ☐ Not done

50. FLT3 – ITD mutation

☐ Positive

☐ Negative

☐ Not done

53. IDH1 ☐ Positive ☐ Negative	 ☐ Not done

54. IDH2 ☐ Positive ☐ Negative	 ☐ Not done

55. KIT ☐ Positive ☐ Negative	 ☐ Not done

56. NPM1 ☐ Positive ☐ Negative	 ☐ Not done

57. Other molecular marker

☐ Positive

☐ Negative

☐ Not done

Copy and complete questions 57-58 to report multiple other molecular markers.

48. Specify CEBPA mutation

☐ Biallelic (homozygous)

☐ Monoallelic (heterozygous)

☐ Unknown

51. FLT3 – ITD allelic ratio

☐ Known

☐ Unknown
52. Specify FLT3 - ITD allelic ratio:

___ ● ___

58. Specify other molecular marker:_ ________________________
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	 ☐ No	

	 ☐ Unknown
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60.	 Were cytogenetics tested via FISH? 

	 ☐ Yes	

	 ☐ No	 61.	 Results of tests:

	 ☐ Abnormalities identified	

	 ☐ No abnormalities	

Specify cytogenetic abnormalities identified at last evaluation:

62.	 Specify number of distinct cytogenetic abnormalities:

	 ☐ One (1)

	 ☐ Two (2)

	 ☐ Three (3)

	 ☐ Four or more (4 or more)

63.	 Specify abnormalities (check all that apply)

	 ☐ -5		

	 ☐ -7	

	 ☐ -17	

	 ☐ -18	

	 ☐ -X		

	 ☐ -Y	

	 ☐ +4	

	 ☐ +8	

	 ☐ +11	 	
	 ☐ +13	

	 ☐ +14

	 ☐ +21

	 ☐ +22

	 ☐ t(3;3)

	 ☐ t(6;9)

	 ☐ t(8;21)

	 ☐ t(9;11)

	 ☐ t(9;22)

	 ☐ t(15;17) and variants

	 ☐ t(16;16)

	 ☐ del(3q) / 3q–

	 ☐ del(5q) / 5q–

	 ☐ del(7q) / 7q–

	 ☐ del(9q) / 9q–

	 ☐ del(11q) / 11q–

	 ☐ del(16q) / 16q–

	 ☐ del(17q) / 17q–

	 ☐ del(20q) / 20q–
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65.	 Were cytogenetics tested via karyotyping?

	 ☐ Yes	

	 ☐ No	

	 ☐ del(21q) / 21q–

	 ☐ inv(3)

	 ☐ inv(16)

	 ☐ (11q23) any abnormality

	 ☐ 12p any abnormality

	 ☐ Other abnormality

64.	 Specify other abnormality: 

	 _______________________  

66.	 Results of tests:

	 ☐ Abnormalities identified	

	 ☐ No evaluable metaphases	

	 ☐ No abnormalities	

Specify cytogenetic abnormalities identified at last evaluation:

67.	 Specify number of distinct cytogenetic abnormalities:

	 ☐ One (1)

	 ☐ Two (2)

	 ☐ Three (3)

	 ☐ Four or more (4 or more)

68.	 Specify abnormalities (check all that apply)

	 ☐ -5		

	 ☐ -7	

	 ☐ -17	

	 ☐ -18	

	 ☐ -X		

	 ☐ -Y	

	 ☐ +4	

	 ☐ +8	

	 ☐ +11	 	
	 ☐ +13	

	 ☐ +14

	 ☐ +21

	 ☐ +22

	 ☐ t(3;3)

	 ☐ t(6;9)

	 ☐ t(8;21)
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71.	 Were tests for molecular markers performed (e.g. PCR, NGS)? (at last evaluation)

	 ☐ Yes	

	 ☐ No	

	 ☐ Unknown

70.	 Was documentation submitted to the CIBMTR? (e.g. cytogenetic or FISH report)	 ☐ Yes	 ☐ No

	 ☐ t(9;11)

	 ☐ t(9;22)

	 ☐ t(15;17) and variants

	 ☐ t(16;16)

	 ☐ del(3q) / 3q–

	 ☐ del(5q) / 5q–

	 ☐ del(7q) / 7q–

	 ☐ del(9q) / 9q–

	 ☐ del(11q) / 11q–

	 ☐ del(16q) / 16q–

	 ☐ del(17q) / 17q–

	 ☐ del(20q) / 20q–

	 ☐ del(21q) / 21q–

	 ☐ inv(3)

	 ☐ inv(16)

	 ☐ (11q23) any abnormality

	 ☐ 12p any abnormality

	 ☐ Other abnormality

69.	 Specify other abnormality: 

	 _______________________ 

Specify molecular markers identified at last evaluation:	

72. 	 CEBPA		

	 ☐ Positive 	

	 ☐ Negative	

	 ☐ Not done	

74. 	 FLT3 – D835 point mutation	 ☐ Positive 	 ☐ Negative	 ☐ Not done

75. 	 FLT3 – ITD mutation	

	 ☐ Positive 	

	 ☐ Negative	

	 ☐ Not done

73.	 Specify CEBPA mutation

	 ☐ Biallelic (homozygous)

	 ☐ Monoallelic (heterozygous)

	 ☐ Unknown

76.	 FLT3 – ITD allelic ratio

	 ☐ Known

	 ☐ Unknown
77.	 Specify FLT3 - ITD allelic ratio: 
	 ___ ● ___
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CNS Leukemia

84.	 Did the recipient have central nervous system leukemia at any time prior to the start of the preparative regimen / infusion?

	 ☐ Yes	 ☐ No	 ☐ Unknown

Status at transplantation:

85. 	 What was the disease status (based on hematological test 
	 results)?

	 ☐ Primary induction failure - Go to question 89

	 ☐ 1st complete remission (no previous bone marrow or 
		  extramedullary relapse) (include CRi) - Go to question 86

	 ☐ 2nd complete remission - Go to question 86

	 ☐ ≥ 3rd complete remission - Go to question 86

	 ☐ 1st relapse - Go to question 88

	 ☐ 2nd relapse - Go to question 88

	 ☐ ≥ 3rd relapse - Go to question 88

	 ☐ No treatment - Go to question 89

89. 	 Date assessed:		__  __  __  __ / __  __ / __  __ - Go to signature line
		  YYYY           MM        DD

78. 	 IDH1		  ☐ Positive 	 ☐ Negative	 ☐ Not done

79. 	 IDH2		  ☐ Positive 	 ☐ Negative	 ☐ Not done

80. 	 KIT		  ☐ Positive 	 ☐ Negative	 ☐ Not done

81. 	 NPM1		  ☐ Positive 	 ☐ Negative	 ☐ Not done

82. 	 Other molecular marker	

	 ☐ Positive	

	 ☐ Negative		

	 ☐ Not done

Copy and complete questions 82-83 to report multiple other molecular markers.

83.	 Specify other molecular marker:_________________________

86.	 How many cycles of induction therapy were required to achieve 
	 1st complete remission? (includes CRi)

 	 ☐ 1	 ☐ 2	 ☐ ≥ 3
						       
87.	 Was the recipient in remission by flow cytometry?

	 ☐ Yes	 ☐ No	 ☐ Unknown	 ☐ Not applicable

						    
88. 	 Date of most recent relapse:__  __  __  __ / __  __ / __  __
	 YYYY           MM        DD
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90. 	 Specify ALL classification:

	 B-lymphoblastic leukemia / lymphoma

	 ☐ B-lymphoblastic leukemia / lymphoma, NOS (B-cell ALL, NOS) (191)

	 ☐ B-lymphoblastic leukemia / lymphoma with t(9;22)(q34.1;q11.2); BCR-ABL1 (192)

	 ☐ B-lymphoblastic leukemia / lymphoma with t(v;11q23.3); KMT2A rearranged (193)

	 ☐ B-lymphoblastic leukemia / lymphoma with t(1;19)(q23;p13.3); TCF3-PBX1 (194)

	 ☐ B-lymphoblastic leukemia / lymphoma with t(12;21) (p13.2;q22.1); ETV6-RUNX1 (195)

	 ☐ B-lymphoblastic leukemia / lymphoma with t(5;14) (q31.1;q32.3); IL3-IGH (81)

	 ☐ B-lymphoblastic leukemia / lymphoma with Hyperdiploidy (51-65 chromosomes) (82)

	 ☐ B-lymphoblastic leukemia / lymphoma with Hypodiploidy (<45 chromosomes)  (83)

	 ☐ B-lymphoblastic leukemia / lymphoma, BCR-ABL1-like (provisional entity) (94)

	 ☐ B-lymphoblastic leukemia / lymphoma, with iAMP21 (provisional entity) (95)

	 T-cell lymphoblastic leukemia / lymphoma

	 ☐ Early T-cell precursor lymphoblastic leukemia (provisional entity) (96)

	 ☐ Natural killer (NK)- cell lymphoblastic leukemia / lymphoma (provisional entity) (97)

91.	 Did the recipient have a predisposing condition?

	 ☐ Yes	

	 ☐ No	

	 ☐ Unknown

94.	 Were tyrosine kinase inhibitors given for therapy at any time prior to start of the preparative regimen / infusion? (e.g. imatinib mesylate, 	
	 dasatinib, etc.)

	 ☐ Yes	 ☐ No

Laboratory studies at diagnosis:

95. 	 Were cytogenetics tested (karyotyping or FISH)? (at diagnosis)

	 ☐ Yes	

	 ☐ No		

	 ☐ Unknown

Acute Lymphoblastic Leukemia (ALL)

92.	 Specify condition:

	 ☐ Aplastic anemia – Also complete CIBMTR Form 2028 — APL  

	 ☐ Bloom syndrome

	 ☐ Down syndrome

	 ☐ Fanconi anemia – Also complete CIBMTR Form 2029 — FAN 

	 ☐ Other condition  
93.	 Specify other condition:______________________________

96.	 Were cytogenetics tested via FISH? (at diagnosis)

	 ☐ Yes	

	 ☐ No	
97. 	 Results of tests: (at diagnosis)

	 ☐ Abnormalities identified	

	 ☐ No abnormalities	

Specify cytogenetic abnormalities identified:

98.	 Specify number of distinct cytogenetic abnormalities:

	 ☐ One (1)

	 ☐ Two (2)

	 ☐ Three (3)

	 ☐ Four or more (4 or more)
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101.	 Were cytogenetics tested via karyotyping? (at diagnosis)

	 ☐ Yes	

	 ☐ No	

99.	 Specify abnormalities: (check all that apply)

	 ☐ -7  

	 ☐ +4  

	 ☐ +8

	 ☐ +17

	 ☐ +21  

	 ☐ t(1;19)

	 ☐ t(2;8)

	 ☐ t(4;11)

	 ☐ t(5;14)

	 ☐ t(8;14)

	 ☐ t(8;22)

	 ☐ t(9;22)

	 ☐ t(10;14)

	 ☐ t(11;14)

	 ☐ t(12;21)

	 ☐ del(6q) / 6q–

	 ☐ del(9p) / 9p–

	 ☐ del(12p) / 12p–

	 ☐ add(14q)

	 ☐ (11q23) any abnormality

	 ☐ 9p any abnormality

	 ☐ 12p any abnormality

	 ☐ Hyperdiploid (> 50)

	 ☐ Hypodiploid (< 45)

	 ☐ iAMP21

	 ☐ Other abnormality

100.	 Specify other abnormality: 

	 _______________________
	  

102.	 Results of tests: (at diagnosis)

	 ☐ Abnormalities identified	

	 ☐ No evaluable metaphases	

	 ☐ No abnormalities	

Specify cytogenetic abnormalities identified:

103.	 Specify number of distinct cytogenetic abnormalities:

	 ☐ One (1)

	 ☐ Two (2)

	 ☐ Three (3)

	 ☐ Four or more (4 or more)
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107.	 Were tests for molecular markers performed (e.g. PCR, NGS)? (at diagnosis)

	 ☐ Yes	 		

	 ☐ No			   	

	 ☐ Unknown	

106.	 Was documentation submitted to the CIBMTR? (e.g. cytogenetic or FISH report)	

	 ☐ Yes	 ☐ No

104.	 Specify abnormalities: (check all that apply)

	 ☐ -7  

	 ☐ +4  

	 ☐ +8

	 ☐ +17

	 ☐ +21  

	 ☐ t(1;19)

	 ☐ t(2;8)

	 ☐ t(4;11)

	 ☐ t(5;14)

	 ☐ t(8;14)

	 ☐ t(8;22)

	 ☐ t(9;22)

	 ☐ t(10;14)

	 ☐ t(11;14)

	 ☐ t(12;21)

	 ☐ del(6q) / 6q–

	 ☐ del(9p) / 9p–

	 ☐ del(12p) / 12p–

	 ☐ add(14q)

	 ☐ (11q23) any abnormality

	 ☐ 9p any abnormality

	 ☐ 12p any abnormality

	 ☐ Hyperdiploid (> 50)

	 ☐ Hypodiploid (< 45)

	 ☐ iAMP21

	 ☐ Other abnormality

105.	 Specify other abnormality: 

	 _______________________ 

Specify molecular markers identified at diagnosis:	

108.	 BCR / ABL	 ☐ Positive 	 ☐ Negative	 ☐ Not done

109.	 TEL-AML / AML1	 ☐ Positive 	 ☐ Negative	 ☐ Not done

110. 	 Other molecular marker	

	 ☐ Positive	

	 ☐ Negative		

	 ☐ Not done

Copy and complete questions 110-111 for additional molecular markers

111.	 Specify other molecular marker:_ ________________________
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Laboratory studies between diagnosis and last evaluation:

112.	 Were cytogenetics tested (karyotyping or FISH)? (between diagnosis and last evaluation)

	 ☐ Yes	

	 ☐ No		

	 ☐ Unknown

113.	 Were cytogenetics tested via FISH? (between diagnosis and the last evaluation)

	 ☐ Yes	

	 ☐ No	
114. 	 Results of tests: (between diagnosis and the last evaluation)

	 ☐ Abnormalities identified	

	 ☐ No abnormalities	

Specify cytogenetic abnormalities identified:

115.	 Specify number of distinct cytogenetic abnormalities:

	 ☐ One (1)

	 ☐ Two (2)

	 ☐ Three (3)

	 ☐ Four or more (4 or more)

116.	 Specify abnormalities: (check all that apply)

	 ☐ -7  

	 ☐ +4  

	 ☐ +8

	 ☐ +17

	 ☐ +21  

	 ☐ t(1;19)

	 ☐ t(2;8)

	 ☐ t(4;11)

	 ☐ t(5;14)

	 ☐ t(8;14)

	 ☐ t(8;22)

	 ☐ t(9;22)

	 ☐ t(10;14)

	 ☐ t(11;14)

	 ☐ t(12;21)

	 ☐ del(6q) / 6q–

	 ☐ del(9p) / 9p–

	 ☐ del(12p) / 12p–

	 ☐ add(14q)

	 ☐ (11q23) any abnormality

	 ☐ 9p any abnormality

	 ☐ 12p any abnormality

	 ☐ Hyperdiploid (> 50)

	 ☐ Hypodiploid (< 45)

	 ☐ iAMP21

	 ☐ Other abnormality

117.	 Specify other abnormality: 

	 _______________________  



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

CIBMTR Form 2402 revision 3 (page 19 of 49). Last Updated January, 2018.
Copyright (c) 2018 National Marrow Donor Program and
The Medical College of Wisconsin, Inc. All rights reserved.

118.	 Were cytogenetics tested via karyotyping? (between diagnosis and the last evaluation)	

	 ☐ Yes	

	 ☐ No	
119. 	Results of tests: (between diagnosis and the last evaluation)

	 ☐ Abnormalities identified

	 ☐ No evaluable metaphases	

	 ☐ No abnormalities	

123.	 Was documentation submitted to the CIBMTR? (e.g. cytogenetic or FISH report)	

	 ☐ Yes	 ☐ No

Specify cytogenetic abnormalities identified:

120.	 Specify number of distinct cytogenetic abnormalities:

	 ☐ One (1)

	 ☐ Two (2)

	 ☐ Three (3)

	 ☐ Four or more (4 or more)

121.	 Specify abnormalities: (check all that apply)

	 ☐ -7  

	 ☐ +4  

	 ☐ +8

	 ☐ +17

	 ☐ +21  

	 ☐ t(1;19)

	 ☐ t(2;8)

	 ☐ t(4;11)

	 ☐ t(5;14)

	 ☐ t(8;14)

	 ☐ t(8;22)

	 ☐ t(9;22)

	 ☐ t(10;14)

	 ☐ t(11;14)

	 ☐ t(12;21)

	 ☐ del(6q) / 6q–

	 ☐ del(9p) / 9p–

	 ☐ del(12p) / 12p–

	 ☐ add(14q)

	 ☐ (11q23) any abnormality

	 ☐ 9p any abnormality

	 ☐ 12p any abnormality

	 ☐ Hyperdiploid (> 50)

	 ☐ Hypodiploid (< 45)

	 ☐ iAMP21

	 ☐ Other abnormality

122.	 Specify other abnormality: 

	 _______________________  
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124.	 Were tests for molecular markers performed (e.g. PCR, NGS)? (between diagnosis and last evaluation)

	 ☐ Yes	

	 ☐ No		

	 ☐ Unknown

Laboratory studies at last evaluation:

129.	 Were cytogenetics tested (karyotyping or FISH)? (at last evaluation)

	 ☐ Yes	

	 ☐ No		

	 ☐ Unknown

Specify molecular markers identified between diagnosis and last evaluation:	

125.	 BCR / ABL	 ☐ Positive 	 ☐ Negative	 ☐ Not done

126.	 TEL-AML / AML1	 ☐ Positive 	 ☐ Negative	 ☐ Not done

127. 	Other molecular marker	

	 ☐ Positive	

	 ☐ Negative		

	 ☐ Not done

Copy and complete questions 127-128 for additional molecular markers

128.	Specify other molecular marker:_ ______________________

130.	 Were cytogenetics tested via FISH?

	 ☐ Yes	

	 ☐ No	
131. 	Results of tests: 

	 ☐ Abnormalities identified	

	 ☐ No abnormalities	

Specify cytogenetic abnormalities identified at last evaluation:

132.	 Specify number of distinct cytogenetic abnormalities:

	 ☐ One (1)

	 ☐ Two (2)

	 ☐ Three (3)

	 ☐ Four or more (4 or more)

133.	 Specify abnormalities: (check all that apply)

	 ☐ -7  

	 ☐ +4  

	 ☐ +8

	 ☐ +17

	 ☐ +21  

	 ☐ t(1;19)

	 ☐ t(2;8)

	 ☐ t(4;11)

	 ☐ t(5;14)

	 ☐ t(8;14)

	 ☐ t(8;22)

	 ☐ t(9;22)

	 ☐ t(10;14)

	 ☐ t(11;14)

	 ☐ t(12;21)

	 ☐ del(6q) / 6q–

	 ☐ del(9p) / 9p–

	 ☐ del(12p) / 12p–
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135.	 Were cytogenetics tested via karyotyping? (at last evaluation)

	 ☐ Yes	

	 ☐ No	

	 ☐ add(14q)

	 ☐ (11q23) any abnormality

	 ☐ 9p any abnormality

	 ☐ 12p any abnormality

	 ☐ Hyperdiploid (> 50)

	 ☐ Hypodiploid (< 45)

	 ☐ iAMP21

	 ☐ Other abnormality

134.	 Specify other abnormality: 

	 _______________________  
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136. 	Results of tests:

	 ☐ Abnormalities identified

	 ☐ No evaluable metaphases	

	 ☐ No abnormalities	

Specify cytogenetic abnormalities identified at last evaluation:

137.	 Specify number of distinct cytogenetic abnormalities:

	 ☐ One (1)

	 ☐ Two (2)

	 ☐ Three (3)

	 ☐ Four or more (4 or more)

138.	 Specify abnormalities: (check all that apply)

	 ☐ -7  

	 ☐ +4  

	 ☐ +8

	 ☐ +17

	 ☐ +21  

	 ☐ t(1;19)

	 ☐ t(2;8)

	 ☐ t(4;11)

	 ☐ t(5;14)

	 ☐ t(8;14)

	 ☐ t(8;22)

	 ☐ t(9;22)

	 ☐ t(10;14)

	 ☐ t(11;14)

	 ☐ t(12;21)

	 ☐ del(6q) / 6q–
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141. Were tests for molecular markers performed (e.g. PCR, NGS)? (at last evaluation)

☐ Yes

☐ No

☐ Unknown

CNS Leukemia

146. Did the recipient have central nervous system leukemia at any time prior to the start of the preparative regimen / infusion?

☐ Yes	 ☐ No	 ☐ Unknown

Status at transplantation:

147. What was the disease status (based on hematological test results)?

☐ Primary induction failure - Go to question 151

☐ 1st complete remission (no previous marrow or
extramedullary relapse) (include CRi) - Go to question 148

☐ 2nd complete remission - Go to question 148

☐ ≥ 3rd complete remission - Go to question 148

☐ 1st relapse - Go to question 150

☐ 2nd relapse - Go to question 150

☐ ≥ 3rd relapse - Go to question 150

☐ No treatment - Go to question 151

151. Date assessed:		__  __  __  __ / __  __ / __  __ - Go to signature line
YYYY           MM        DD

140. Was documentation submitted to the CIBMTR? (e.g. cytogenetic or FISH report)

☐ Yes	 ☐ No

☐ del(9p) / 9p–

☐ del(12p) / 12p–

☐ add(14q)

☐ (11q23) any abnormality

☐ 9p any abnormality

☐ 12p any abnormality

☐ Hyperdiploid (> 50)

☐ Hypodiploid (< 45)

☐ iAMP21

☐ Other abnormality

139. Specify other abnormality:

_______________________

Specify molecular markers identified at last evaluation:

142. BCR / ABL	 ☐ Positive ☐ Negative	 ☐ Not done

143. TEL-AML / AML1 ☐ Positive ☐ Negative	 ☐ Not done

144. Other molecular marker

☐ Positive

☐ Negative

☐ Not done

Copy and complete questions 144-145 for additional molecular markers

145. Specify other molecular marker:_ ______________________

148. How many cycles of induction therapy were required to achieve
1st complete remission (includes CRi)?

☐ 1	 ☐ 2	 ☐ ≥ 3

149. Was the recipient in remission by flow cytometry?

☐ Yes	 ☐ No	 ☐ Unknown	 ☐ Not applicable

150. Date of most recent relapse:__  __  __  __ / __  __ / __  __
YYYY           MM        DD
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152. Specify acute leukemias of ambiguous lineage and other myeloid neoplasm classification:

☐ Blastic plasmacytoid dendritic cell neoplasm (296)

☐ Acute undifferentiated leukemia (31)

☐ Mixed phenotype acute leukemia (MPAL) with t(9;22)(q34.1;q11.2); BCR-ABL1 (84)

☐ Mixed phenotype acute leukemia with t(v; 11q23.3); KMT2A rearranged (85)

☐ Mixed phenotype acute leukemia, B/myeloid, NOS (86)

☐ Mixed phenotype acute leukemia, T/myeloid, NOS (87)

☐ Other acute leukemia of ambiguous lineage or myeloid neoplasm (88)

Status at transplantation:

154. What was the disease status (based on hematological test results)?

☐ Primary induction failure

☐ 1st complete remission (no previous bone marrow or extramedullary relapse)

☐ 2nd complete remission

☐ ≥ 3rd complete remission

☐ 1st relapse

☐ 2nd relapse

☐ ≥ 3rd relapse

☐ No treatment

155. Date assessed:	__  __  __  __ / __  __ / __  __ - Go to signature line
YYYY           MM       DD 

Acute Leukemias of Ambiguous Lineage and Other Myeloid Neoplasms

153. Specify other acute leukemia of ambiguous lineage or myeloid neoplasm:

_____________________________________________________________________
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156. Was therapy given prior to this HCT?

☐ Yes

☐ No

163. What was the disease status?

☐ Complete hematologic response (CHR)

☐ Chronic phase

☐ Accelerated phase

☐ Blast phase

166. Date assessed:	 __  __  __  __ / __  __ / __  __ - Go to signature line
YYYY           MM       DD

Chronic Myelogenous Leukemia (CML)

157. Combination chemotherapy ☐ Yes	 ☐ No

158. Hydroxyurea (Droxia, Hydrea) ☐ Yes	 ☐ No	

159. Tyrosine kinase inhibitor (e.g.imatinib mesylate, dasatinib, nilotinib) ☐ Yes	 ☐ No

160. 	Interferon-α (Intron, Roferon) (includes PEG) ☐ Yes	 ☐ No		
161. Other therapy

☐ Yes

☐ No 		

164.	Specify level of response

☐ No cytogenetic response (No CyR)

☐ Minimal cytogenetic response

☐ Minor cytogenetic response

☐ Partial cytogenetic response (PCyR)

☐ Complete cytogenetic response (CCyR)

☐ Major molecular remission (MMR)

☐ Complete molecular remission (CMR)

165.	Number ☐ 1st 	 ☐ 2nd	 ☐ 3rd or higher

162. Specify other therapy:_________________________________________________
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167. What was the MDS / MPN subtype at diagnosis? – If transformed to AML, indicate AML as primary disease; also complete AML Disease 
Classification questions

☐  Refractory cytopenia with unilineage dysplasia (RCUD) (includes refractory anemia (RA)) (51)

☐  Refractory anemia with ringed sideroblasts (RARS) (55)

☐  Refractory anemia with excess blasts-1 (RAEB-1) (61)

☐  Refractory anemia with excess blasts-2 (RAEB-2) (62)

☐  Refractory cytopenia with multilineage dysplasia (RCMD) (64)

☐  Childhood myelodysplastic syndrome (Refractory cytopenia of childhood (RCC)) (68)

☐  Myelodysplastic syndrome with isolated del(5q) (5q– syndrome) (66)

☐  Myelodysplastic syndrome (MDS), unclassifiable (50)

☐  Chronic neutrophilic leukemia (165)

☐  Chronic eosinophilic leukemia, NOS (166)

☐  Essential thrombocythemia (includes primary thrombocytosis, idiopathic thrombocytosis, hemorrhagic thrombocythemia) (58)

☐  Polycythemia vera (PCV) (57)

☐  Primary myelofibrosis (includes chronic idiopathic myelofibrosis (CIMF), angiogenic myeloid metaplasia (AMM), myelofibrosis/sclerosis 
with myeloid metaplasia (MMM), idiopathic myelofibrosis) (167)

☐  Mastocytosis (1451)

☐  Myeloproliferative neoplasm (MPN), unclassifiable (60)

☐  Myeloid / lymphoid neoplasms with PDGFRA rearrangement (1461)

☐  Myeloid / lymphoid neoplasms with PDGFRB rearrangement (1462)

☐  Myeloid / lymphoid neoplasms with FGFR1 rearrangement (1463)

☐  Myeloid / lymphoid neoplasms with PCM1-JAK2 (1464)

☐  Chronic myelomonocytic leukemia (CMMoL) (54)

☐  Juvenile myelomonocytic leukemia (JMML / JCML) (no evidence of Ph1  or BCR / ABL) (36) - Go to question 212

☐  Atypical chronic myeloid leukemia (aCML), BCR-ABL1- (1440) - Go to question 265

☐  MDS / MPN with ring sideroblasts and thrombocytosis (MDS / MPN–RS–T) (1452)

☐ Myelodysplastic / myeloproliferative neoplasm, unclassifiable (69) 

168. 	Was the disease (MDS / MPN) therapy related? ☐ Yes	 ☐ No	 ☐ Unknown

169. 	Did the recipient have a predisposing condition?

☐ Yes

☐ No

☐ Unknown

Laboratory Studies at Diagnosis of MDS:

172. WBC

☐ Known

☐ Unknown

Myelodysplastic (MDS) / Myeloproliferative (MPN) Diseases

170. Specify condition

☐ Aplastic anemia

☐ Bloom syndrome

☐ Down syndrome

☐ Fanconi anemia

☐ Other condition

173. ___ ___ ___ ___ ___ ___ ● ___	 ☐ x 109/L (x 103/mm3)	 ☐ x 106/L

171. Specify other condition::_ _______________________________
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174. 	Hemoglobin

	 ☐ Known	

	 ☐ Unknown	

177. 	Platelets

	 ☐ Known		

	 ☐ Unknown

180. 	Neutrophils

	 ☐ Known	

	 ☐ Unknown

182. 	Blasts in bone marrow

	 ☐ Known	

	 ☐ Unknown

184. 	Were cytogenetics tested (karyotyping or FISH)?

	 ☐ Yes	

	 ☐ No		

	 ☐ Unknown		

178.	 ___ ___ ___ ___ ___ ___ ___ 	☐ x 109/L (x 103/mm3)	 ☐ x 106/L

179. 	Were platelets transfused ≤ 7 days before date of test?	 ☐ Yes	 ☐ No

181.	 ___ ___%

183.	 ___ ___ ___ %

185.	 Results of tests:

	 ☐ Abnormalities identified

	 ☐ No evaluable metaphases	

	 ☐ No abnormalities		

Specify abnormalities identified at diagnosis:

 186. 	Specify number of distinct cytogenetic abnormalities:

	 ☐ One (1)	

	 ☐ Two (2)	

	 ☐ Three (3)	

	 ☐ Four or more (4 or more)
				  
Monosomy	

187.	 –5	 ☐ Yes	 ☐ No

188. 	 –7	 ☐ Yes	 ☐ No

189.	  –13	 ☐ Yes	 ☐ No

190. 	 –20	 ☐ Yes	 ☐ No

191. 	 –Y	 ☐ Yes	 ☐ No

Trisomy

192. 	 +8	 ☐ Yes	 ☐ No

193. 	 +19	 ☐ Yes	 ☐ No	

Translocation

194. 	 t(1;3)	 ☐ Yes	 ☐ No

195. 	 t(2;11)	 ☐ Yes	 ☐ No

196. 	 t(3;3)	 ☐ Yes	 ☐ No

197. 	 t(3;21)	 ☐ Yes	 ☐ No

198. 	 t(6;9)	 ☐ Yes	 ☐ No

175. 	___ ___ ___ ___ ● ___ ___	 ☐ g/dL	 ☐ g/L	 ☐ mmol/L

176. 	Was RBC transfused ≤ 30 days before date of test?	 ☐ Yes	 ☐ No
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212. 	Did the recipient progress or transform to a different MDS / MPN subtype between diagnosis and the start of the preparative regimen?

	 ☐ Yes	

	 ☐ No

199. 	 t(11;16)	 ☐ Yes	 ☐ No

Deletion

200. 	 del(3q) / 3q-	 ☐ Yes	 ☐ No

201.	 del(5q) / 5q-	 ☐ Yes	 ☐ No

202. 	 del(7q) / 7q-	 ☐ Yes	 ☐ No

203. 	 del(9q) / 9q-	 ☐ Yes	 ☐ No

204. 	 del(11q) / 11q-	 ☐ Yes	 ☐ No

205. 	 del(12p) / 12p-	 ☐ Yes	 ☐ No

206. 	 del(13q) / 13q-	 ☐ Yes	 ☐ No

207. 	 del(20q) / 20q-	 ☐ Yes	 ☐ No

Inversion

208. 	 inv(3)	 ☐ Yes	 ☐ No

Other

209. 	 i17q	 ☐ Yes	 ☐ No

210. 	 Other abnormality	 		

	 ☐ Yes			 

	 ☐ No
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211.	Specify other abnormality:__________________________

213.	 Specify the MDS / MPN subtype after transformation:	

	 ☐ Refractory cytopenia with unilineage dysplasia (RCUD) (includes refractory anemia (RA)) (51) 
		  - Go to question 214

	 ☐ Refractory anemia with ringed sideroblasts (RARS) (55) - Go to question 214

	 ☐ Refractory anemia with excess blasts-1 (RAEB-1) (61) - Go to question 214

	 ☐ Refractory anemia with excess blasts-2 (RAEB-2) (62) - Go to question 214

	 ☐ Refractory cytopenia with multilineage dysplasia (RCMD) (64) - Go to question 214

	 ☐ Childhood myelodysplastic syndrome (Refractory cytopenia of childhood (RCC)) (68) 
		  - Go to question 214		

	 ☐ Myelodysplastic syndrome with isolated del(5q) (5q– syndrome) (66) - Go to question 214

	 ☐ Myelodysplastic syndrome (MDS), unclassifiable (50) - Go to question 214

	 ☐ Chronic neutrophilic leukemia (165) - Go to question 214

	 ☐ Chronic eosinophilic leukemia, NOS (166) - Go to question 214

	 ☐ Essential thrombocythemia (includes primary thrombocytosis, idiopathic 	thrombocytosis, hemorrhagic 	
		  thrombocythemia) (58) - Go to question 214

	 ☐ Polycythemia vera (PCV) (57) - Go to question 214

	 ☐ Primary myelofibrosis (includes chronic idiopathic myelofibrosis (CIMF), angiogenic myeloid metaplasia 	
		  (AMM), myelofibrosis / sclerosis with myeloid metaplasia (MMM), idiopathic myelofibrosis) (167) 
		  - Go to question 214

	 ☐ Mastocytosis (1451)

	 ☐ Myeloproliferative neoplasm (MPN), unclassifiable (60) - Go to question 214

	 ☐ Myeloid / lymphoid neoplasms with PDGFRA rearrangement (1461)

	 ☐ Myeloid / lymphoid neoplasms with PDGFRB rearrangement (1462)

	 ☐ Myeloid / lymphoid neoplasms with FGFR1 rearrangement (1463)

	 ☐ Myeloid / lymphoid neoplasms with PCM1-JAK2 (1464)
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Laboratory studies at last evaluation prior to the start of the preparative regimen:

216.	 WBC

	 ☐ Known 

	 ☐ Unknown

218. 	Hemoglobin

	 ☐ Known	

	 ☐ Unknown

221. 	Platelets

	 ☐ Known	

	 ☐ Unknown

224. 	Neutrophils

	 ☐ Known	

	 ☐ Unknown

226. 	Blasts in bone marrow

	 ☐ Known		

	 ☐ Unknown

	 ☐ Chronic myelomonocytic leukemia (CMMoL) (54) - Go to question 214

	 ☐ Atypical chronic myeloid leukemia (aCML), BCR-ABL1- (1440)– Go to question 265

	 ☐	MDS / MPN with ring sideroblasts and thrombocytosis (MDS / MPN–RS–T) (1452)

	 ☐ Myelodysplastic / myeloproliferative neoplasm, unclassifiable (69) - Go to question 214

	 ☐ Transformed to AML (70) - Go to question 215		
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217.	 ___ ___ ___ ___ ___ ___ ● ___  ☐ x 109/L (x 103/mm3)	 ☐ x 106/L

219. 	___ ___ ___ ___ ● ___ ___	 ☐ g/dL	 ☐ g/L	 ☐ mmol/L

220. 	Was RBC transfused ≤ 30 days before date of test?	 ☐ Yes	 ☐ No

222.	 ___ ___ ___ ___ ___ ___ ___ 	 ☐ x 109/L (x 103/mm3)	 ☐ x 106/L

223. 	Were platelets transfused ≤ 7 days before date of test?	 ☐ Yes	 ☐ No

225. 	___ ___%

227. 	___ ___ ___ %

214.	 Specify the date of the most recent transformation: 

	 ___ ___ ___ ___/ ___ ___ / ___ ___ - Go to question 216	
		  YYYY               MM           DD 
	
215.	 Date of MDS diagnosis:___ ___ ___ ___/ ___ ___ / ___ ___ - Go to signature line	
		  YYYY               MM           DD 
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228. 	Were cytogenetics tested (karyotyping or FISH)?

	 ☐ Yes	

	 ☐ No

	 ☐ Unknown
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229.	 Results of tests:

	 ☐ Abnormalities identified

	 ☐ No evaluable metaphases	

	 ☐ No abnormalities		

Specify cytogenetic abnormalities identified at last evaluation prior to the start of the 
preparative regimen:

230. 	Specify number of distinct cytogenetic abnormalities:

	 ☐ One (1)	 ☐ Two (2)	 ☐ Three (3)	 ☐ Four or more (4 or more)
				  
Monosomy

231.	 –5	 ☐ Yes	 ☐ No

232. 	 –7	 ☐ Yes	 ☐ No

233.	  –13	 ☐ Yes	 ☐ No

234. 	 –20	 ☐ Yes	 ☐ No

235. 	 –Y	 ☐ Yes	 ☐ No

Trisomy

236. 	 +8	 ☐ Yes	 ☐ No

237. 	 +19	 ☐ Yes	 ☐ No

Translocation

238. 	 t(1;3)	 ☐ Yes	 ☐ No

239. 	 t(2;11)	 ☐ Yes	 ☐ No

240. 	 t(3;3)	 ☐ Yes	 ☐ No

241. 	 t(3;21)	 ☐ Yes	 ☐ No

242. 	 t(6;9)	 ☐ Yes	 ☐ No

243. 	 t(11;16)	 ☐ Yes	 ☐ No

Deletion

244. 	 del(3q) / 3q-	 ☐ Yes	 ☐ No

245.	 del(5q) / 5q-	 ☐ Yes	 ☐ No

246. 	 del(7q) / 7q-	 ☐ Yes	 ☐ No

247. 	 del(9q) / 9q-	 ☐ Yes	 ☐ No

248. 	 del(11q) / 11q-	 ☐ Yes	 ☐ No

249. 	 del(12p) / 12p-	 ☐ Yes	 ☐ No

250. 	 del(13q) / 13q-	 ☐ Yes	 ☐ No

251. 	 del(20q) / 20q-	 ☐ Yes	 ☐ No

Inversion

252. 	 inv(3)	 ☐ Yes	 ☐ No

Other

253. 	 i17q	 ☐ Yes	 ☐ No

254. 	 Other abnormality	 		

	 ☐ Yes			 

	 ☐ No
255.	 Specify other abnormality:____________________________ 	
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Status at Transplantation:

256. 	What was the disease status?

	 ☐	Complete remission (CR) – requires all of the following, maintained for ≥ 4 weeks: * bone marrow evaluation: <  5% myeloblasts  
		  with normal maturation of all cell lines * peripheral blood evaluation: hemoglobin ≥ 11 g/dL untransfused and without 		
		  erythropoietin support; ANC ≥ 1000/mm3 without myeloid growth factor support; platelets ≥ 100 x 109/L without thrombopoietic 	
		  support; 0% blasts - Go to question 260

	 ☐ 	Hematologic improvement (HI) – requires one measurement of the following, maintained for ≥ 8 weeks without ongoing cytotoxic  
		  therapy; specify which cell line was measured to determine HI response: * HI-E – hemoglobin increase of ≥ 1.5 g/dL  
		  untransfused; for RBC transfusions performed for Hgb ≤ 9.0, reduction in RBC units transfused in 8 weeks by ≥ 4 units 
		  compared to the pre-treatment transfusion number in 8 weeks * HI-P – for pre-treatment platelet count of > 20 x 109/L, platelet 	
		  absolute increase of ≥ 30 x 109/L; for pre-treatment platelet count of < 20 x 109/L, platelet absolute increase of ≥ 20 x 109/L and ≥ 	
		  100% from pre-treatment level * HI-N – neutrophil count increase of ≥ 100% from pre-treatment level and an absolute increase of  
		  ≥ 500/mm3 - Go to question 257

	 ☐ 	No response (NR)/stable disease (SD) – does not meet the criteria for at least HI, but no evidence of disease progression 
		  - Go to question 260

	 ☐ 	Progression from hematologic improvement (Prog from HI) – requires at least one of the following, in the absence of another 	 
		  explanation (e.g., infection, bleeding, ongoing chemotherapy, etc.): * ≥ 50% reduction from maximum response levels in 		
		  granulocytes or platelets * reduction in hemoglobin by ≥ 1.5 g/dL *transfusion dependence - Go to question 258

	 ☐ 	Relapse from complete remission (Rel from CR) – requires at least one of the following: * return to pre-treatment bone marrow blast 	
		  percentage * decrease of ≥ 50% from maximum response levels in granulocytes or platelets * transfusion dependence, or 	
		  hemoglobin level ≥ 1.5 g/dL lower than prior to therapy - Go to question 259

	 ☐ Not assessed - Go to signature line
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257.	 Specify the cell line examined to determine HI status

	 ☐ HI-E – hemoglobin increase of ≥ 1.5 g/dL untransfused; for RBC transfusions performed for Hgb  
		  ≤ 9.0, reduction in RBC units transfused in 8 weeks by ≥ 4 units compared to the pre-treatment 	
		  transfusion number in 8 weeks - Go to question 260

	 ☐ HI-P – for pre-treatment platelet count of > 20 x 109/L, platelet absolute increase of ≥ 30 x 109/L; 	
		  for pre-treatment platelet count of < 20 x 109/L, platelet absolute increase of ≥ 20 x 109/L and ≥ 	
		  100% from pre-treatment level - Go to question 260

	 ☐ HI-N – neutrophil count increase of ≥ 100% from pre-treatment level and an absolute increase of 
		  ≥ 500/mm3 - Go to question 260 

258.	 Date of progression: ___ ___ ___ ___/ ___ ___ / ___ ___ - Go to question 260
								        YYYY   	 MM  	 DD 
		                                                 
259.	 Date of relapse: ___ ___ ___ ___ / ___ ___ / ___ ___ - Go to question 260
							       YYYY   	 MM  	 DD 
	
260.	 Date assessed:  ___ ___ ___ ___ / ___ ___ / ___ ___ - Go to signature line
	 YYYY   	 MM  	 DD
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261. 	Specify the other leukemia classification:

☐ Chronic lymphocytic leukemia (CLL), NOS (34) - Go to question 263

☐ Chronic lymphocytic leukemia (CLL), B-cell / small lymphocytic lymphoma (SLL) (71) - Go to question 263

☐ Hairy cell leukemia (35) - Go to question 266

☐ Hairy cell leukemia variant (75) - Go to question 266

☐ Monoclonal B-cell lymphocytosis (76) - Go to signature line

☐ Prolymphocytic leukemia (PLL), NOS (37) - Go to question 263

☐ PLL, B-cell (73) - Go to question 263

☐ PLL, T-cell (74) - Go to question 263

☐ Other leukemia, NOS (30) - Go to question 265

☐ Other leukemia (39) - Go to question 262

267. 	Date assessed: __ __ __ __ / __ __ / __ __ - Go to signature line
		  YYYY 	 MM 	 DD
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Other Leukemia (OL)

262. Specify other leukemia:__________________________________________________ - Go to question 265

263. Was any 17p abnormality detected?

	 ☐ Yes - If disease classification is CLL, go to question 264. If PLL, go to question 266.

	 ☐ No

264. Did a histologic transformation to diffuse large B-cell lymphoma (Richter syndrome) occur at any time after
	 CLL diagnosis?

	 ☐ Yes - Go to question 271 – Also complete NHL Disease Classification questions

	 ☐ No - Go to question 266

Status at transplantation:

265. What was the disease status? (Atypical CML)

	 ☐ Primary induction failure - Go to question 267

	 ☐ 1st complete remission (no previous bone marrow or extramedullary relapse) - Go to question 267

	 ☐ 2nd complete remission - Go to question 267

	 ☐ ≥ 3rd complete remission - Go to question 267

	 ☐ 1st relapse - Go to question 267

	 ☐ 2nd relapse - Go to question 267

	 ☐ ≥ 3rd relapse - Go to question 267

	 ☐ No treatment - Go to signature line

266. What was the disease status? (CLL, PLL, Hairy cell leukemia)

	 ☐ Complete remission (CR) - Go to question 267

	 ☐ Partial remission (PR) - Go to question 267

	 ☐ Stable disease (SD) - Go to question 267

	 ☐ Progressive disease (Prog) - Go to question 267

	 ☐ Untreated - Go to question 267

	 ☐ Not assessed - Go to signature line
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268.	 Specify the lymphoma histology: (at infusion)

	 Hodgkin Lymphoma Codes

	 ☐ Hodgkin lymphoma, not otherwise specified (150)

	 ☐ Lymphocyte depleted (154)

	 ☐ Lymphocyte-rich (151)

	 ☐ Mixed cellularity (153)

	 ☐ Nodular lymphocyte predominant Hodgkin lymphoma (155)

	 ☐ Nodular sclerosis (152)

	 Non-Hodgkin Lymphoma Codes

	 ☐ B-cell Neoplasms

	 ☐ ALK+ large B-cell lymphoma (1833)

	 ☐ B-cell lymphoma, unclassifiable, with features intermediate between DLBCL and classical Hodgkin lymphoma (149)

	 ☐ Burkitt lymphoma (111)

	 ☐ Burkitt-like lymphoma with 11q aberration (1834)

	 ☐ Diffuse, large B-cell lymphoma- Activated B-cell type (non-GCB) (1821) - Go to question 270 

	 ☐ Diffuse, large B-cell lymphoma- Germinal center B-cell type (1820) - Go to question 270

	 ☐ Diffuse large B-cell Lymphoma (cell of origin unknown) (107)

	 ☐ DLBCL associated with chronic inflammation (1825) 

	 ☐ Duodenal-type follicular lymphoma (1815)

	 ☐ EBV+  DLBCL, NOS (1823)

	 ☐ EBV+  mucocutaneous ulcer (1824)

	 ☐ Extranodal marginal zone B-cell lymphoma of mucosal associated lymphoid tissue type (MALT) (122)

	 ☐ Follicular, mixed, small cleaved and large cell (Grade II follicle center lymphoma) (103)

	 ☐ Follicular, predominantly large cell (Grade IIIA follicle center lymphoma) (162)

	 ☐ Follicular, predominantly large cell (Grade IIIB follicle center lymphoma) (163)

	 ☐ Follicular, predominantly large cell (Grade IIIA vs IIIB not specified) (1814) 

	 ☐ Follicular, predominantly small cleaved cell (Grade I follicle center lymphoma) (102)

	 ☐ Follicular (grade unknown) (164)

	 ☐ HHV8+ DLBCL, NOS (1826)

	 ☐ High-grade B-cell lymphoma, with MYC and BCL2 and/or BCL6 rearrangements (1831)

	 ☐ High-grade B-cell lymphoma, NOS (1830)

	 ☐ Intravascular large B-cell lymphoma (136)

	 ☐ Large B-cell lymphoma with IRF4 rearrangement (1832)

	 ☐ Lymphomatoid granulomatosis (1835)

	 ☐ Mantle cell lymphoma (115)

	 ☐ Nodal marginal zone B-cell lymphoma (± monocytoid B-cells) (123)

	 ☐ Pediatric nodal marginal zone lymphoma (1813)

	 ☐ Pediatric-type follicular lymphoma (1816)

	 ☐ Plasmablastic lymphoma (1836)

	 ☐ Primary cutaneous DLBCL, leg type (1822)

	 ☐ Primary cutaneous follicle center lymphoma (1817)

	 ☐ Primary diffuse, large B-cell lymphoma of the CNS (118)
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Hodgkin and Non-Hodgkin Lymphoma
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	 ☐ Primary effusion lymphoma (138)

	 ☐ Primary mediastinal (thymic) large B-cell lymphoma (125)

	 ☐ Splenic B-cell lymphoma/leukemia, unclassifiable (1811)

	 ☐ Splenic diffuse red pulp small B-cell lymphoma (1812) 

	 ☐ Splenic marginal zone B-cell lymphoma (124)

	 ☐ T-cell / histiocytic rich large B-cell lymphoma (120)

	 ☐ Waldenstrom macroglobulinemia / Lymphoplasmacytic lymphoma (173)

	 ☐ Other B-cell lymphoma (129) - Go to question 269

	 T-cell and NK-cell Neoplasms

	 ☐ Adult T-cell lymphoma / leukemia (HTLV1 associated) (134)

	 ☐ Aggressive NK-cell leukemia (27)

	 ☐ Anaplastic large-cell lymphoma (ALCL), ALK positive (143)

	 ☐ Anaplastic large-cell lymphoma (ALCL), ALK negative (144)

	 ☐ Angioimmunoblastic T-cell lymphoma (131)

	 ☐ Breast implant–associated anaplastic large-cell lymphoma (1861)

	 ☐ Chronic lymphoproliferative disorder of NK cells (1856)

	 ☐ Enteropathy-type T-cell lymphoma (133)

	 ☐ Extranodal NK / T-cell lymphoma, nasal type (137)

	 ☐ Follicular T-cell lymphoma (1859)

	 ☐ Hepatosplenic T-cell lymphoma (145)

	 ☐ Indolent T-cell lymphoproliferative disorder of the GI tract (1858)

	 ☐ Monomorphic epitheliotropic intestinal T-cell lymphoma (1857)

	 ☐ Mycosis fungoides (141)

	 ☐ Nodal peripheral T-cell lymphoma with TFH phenotype (1860)

	 ☐ Peripheral T-cell lymphoma (PTCL), NOS (130)

	 ☐ Primary cutaneous acral CD8+ T-cell lymphoma (1853)

	 ☐ Primary cutaneous CD4+ small/medium T-cell lymphoproliferative disorder (1854)

	 ☐ Primary cutaneous CD8+ aggressive epidermotropic cytotoxic T-cell lymphoma (1852)

	 ☐ Primary cutaneous CD30+ T-cell lymphoproliferative disorders [Primary cutaneous anaplastic large-cell lymphoma (C-ALCL), lymphoid 	
		  papulosis] (147)

	 ☐ Primary cutaneous γδ T-cell lymphoma (1851)
		  Sezary syndrome (142)

	 ☐ Subcutaneous panniculitis-like T-cell lymphoma (146)

	 ☐ Systemic EBV+ T-cell lymphoma of childhood (1855)

	 ☐ T-cell large granular lymphocytic leukemia (126)

	 ☐ Other T-cell / NK-cell lymphoma (139) - Go to question 269

	 Posttransplant lymphoproliferative disorders (PTLD)

	 ☐ Classical Hodgkin lymphoma PTLD (1876)

	 ☐ Florid follicular hyperplasia PTLD (1873)

	 ☐ Infectious mononucleosis PTLD (1872)

	 ☐ Monomorphic PTLD (B- and T-/NK-cell types) (1875)

	 ☐ Plasmacytic hyperplasia PTLD (1871)

	 ☐ Polymorphic PTLD (1874)
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271.	 Is the lymphoma histology reported at transplant a transformation from CLL?

	 ☐ Yes

	 ☐ No

273.	 Is the lymphoma histology reported at transplant a transformation from a different lymphoma histology? (Not CLL)

	 ☐ Yes

	 ☐ No
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269.	 Specify other lymphoma histology: ______________________ - Go to question 271

270.	 Assignment of DLBCL (germinal center B-cell type vs. activated B-cell type) subtype was based on:

	 ☐ Immunohistochemistry (e.g. Han’s algorithm)	 ☐ Gene expression profile	 ☐ Unknown method

272.	 Was any 17p abnormality detected?	 ☐ Yes	 ☐ No

274.	 Specify the original lymphoma histology: (prior to transformation)

	 Hodgkin Lymphoma Codes

	 ☐ Hodgkin lymphoma, not otherwise specified (150)

	 ☐ Lymphocyte depleted (154)

	 ☐ Lymphocyte-rich (151)

	 ☐ Mixed cellularity (153)

	 ☐ Nodular lymphocyte predominant Hodgkin lymphoma (155)

	 ☐ Nodular sclerosis (152)

	 Non-Hodgkin Lymphoma Codes

	 ☐ B-cell Neoplasms

	 ☐ ALK+ large B-cell lymphoma (1833)

	 ☐ B-cell lymphoma, unclassifiable, with features intermediate between DLBCL and 	
		  classical Hodgkin lymphoma (149)

	 ☐ Burkitt lymphoma (111)

	 ☐ Burkitt-like lymphoma with 11q aberration (1834)

	 ☐ Diffuse, large B-cell lymphoma- Activated B-cell type (non-GCB) (1821) 
		  - Go to question 270 

	 ☐ Diffuse, large B-cell lymphoma- Germinal center B-cell type (1820) 
		  - Go to question 270

	 ☐ Diffuse large B-cell Lymphoma (cell of origin unknown) (107)

	 ☐ DLBCL associated with chronic inflammation (1825) 

	 ☐ Duodenal-type follicular lymphoma (1815)

	 ☐ EBV+  DLBCL, NOS (1823)

	 ☐ EBV+  mucocutaneous ulcer (1824)

	 ☐ Extranodal marginal zone B-cell lymphoma of mucosal associated lymphoid tissue 	
		  type (MALT) (122)

	 ☐ Follicular, mixed, small cleaved and large cell (Grade II follicle center lymphoma) 	
		  (103)

	 ☐ Follicular, predominantly large cell (Grade IIIA follicle center lymphoma) (162)

	 ☐ Follicular, predominantly large cell (Grade IIIB follicle center lymphoma) (163)

	 ☐ Follicular, predominantly large cell (Grade IIIA vs IIIB not specified) (1814) 

	 ☐ Follicular, predominantly small cleaved cell (Grade I follicle center lymphoma) (102)

	 ☐ Follicular (grade unknown) (164)

	 ☐ HHV8+ DLBCL, NOS (1826)
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	 ☐ High-grade B-cell lymphoma, with MYC and BCL2 and/or BCL6 rearrangements 	
		  (1831)

	 ☐ High-grade B-cell lymphoma, NOS (1830)

	 ☐ Intravascular large B-cell lymphoma (136)

	 ☐ Large B-cell lymphoma with IRF4 rearrangement (1832)

	 ☐ Lymphomatoid granulomatosis (1835)

	 ☐ Mantle cell lymphoma (115)

	 ☐ Nodal marginal zone B-cell lymphoma (± monocytoid B-cells) (123)

	 ☐ Pediatric nodal marginal zone lymphoma (1813)

	 ☐ Pediatric-type follicular lymphoma (1816)

	 ☐ Plasmablastic lymphoma (1836)

	 ☐ Primary cutaneous DLBCL, leg type (1822)

	 ☐ Primary cutaneous follicle center lymphoma (1817)

	 ☐ Primary diffuse, large B-cell lymphoma of the CNS (118)

	 ☐ Primary effusion lymphoma (138)

	 ☐ Primary mediastinal (thymic) large B-cell lymphoma (125)

	 ☐ Splenic B-cell lymphoma/leukemia, unclassifiable (1811)

	 ☐ Splenic diffuse red pulp small B-cell lymphoma (1812) 

	 ☐ Splenic marginal zone B-cell lymphoma (124)

	 ☐ T-cell / histiocytic rich large B-cell lymphoma (120)

	 ☐ Waldenstrom macroglobulinemia / Lymphoplasmacytic lymphoma (173)

	 ☐ Other B-cell lymphoma (129) - Go to question 269

	 T-cell and NK-cell Neoplasms

	 ☐ Adult T-cell lymphoma / leukemia (HTLV1 associated) (134)

	 ☐ Aggressive NK-cell leukemia (27)

	 ☐ Anaplastic large-cell lymphoma (ALCL), ALK positive (143)

	 ☐ Anaplastic large-cell lymphoma (ALCL), ALK negative (144)

	 ☐ Angioimmunoblastic T-cell lymphoma (131)

	 ☐ Breast implant–associated anaplastic large-cell lymphoma (1861)

	 ☐ Chronic lymphoproliferative disorder of NK cells (1856)

	 ☐ Enteropathy-type T-cell lymphoma (133)

	 ☐ Extranodal NK / T-cell lymphoma, nasal type (137)

	 ☐ Follicular T-cell lymphoma (1859)

	 ☐ Hepatosplenic T-cell lymphoma (145)

	 ☐ Indolent T-cell lymphoproliferative disorder of the GI tract (1858)

	 ☐ Monomorphic epitheliotropic intestinal T-cell lymphoma (1857)

	 ☐ Mycosis fungoides (141)

	 ☐ Nodal peripheral T-cell lymphoma with TFH phenotype (1860)

	 ☐ Peripheral T-cell lymphoma (PTCL), NOS (130)

	 ☐ Primary cutaneous acral CD8+ T-cell lymphoma (1853)

	 ☐ Primary cutaneous CD4+ small/medium T-cell lymphoproliferative disorder (1854)

	 ☐ Primary cutaneous CD8+ aggressive epidermotropic cytotoxic T-cell lymphoma 		
		  (1852)

	 ☐ Primary cutaneous CD30+ T-cell lymphoproliferative disorders [Primary cutaneous 	
		  anaplastic large-cell lymphoma (C-ALCL), lymphoid papulosis] (147)
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277.	 Was a PET (or PET/CT) scan performed? (at last evaluation prior to the start of the preparative regimen / infusion)

	 ☐ Yes

	 ☐ No
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	 ☐ Primary cutaneous γδ T-cell lymphoma (1851)

	 ☐ Sezary syndrome (142)

	 ☐ Subcutaneous panniculitis-like T-cell lymphoma (146)

	 ☐ Systemic EBV+ T-cell lymphoma of childhood (1855)

	 ☐ T-cell large granular lymphocytic leukemia (126)

	 ☐ Other T-cell / NK-cell lymphoma (139) - Go to question 269

	 Posttransplant lymphoproliferative disorders (PTLD)

	 ☐ Classical Hodgkin lymphoma PTLD (1876)

	 ☐ Florid follicular hyperplasia PTLD (1873)

	 ☐ Infectious mononucleosis PTLD (1872)

	 ☐ Monomorphic PTLD (B- and T-/NK-cell types) (1875)

	 ☐ Plasmacytic hyperplasia PTLD (1871)

	 ☐ Polymorphic PTLD (1874)

276.	 Date  of original lymphoma diagnosis: __ __ __ __ / __ __ / __ __  
		  YYYY 	 MM 	 DD
	
	 (report the date of diagnosis of original lymphoma subtype)

275.	Specify other lymphoma histology:_ _____________________ 	
	

278.	 Was the PET (or PET/CT) scan positive for lymphoma involvement at any disease 		
	 site?

	 ☐ Yes	 ☐ No

279.	 Date of PET scan

	 ☐ Known	

	 ☐ Unknown

281.	 Deauville (five-point) score of the PET (or PET/CT) scan

	 ☐ Known	

	 ☐ Unknown

280.	Date of PET (or PET/CT) scan : __ __ __ __ / __ __ / __ __  
		  YYYY        MM       DD

282.	Scale   

	 ☐ 1- no uptake or no residual uptake

	 ☐ 2- slight uptake, but below blood pool (mediastinum)

	 ☐ 3- uptake above mediastinal, but below or equal to uptake 	
		  in the liver

	 ☐ 4- uptake slightly to moderately higher than liver

	 ☐ 5- markedly increased uptake or any new lesion



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

Status at transplantation / infusion:

283.	 What was the disease status?

	 ☐ Disease untreated - Go to question 285

	 ☐ PIF res - Primary induction failure – resistant: NEVER in COMPLETE remission but with stable or progressive disease on treatment. 
		  - Go to question 284

	 ☐ PIF sen / PR1 - Primary induction failure – sensitive: NEVER in COMPLETE remission but with partial   remission on treatment. 
		  - Go to question 284

	 ☐ PIF unk - Primary induction failure – sensitivity unknown - Go to question 284

	 ☐ CR1 - 1st complete remission: no bone marrow or extramedullary relapse prior to transplant - Go to question 284

	 ☐ CR2 - 2nd complete remission - Go to question 284

	 ☐ CR3+ - 3rd or subsequent complete remission - Go to question 284

	 ☐ REL1 unt - 1st relapse – untreated; includes either bone marrow or extramedullary relapse - Go to question 284

	 ☐ REL1 res - 1st relapse – resistant: stable or progressive disease with treatment - Go to question 284

	 ☐ REL1 sen - 1st relapse – sensitive: partial remission (if complete remission was achieved, classify as CR2) - Go to question 284

	 ☐ REL1 unk - 1st relapse – sensitivity unknown - Go to question 284

	 ☐ REL2 unt - 2nd relapse – untreated: includes either bone marrow or extramedullary relapse - Go to question 284

	 ☐ REL2 res - 2nd relapse – resistant: stable or progressive disease with treatment - Go to question 284

	 ☐ REL2 sen - 2nd relapse – sensitive: partial remission (if complete remission achieved, classify as CR3+) - Go to question 284

	 ☐ REL2 unk - 2nd relapse – sensitivity unknown - Go to question 284

	 ☐ REL3+ unt - 3rd or subsequent relapse – untreated; includes either bone marrow or extramedullary relapse - Go to question 284

	 ☐ REL3+ res - 3rd or subsequent relapse – resistant: stable or progressive disease with treatment - Go to question 284

	 ☐ REL3+ sen - 3rd or subsequent relapse – sensitive: partial remission (if complete remission achieved, classify as CR3+) 
		  - Go to question 284

	 ☐ REL3+ unk - 3rd relapse or greater – sensitivity unknown - Go to question 284
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284.	 Total number of lines  of therapy received: (between diagnosis and HCT / infusion)

	 ☐ 1 line 	 ☐ 2 lines	 ☐ 3+ lines 

285.	Date assessed : __ __ __ __ / __ __ / __ __ - Go to signature line
		  YYYY        MM       DD
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286. 	Specify the multiple myeloma / plasma cell disorder (PCD) classification:

	 ☐ Multiple myeloma-lgG (181) - Go to questions 279	

	 ☐ Multiple myeloma-lgA (182) - Go to questions 279

	 ☐ Multiple myeloma-lgD (183) - Go to questions 279

	 ☐ Multiple myeloma-lgE (184) - Go to questions 279

	 ☐ Multiple myeloma-lgM (not Waldenstrom macroglobulinemia) (185) - Go to questions 279	 	
	 ☐ Multiple myeloma-light chain only (186) - Go to questions 279

	 ☐ Multiple myeloma-non-secretory (187)	  - Go to questions 280 

	 ☐ Plasma cell leukemia (172) - Go to question 285	

	 ☐ Solitary plasmacytoma (no evidence of myeloma) (175) - Go to question 285

	 ☐ Amyloidosis (174) - Go to question 285

	 ☐ Osteosclerotic myeloma / POEMS syndrome (176) - Go to question 285

	 ☐ Light chain deposition disease (177) - Go to question 285

	 ☐ Other plasma cell disorder (179) - Go to question 278
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Multiple Myeloma / Plasma Cell Disorder (PCD)

287. 	Specify other plasma cell 
disorder:	
	 - Go to question 285

288. 	Light chain	 ☐ kappa	 ☐ lambda

289. 	What was the Durie-Salmon staging? (at diagnosis)

	 ☐ Stage I (All of the following: Hgb > 10g/dL; serum calcium normal or <10.5 mg/dL; bone x-ray normal 	
		  bone structure (scale 0), or solitary bone plasmacytoma only;  low M-component production rates IgG 	
		  < 5g/dL, IgA < 3g/dL; urine light chain M-component on electrophoresis <4g/24h) 
		  - Go to questions 281

	 ☐ Stage II (Fitting neither Stage I or Stage III) - Go to questions 281

	 ☐ Stage III (One of more of the following: Hgb < 8.5 g/dL; serum calcium > 12 mg/dL; advanced lytic bone 	
		  lesions (scale 3); high M-component production rates IgG >7g/dL, IgA > 5g/dL; Bence Jones 	
		  protein >12g/24h) - Go to questions 281

	 ☐	Unknown - Go to questions 282

				  
I.S.S.:
			 

291. 	Serum β2-microglobulin: ___ ___ ___ ● ___ ___ ___	 ☐ μg/dL 	 ☐ mg/L	 ☐ nmol/L

292. 	Serum albumin: ___ ___ ● ___	 ☐ g/dL 	 ☐ g/L

293. 	Stage

	 ☐ 1 (β2-mic < 3.5, S. albumin > 3.5)	 ☐ 2 (Not fitting stage 1 or 3)	 ☐ 3 (β2-mic ≥ 5.5; S. albumin -)

290.	What was the Durie-Salmon sub classification? (at diagnosis)

	 ☐ A - relatively normal renal function (serum creatinine < 2.0 mg/dL) 

	 ☐ B - abnormal renal function (serum creatinine ≥ 2.0 mg/dL)
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294. Were cytogenetics tested (karyotyping or FISH)?

☐ Yes

☐ No

☐ Unknown
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295. Results of tests:

☐ Abnormalities identified

☐ No evaluable metaphases

☐ No abnormalities

Specify cytogenetic abnormalities identified at any time prior to the start of the 
preparative regimen:

Trisomy

296. 	+3 ☐ Yes	 ☐ No

297. 	+5 ☐ Yes	 ☐ No

298. +7 ☐ Yes	 ☐ No

299. +9 ☐ Yes	 ☐ No

300. +11 ☐ Yes	 ☐ No

301. +15 ☐ Yes	 ☐ No

302. 	+19	 ☐ Yes	 ☐ No

Translocation

303. 	t(4;14) ☐ Yes	 ☐ No

304. 	t(6;14) ☐ Yes	 ☐ No

305. 	t(11;14) ☐ Yes	 ☐ No

306. 	t(14;16) ☐ Yes	 ☐ No

307. 	t(14;20) ☐ Yes	 ☐ No

Deletion

308. 	del(13q) / 13q- ☐ Yes	 ☐ No

309. 	del 17 / 17p- ☐ Yes	 ☐ No

Other

310. 	Hyperdiploid (>50) ☐ Yes	 ☐ No

311. 	Hypodiploid (<46) ☐ Yes	 ☐ No

312. 	Any abnormality at 1q ☐ Yes	 ☐ No

313. 	Any abnormality at 1p ☐ Yes	 ☐ No

314. 	Other abnormality

☐ Yes

☐ No
315. Specify other abnormality:____________________________



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

Status at transplantation:

316. What was the disease status?

☐ Stringent complete remission (sCR) – CR as defined, plus: normal free light chain ratio, and absence of clonal cells in the bone 
marrow by immunohistochemistry or immunofluorescence (confirmation with repeat bone marrow biopsy not needed).
(Presence and/or absence of clonal cells is based upon the κ/λ ratio. An abnormal κ/λ ratio by immunohistochemistry and/
or immunofluorescence requires a minimum of 100 plasma cells for analysis. An abnormal ratio reflecting the presence of an 
abnormal clone is κ/λ of > 4:1 or < 1:2.) sCR requires two consecutive assessments made at any time before the institution of 
any new therapy, and no known evidence of progressive or new bone lesions if radiographic studies were performed; 
radiographic studies are not required to satisfy sCR requirements. - Go to questions 317

☐ Complete remission (CR) – negative immunofixation on serum and urine samples, and disappearance of any soft tissue 
plasmacytomas, and < 5% plasma cells in the bone marrow (confirmation with repeat bone marrow biopsy not needed). CR 
requires two consecutive assessments made at any time before the institution of any new therapy, and no known evidence of 
progressive or new bone lesions if radiographic studies were performed; radiographic studies are not required to satisfy CR 
requirements. - Go to questions 317

☐ Near complete remission (nCR) – serum and urine M-protein detectable by immunoelectrophoresis (IFE), but not on 
electrophoresis (negative SPEP & UPEP); < 5% plasma cells in bone marrow. nCR requires two consecutive assessments made 
at any time before the initiation of any new therapy, and no known evidence of progressive or new bone lesions if radiographic 
studies were performed; radiographic studies are not required to satisfy nCR requirements. - Go to questions 317

☐ Very good partial remission (VGPR) – serum and urine M-protein detectable by immunofixation but not on electrophoresis, or ≥ 
90% reduction in serum M-protein and urine M-protein level < 100 mg/24 hours. VGPR requires two consecutive assessments 
made at any time before the institution of any new therapy, and no known evidence of progressive or new bone lesions if 
radiographic studies were performed; radiographic studies are not required to satisfy VGPR requirements. - Go to questions 317

☐ Partial remission (PR) – ≥ 50% reduction in serum M-protein, and reduction in 24-hour urinary M-protein by ≥ 90% or to < 200 
mg/24 hours. If the serum and urine M-protein are unmeasurable (i.e., do not meet any of the following criteria: • serum
M-protein ≥ 1 g/dL. Urine M-protein ≥ 200 mg/24 hours • serum free light chain assay shows involved level ≥ 10 mg/dL, provided 
serum free light chain ratio is abnormal), a ≥ 50% decrease in the difference between involved and uninvolved free light chain 
levels is required in place of the M-protein criteria. If serum and urine M-protein are unmeasurable, and serum free light assay is 
also unmeasurable, a ≥ 50% reduction in plasma cells is required in place of M-protein, provided the baseline bone marrow 
plasma cell percentage was ≥ 30%. In addition to the above listed criteria, a ≥ 50% reduction in the size of soft tissue 
plasmacytomas is also required, if present at baseline. PR requires two consecutive assessments made at any time before the 
institution of any new therapy, and no known evidence of progressive or new bone lesions if radiographic studies were 
performed; radiographic studies are not required to satisfy PR requirements. - Go to questions 317

☐ Stable disease (SD) – not meeting the criteria for CR, VGPR, PR or PD.  SD requires two consecutive assessments made at any 
time before the institution of any new therapy, and no known evidence of progressive or new bone lesions if radiographic 
studies were performed; radiographic studies are not required to satisfy SD requirements. - Go to questions 317

☐ Progressive disease (PD) – requires any one or more of the following:  Increase of ≥ 25% from baseline in: serum M-component 
and/or (absolute increase ≥ 0.5 g/dL) (for progressive disease, serum M-component increases of ≥ 1 g/dL are sufficient to define 
relapse if the starting M-component is ≥ 5 g/dL). Urine M-component and/or (absolute increase ≥ 200 mg/24 hours) for recipients 
without measurable serum and urine M-protein levels: the difference between involved and uninvolved free light chain levels
(absolute increase > 10 mg/dL). Bone marrow plasma cell percentage (absolute percentage ≥ 10%) (relapse from CR has a 5%
cutoff vs. 10% for other categories of relapse) definite development of new bone lesions or soft tissue plasmacytomas, or 
definite increase in the size of any existing  bone lesions or soft tissue plasmacytomas. Development of hypercalcemia
(corrected serum calcium > 11.5 mg/dL or 2.65 mmol) that can be attributed solely to the plasma cell proliferative disorder PD 
requires two consecutive assessments made at any time before classification as disease progression, and/or the institution of 
any new therapy. - Go to questions 317

☐ Relapse from CR (Rel) (untreated) – requires one or more of the following: reappearance of serum or urine M-protein by 
immunofixation or electrophoresis development of ≥ 5% plasma cells in the bone marrow (relapse from CR has a 5% cutoff
vs. 10% for other categories of relapse) appearance of any other sign of progression (e.g., new plasmacytoma, lytic bone lesion, 
hypercalcemia)  Rel requires two consecutive assessments made at any time before classification as relapse, and/or the 
institution of any new therapy. - Go to questions 317

☐ Unknown - signature line

☐ Not applicable – (Amyloidosis with no evidence of myeloma) - Go to signature line 
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317. Date assessed: __  __  __  __ / __  __ / __  __ - Go to signature line
YYYY           MM       DD

Multiple Myeloma / Plasma Cell Disorder (PCD)
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318. 	Specify the solid tumor classification:

	 ☐ Breast cancer (250) 

	 ☐ Lung, small cell (202)

	 ☐ Lung, non-small cell (203)

	 ☐ Lung, not otherwise specified (230)

	 ☐ Germ cell tumor, extragonadal (225)

	 ☐ Testicular (210)

	 ☐ Ovarian (epithelial) (214)

	 ☐ Bone sarcoma (excluding Ewing family tumors) (273)

	 ☐ Ewing family tumors of bone (including PNET) (275)

	 ☐ Ewing family tumors, extraosseous (including PNET) (276)

	 ☐ Fibrosarcoma (244)

	 ☐ Hemangiosarcoma (246)

	 ☐ Leiomyosarcoma (242)

	 ☐ Liposarcoma (243)

	 ☐ Lymphangio sarcoma (247)

	 ☐ Neurogenic sarcoma (248)

	 ☐ Rhabdomyosarcoma (232)

	 ☐ Synovial sarcoma (245)

	 ☐ Soft tissue sarcoma (excluding Ewing family tumors) (274)

	 ☐ Central nervous system tumor, including CNS PNET (220)

	 ☐ Medulloblastoma (226)

	 ☐ Neuroblastoma (222)

	 ☐ Head / neck (201)

	 ☐ Mediastinal neoplasm (204)

	 ☐ Colorectal (228)

	 ☐ Gastric (229)

	 ☐ Pancreatic (206)

	 ☐ Hepatobiliary (207)

	 ☐ Prostate (209)

	 ☐ External genitalia (211) 

	 ☐ Cervical (212)

	 ☐ Uterine (213)

	 ☐ Vaginal (215)

	 ☐ Melanoma (219)

	 ☐ Wilm tumor (221)

	 ☐ Retinoblastoma (223)

	 ☐ Thymoma (231)

	 ☐ Renal cell (208)

	 ☐ Other solid tumor (269)					   

	 ☐ Solid tumor, not otherwise specified (200)

	 - Go to signature line
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319.	 Specify other solid tumor:_ ______________________________

Solid Tumors
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320. 	Specify the severe aplastic anemia classification

	 ☐ Acquired severe aplastic anemia, not otherwise specified (301) 

	 ☐ Acquired SAA secondary to hepatitis (302) 

	 ☐ Acquired SAA secondary to toxin / other drug (303)

	 ☐ Acquired amegakaryocytosis (not congenital) (304) 

	 ☐ Acquired pure red cell aplasia (not congenital) (306)

	 ☐ Dyskeratosis congenita (307) 

	 ☐ Other acquired cytopenic syndrome (309)	

	 - Go to signature line
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321.	 Specify other acquired cytopenic syndrome:_________________

Severe Aplastic Anemia
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322.	 Specify the inherited abnormalities of erythrocyte differentiation or function classification

	 ☐ Paroxysmal nocturnal hemoglobinuria (PNH) (56) 

	 ☐ Shwachman-Diamond (305) 

	 ☐ Diamond-Blackfan anemia (pure red cell aplasia) (312) 

	 ☐ Other constitutional anemia (319) 				  

	 ☐ Fanconi anemia (311) (If the recipient developed MDS or 
		  AML, indicate MDS or AML as the primary disease). 

	 ☐ Sickle thalassemia (355)

	 ☐ Sickle cell disease (356)

	 ☐ Beta thalassemia major (357) 

	 ☐ Other hemoglobinopathy (359) 	

	 - Go to signature line
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Inherited Abnormalities of Erythrocyte Differentiation or Function

323.	 Specify other constitutional anemia:_ ______________________

324.	 Specify other hemoglobinopathy:__________________________
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325. 	Specify disorder of immune system classification

	 ☐ Adenosine deaminase (ADA) deficiency / severe combined immunodeficiency (SCID) (401)

	 ☐ Absence of T and B cells SCID (402)

	 ☐ Absence of T, normal B cell SCID (403)

	 ☐ Omenn syndrome (404)

	 ☐ Reticular dysgenesis (405)

	 ☐ Bare lymphocyte syndrome (406)

	 ☐ Other SCID (419)	

	 ☐ SCID, not otherwise specified (410)

	 ☐ Ataxia telangiectasia (451)

	 ☐ HIV infection (452)

	 ☐ DiGeorge anomaly (454)

	 ☐ Common variable immunodeficiency (457)

	 ☐ Leukocyte adhesion deficiencies, including GP180, CD-18, LFA and WBC adhesion deficiencies (459)

	 ☐ Kostmann agranulocytosis (congenital neutropenia) (460)

	 ☐ Neutrophil actin deficiency (461)

	 ☐ Cartilage-hair hypoplasia (462)

	 ☐ CD40 ligand deficiency (464)

	 ☐ 	Other immunodeficiencies (479)	

	 ☐ 	Immune deficiency, not otherwise specified (400)

	 ☐ 	Chediak-Higashi syndrome (456)

	 ☐ 	Griscelli syndrome type 2 (465)

	 ☐ 	Hermansky-Pudlak syndrome type 2 (466)

	 ☐ 	Chronic granulomatous disease (455)

	 ☐ 	Wiskott-Aldrich syndrome (453)

	 ☐	X-linked lymphoproliferative syndrome (458)

	 - Go to signature line
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326.	 Specify other SCID:____________________________________

327.	 Specify other immunodeficiency:__________________________

Disorders of the Immune System



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

328. 	Specify inherited abnormalities of platelets classification

	 ☐ 	Congenital amegakaryocytosis / congenital thrombocytopenia (501)

	 ☐ 	Glanzmann thrombasthenia (502)

	 ☐ 	Other inherited platelet abnormality (509)	

	 - Go to signature line
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329.	 Specify other inherited platelet abnormality:_________________

Inherited Abnormalities of Platelets



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

330. 	Specify inherited disorders of metabolism classification

	 ☐ Osteopetrosis (malignant infantile osteopetrosis) (521)

	 Leukodystrophies

	 ☐ Metachromatic leukodystrophy (MLD) (542)

	 ☐ Adrenoleukodystrophy (ALD) (543)

	 ☐ Krabbe disease (globoid leukodystrophy) (544)

	 ☐ Lesch-Nyhan (HGPRT deficiency) (522)

	 ☐ Neuronal ceroid lipofuscinosis (Batten disease) (523)

	 Mucopolysaccharidoses

	 ☐ Hurler syndrome (IH) (531)

	 ☐ Scheie syndrome (IS) (532)

	 ☐ Hunter syndrome (II) (533)

	 ☐ Sanfilippo (III) (534)

	 ☐ Morquio (IV) (535) 

	 ☐ Maroteaux-Lamy (VI) (536)

	 ☐ β-glucuronidase deficiency (VII) (537)

	 ☐ Mucopolysaccharidosis (V) (538)

	 ☐ Mucopolysaccharidosis, not otherwise specified (530)

	 Mucolipidoses

	 ☐ Gaucher disease (541)

	 ☐ Niemann-Pick disease (545)

	 ☐ I-cell disease (546)

	 ☐ Wolman disease (547)

	 ☐ Glucose storage disease (548)

	 ☐ Mucolipidoses, not otherwise specified (540)

	 Polysaccharide hydrolase abnormalities

	 ☐ Aspartyl glucosaminidase (561)

	 ☐ Fucosidosis (562)

	 ☐ Mannosidosis (563)

	 ☐ Polysaccharide hydrolase abnormality, not otherwise specified (560)

	 ☐ Other inherited metabolic disorder (529)	

	 ☐ Inherited metabolic disorder, not otherwise specified (520)

	 - Go to signature line
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Inherited Disorders of Metabolism

331.	 Specify other inherited metabolic disorder:__________________



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

332. 	Specify histiocytic disorder classification

	 ☐ Hemophagocytic lymphohistiocytosis (HLH) (571)

	 ☐ Langerhans cell histiocytosis (histiocytosis-X) (572)

	 ☐ Hemophagocytosis (reactive or viral associated) (573)

	 ☐ Malignant histiocytosis (574)

	 ☐ Other histiocytic disorder (579)	

	 ☐ Histiocytic disorder, not otherwise specified (570)

	 - Go to signature line
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333.	 Specify other histiocytic disorder:_ ________________________

Histiocytic disorders



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

334. 	Specify autoimmune disease classification

	 Arthritis

	 ☐ 	Rheumatoid arthritis (603)

	 ☐ 	Psoriatic arthritis/psoriasis (604)

	 ☐ 	Juvenile idiopathic arthritis (JIA): systemic (Stills disease) (640)

	 ☐ 	Juvenile idiopathic arthritis (JIA): oligoarticular (641) 

	 ☐ 	Juvenile idiopathic arthritis (JIA): polyarticular (642)

	 ☐ 	Juvenile idiopathic arthritis (JIA): other (643)	

	 ☐ Other arthritis (633)	

	 Multiple sclerosis

	 ☐ 	Multiple sclerosis (602)

	 Connective tissue diseases

	 ☐ 	Systemic sclerosis (scleroderma) (607)

	 ☐ 	Systemic lupus erythematosis (SLE) (605) 

	 ☐ 	Sjögren syndrome (608)

	 ☐ 	Polymyositis/dermatomyositis (606)

	 ☐ 	Antiphospholipid syndrome (614)

	 ☐ 	Other connective tissue disease (634)	

	 Vasculitis

	 ☐ 	Wegener granulomatosis (610)

	 ☐ 	Classical polyarteritis nodosa (631)

	 ☐ 	Microscopic polyarteritis nodosa (632)

	 ☐ 	Churg-Strauss (635)

	 ☐ 	Giant cell arteritis (636)

	 ☐ 	Takayasu (637)

	 ☐ 	Behcet syndrome (638)

	 ☐ 	Overlap necrotizing arteritis (639)

	 ☐ 	Other vasculitis (611)	

	 Other neurological autoimmune diseases

	 ☐ Myasthenia gravis (601)

	 ☐ Other autoimmune neurological disorder (644)	

	 Hematological autoimmune diseases

	 ☐ 	Idiopathic thrombocytopenic purpura (ITP) (645)

	 ☐ 	Hemolytic anemia (646)

	 ☐ 	Evan syndrome (647)

	 ☐ 	Other autoimmune cytopenia (648)	

	 Bowel diseases

	 ☐ 	Crohn’s disease (649)

	 ☐ 	Ulcerative colitis (650)

	 ☐ 	Other autoimmune bowel disorder (651)	
	 - Go to signature line
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Autoimmune Diseases

335.	 Specify other juvenile idiopathic arthritis (JIA):_______________

336.	 Specify other arthritis:__________________________________

337.	 Specify other connective tissue disease:____________________

338.	 Specify other vasculitis:_________________________________

339.	 Specify other autoimmune neurological disorder:_____________

340.	 Specify other autoimmune cytopenia:______________________

341.	 Specify other autoimmune bowel disorder:__________________



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

342. 	Specify other disease:____________________________________________________

First Name:_ ____________________________________________________

Last Name:______________________________________________________

E-mail address:__________________________________________________

Date: __  __  __  __ / __  __ / __  __

		  YYYY          MM        DD
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Other Disease
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Registry Use Only
Sequence Number:

Date Received:

Post-Transplant Essential Data

CIBMTR Center Number: ___ ___ ___ ___ ___ 	

CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ 

Event date: __  __  __  __ / __  __ / __  __
YYYY           MM       DD	

HCT type (check all that apply):	 ☐ Autologous	 ☐ Allogeneic, unrelated	 ☐ Allogeneic, related

Product type (check all that apply):	

☐ Bone marrow	 ☐ PBSC	 ☐ Single cord blood unit	 ☐ Multiple cord blood units 	 ☐ Other product. Specify:___________________

Visit:	 ☐ 100 day	 ☐ 6 months	 ☐ 1 year	 ☐ 2 years	 ☐ >2 years. Specify: ___ ___

OMB No: 0915-0310
Expiration date: 01/31/2020

Public Burden Statement:  An agency may not conduct or sponsor, and a person is 
not required to respond to, a collection of information unless it displays a currently 
valid OMB control number.  
The OMB control number for this project is 0915-0310.  Public reporting burden for 
this collection of information is estimated to average 1.25 hours per response, includ-
ing the time for reviewing instructions, searching existing data sources, and complet-
ing and reviewing the collection of information. Send comments regarding this burden 
estimate or any other aspect of this collection of information, including suggestions 
for reducing this burden, to HRSA Reports Clearance Officer, 5600 Fishers Lane, 
Room 14N39, Rockville, Maryland, 20857.
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CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

1.	 Date of actual contact with the recipient to determine medical status for this follow-up report: __  __  __  __ / __  __ / __  __
	 YYYY           MM       DD

2.	 Specify the recipient’s survival status at the date of last contact	

	 ☐ Alive – Answers to subsequent questions should reflect clinical status since the date of last report. - Go to question 7

	 ☐ Dead – Answers to subsequent questions should reflect clinical status between the date of last report and immediately prior to 
		  death. - Go to question 3

Survival

CIBMTR Form 2450 revision 4 (page 2 of 18). Last Updated January, 2017.
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3.	 Primary cause of death 

	 ☐ Recurrence / persistence / progression of disease for which the HCT or cellular therapy was performed 
		  - Go to question 5

	 ☐ Acute GVHD - Go to question 5

	 ☐ Chronic GVHD - Go to question 5

	 ☐ Graft rejection or failure - Go to question 5

	 ☐ Cytokine release syndrome - Go to question 5

	 Infection	

	 ☐ Infection, organism not identified - Go to question 5

	 ☐ Bacterial infection - Go to question 5

	 ☐ Fungal infection - Go to question 5

	 ☐ Viral infection - Go to question 5

	 ☐ Protozoal infection - Go to question 5

	 ☐ Other infection - Go to question 4

	 Pulmonary	

	 ☐ Idiopathic pneumonia syndrome (IPS) - Go to question 5

	 ☐ Pneumonitis due to Cytomegalovirus (CMV) - Go to question 5

	 ☐ Pneumonitis due to other virus - Go to question 5

	 ☐ Other pulmonary syndrome (excluding pulmonary hemorrhage) - Go to question 4

	 ☐ Diffuse alveolar damage (without hemorrhage)  - Go to question 5

	 ☐ Acute respiratory distress syndrome (ARDS) (other than IPS) - Go to question 5

	 Organ failure (not due to GVHD or infection)	

	 ☐ Liver failure (not VOD) - Go to question 5

	 ☐ Veno-occlusive disease (VOD) / sinusoidal obstruction syndrome (SOS) - Go to question 5

	 ☐ Cardiac failure - Go to question 5

	 ☐ Pulmonary failure - Go to question 5

	 ☐ Central nervous system (CNS) failure - Go to question 5

	 ☐ Renal failure - Go to question 5

	 ☐ Gastrointestinal (GI) failure (not liver) - Go to question 5

	 ☐ Multiple organ failure - Go to question 4

	 ☐ Other organ failure - Go to question 4

	 Malignancy	

	 ☐ New malignancy (post-HCT or post-cellular therapy) - Go to question 5

	 ☐ Prior malignancy (malignancy initially diagnosed prior to HCT or cellular therapy, other than the 
		  malignancy for which the HCT or cellular therapy was performed) - Go to question 5

CIBMTR Confidential Materials
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	 Hemorrhage	

	 ☐ Pulmonary hemorrhage - Go to question 5

	 ☐ Diffuse alveolar hemorrhage (DAH) - Go to question 5

	 ☐ Intracranial hemorrhage - Go to question 5

	 ☐ Gastrointestinal hemorrhage - Go to question 5

	 ☐ Hemorrhagic cystitis - Go to question 5

	 ☐ Other hemorrhage - Go to question 4

	 Vascular	

	 ☐ Thromboembolic - Go to question 5

	 ☐ Disseminated intravascular coagulation (DIC) - Go to question 5

	 ☐ Thrombotic microangiopathy (TMA) (Thrombotic thrombocytopenic purpura (TTP)/Hemolytic Uremic 	
		  Syndrome (HUS)) - Go to question 5

	 ☐ Other vascular - Go to question 4

	 Other	

	 ☐ Accidental death - Go to question 5

	 ☐ Suicide - Go to question 5

	 ☐ Other cause - Go to question 4

 

5.	 Contributing cause of death

	 ☐ Recurrence / persistence / progression of disease for which the HCT or cellular therapy was performed 
		  - Go to question 7

	 ☐ Acute GVHD - Go to question 7

	 ☐ Chronic GVHD - Go to question 7

	 ☐ Graft rejection or failure - Go to question 7

	 ☐ Cytokine release syndrome - Go to question 7

	 Infection	

	 ☐ Infection, organism not identified - Go to question 7

	 ☐ Bacterial infection - Go to question 7

	 ☐ Fungal infection - Go to question 7

	 ☐ Viral infection - Go to question 7

	 ☐ Protozoal infection - Go to question 7

	 ☐ Other infection - Go to question 6

	 Pulmonary	

	 ☐ Idiopathic pneumonia syndrome (IPS) - Go to question 7

	 ☐ Pneumonitis due to Cytomegalovirus (CMV) - Go to question 7

	 ☐ Pneumonitis due to other virus - Go to question 7

	 ☐ Other pulmonary syndrome (excluding pulmonary hemorrhage) - Go to question 6

	 ☐ Diffuse alveolar damage (without hemorrhage)  - Go to question 7

	 ☐ Acute respiratory distress syndrome (ARDS) (other than IPS) - Go to question 7

	 Organ failure (not due to GVHD or infection)	

	 ☐ Liver failure (not VOD) - Go to question 7

4.	 Specify:____________________________________________________________

CIBMTR Confidential Materials
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	 ☐ Veno-occlusive disease (VOD) / sinusoidal obstruction syndrome (SOS) - Go to question 7

	 ☐ Cardiac failure - Go to question 7

	 ☐ Pulmonary failure - Go to question 7

	 ☐ Central nervous system (CNS) failure - Go to question 7

	 ☐ Renal failure - Go to question 7

	 ☐ Gastrointestinal (GI) failure (not liver) - Go to question 7

	 ☐ Multiple organ failure - Go to question 6

	 ☐ Other organ failure - Go to question 6

	 Malignancy	

	 ☐ New malignancy (post-HCT or post-cellular therapy) - Go to question 7

	 ☐ Prior malignancy (malignancy initially diagnosed prior to HCT or cellular therapy, other than the 
		  malignancy for which the HCT or cellular therapy was performed) - Go to question 7

	 Hemorrhage	

	 ☐ Pulmonary hemorrhage - Go to question 7

	 ☐ Diffuse alveolar hemorrhage (DAH) - Go to question 7

	 ☐ Intracranial hemorrhage - Go to question 7

	 ☐ Gastrointestinal hemorrhage - Go to question 7

	 ☐ Hemorrhagic cystitis - Go to question 7

	 ☐ Other hemorrhage - Go to question 6

	 Vascular	

	 ☐ Thromboembolic - Go to question 7

	 ☐ Disseminated intravascular coagulation (DIC) - Go to question 7

	 ☐ Thrombotic microangiopathy (TMA) (Thrombotic thrombocytopenic purpura (TTP)/Hemolytic Uremic 	
		  Syndrome (HUS)) - Go to question 7

	 ☐ Other vascular - Go to question 6

	 Other	

	 ☐ Accidental death - Go to question 7

	 ☐ Suicide - Go to question 7

	 ☐ Other cause - Go to question 6

If reporting more than one contributing cause of death, copy questions 5-6 and complete for each 
contributing cause.

6.	 Specify:____________________________________________________________

CIBMTR Confidential Materials



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

7.	 Did the recipient receive a subsequent HCT since the date of last report?

	 ☐ Yes

	 ☐ No

	

		

12.	 Has the recipient received a cellular therapy since the date of last report? (e.g. DCI)

	 ☐ Yes – Also complete Cellular Therapy Essential Data Pre-Infusion Form 4000

	 ☐ No

14.	 Was there evidence of initial hematopoietic recovery?

	 ☐ Yes (ANC ≥ 500/mm3 achieved and sustained for 3 lab values) - Go to question 15

	 ☐ No (ANC ≥ 500/mm3 was not achieved) - Go to question 16

	 ☐ Not applicable (ANC never dropped below 500/mm3 at any time after the start of the preparative regimen) - Go to question 16

	 ☐ Previously reported (Recipient’s initial hematopoietic recovery was recorded on a previous report) - Go to question 16

16.	 Did late graft failure occur?	 ☐ Yes	 ☐ No

Initial ANC Recovery

10.	 Specify other indication: _______________________________________________
	

13.	 Date of cellular therapy: __  __  __  __ / __  __ / __  __
	 YYYY           MM        DD

15.	 Date ANC ≥ 500/mm3 (first of 3 lab values): __  __  __  __ / __  __ / __  __
	 YYYY           MM        DD
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Subsequent Transplant

8.	 Date of subsequent HCT: __  __  __  __ / __  __ / __  __
	 YYYY           MM        DD

9.	 What was the indication for subsequent HCT?

	 ☐ Graft failure / insufficient hematopoietic recovery – Allogeneic HCTs Complete a Pre-TED Form 2400 
		  for the subsequent HCT - Go to question 11

	 ☐ Persistent primary disease – Complete a Pre-TED Form 2400 for the subsequent HCT 
		  - Go to question 11

	 ☐ Recurrent primary disease – Complete a Pre-TED Form 2400 for the subsequent HCT 
		  - Go to question 11

	 ☐ Planned second HCT, per protocol – Complete a Pre-TED Form 2400 for the subsequent HCT 
		  - Go to question 11

	 ☐ New malignancy (including PTLD and EBV lymphoma) – Complete a Pre-TED Form 2400 for the 		
		  subsequent HCT - Go to question 11

	 ☐ Insufficient chimerism – Complete a Pre-TED Form 2400 for the subsequent HCT 
		  - Go to question 11

	 ☐ Other – Complete a Pre-TED Form 2400 for the subsequent HCT - Go to question 10

11.	 Source of HSCs	 ☐ Allogeneic, related	 ☐ Allogeneic, unrelated	 ☐ Autologous

CIBMTR Confidential Materials
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(Optional for Non-U.S. Centers)
17.	 Was an initial platelet count ≥ 20 x 109/L achieved?

	 ☐ Yes - Go to question 18

	 ☐ No - Go to question 19

	 ☐ Not applicable - Platelet count never dropped below 20 x 109/L  - Go to question 19

	 ☐ Previously reported - ≥ 20 x 109/L was achieved and reported previously  - Go to question 19

This section is for allogeneic HCTs only. If this was an autologous HCT, continue to Liver Toxicity Prophylaxis.
19.	 Did acute GVHD develop since the date of last report?

	 ☐ Yes 

	 ☐ No 

	 ☐ Unknown

21.	 Did acute GVHD persist since the date of last report?

	 ☐ Yes 

	 ☐ No 

	 ☐ Unknown

20.	 Date of acute GVHD diagnosis: __  __  __  __ / __  __ / __  __ - Go to question 22
	 YYYY           MM        DD 

22.	 Overall grade of acute GVHD at diagnosis:

	 ☐ I - Rash on ≤ 50% of skin, no liver or gut involvement

	 ☐ II - Rash on > 50% of skin, bilirubin 2-3 mg/dL, or diarrhea 500-1000 mL/day or 	
		  persistent nausea

	 ☐ III - Bilirubin 3-15 mg/dL, or gut stage 2-4 diarrhea > 1000 mL/day or severe 
		  abdominal pain with or without ileus

	 ☐ IV - Generalized erythroderma with bullous formation, or bilirubin >15 mg/dL

	 ☐ Not applicable (acute GVHD present but grade is not applicable)

List the stage for each organ at diagnosis of acute GVHD:
23.	 Skin:

	 ☐ Stage 0 – no rash, no rash attributable to acute GVHD

	 ☐ Stage 1 – maculopapular rash, < 25% of body surface

	 ☐ Stage 2 – maculopapular rash, 25-50% of body surface

	 ☐ Stage 3 – generalized erythroderma, > 50% of body surface

	 ☐ Stage 4 – generalized erythroderma with bullae formation and/or desquamation

24.	 Lower intestinal tract: (use mL/day for adult recipients and mL/kg/day for pediatric 		
	 recipients)

	 ☐ Stage 0 – no diarrhea, no diarrhea attributable to acute GVHD / diarrhea < 500 mL/	
		  day (adult), or < 10 mL/kg/day (pediatric)

	 ☐ Stage 1 – diarrhea 500-1000 mL/day (adult), or 10-19.9 mL/kg/day (pediatric)

	 ☐ Stage 2 – diarrhea 1001-1500 mL/day (adult), or 20-30 mL/kg/day (pediatric)

	 ☐ Stage 3 – diarrhea > 1500 mL/day (adult), or > 30 mL/kg/day (pediatric)

	 ☐ Stage 4 – severe abdominal pain, with or without ileus, and/or grossly bloody stool

25.	 Upper intestinal tract:

	 ☐ Stage 0 – no persistent nausea or vomiting

	 ☐ Stage 1 – persistent nausea or vomiting

CIBMTR Form 2450 revision 4 (page 6 of 18). Last Updated January, 2017.
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Initial Platelet Recovery

Graft vs. Host Disease 

18.	 Date platelets ≥ 20 x 109/L: __  __  __  __ / __  __ / __  __
	 YYYY           MM        DD
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31.	 Did chronic GVHD develop since the date of last report?

	 ☐ Yes 

	 ☐ No 

	 ☐ Unknown

33.	 Did chronic GVHD persist since the date of last report?

	 ☐ Yes 

	 ☐ No 

	 ☐ Unknown

26.	 Liver:

	 ☐ Stage 0 – no liver acute GVHD / bilirubin < 2.0 mg/dL (< 34 μmol/L)

	 ☐ Stage 1 – bilirubin 2.0-3.0 mg/dL (34-52 μmol/L)

	 ☐ Stage 2 – bilirubin 3.1-6.0 mg/dL (53-103 μmol/L)

	 ☐ Stage 3 – bilirubin 6.1-15.0 mg/dL (104-256 μmol/L)

	 ☐ Stage 4 – bilirubin > 15.0 mg/dL (> 256 μmol/L)

27.	 Other site(s) involved with acute GVHD

	 ☐ Yes

	 ☐ No

Specify the maximum overall grade of acute GVHD since the date of last report:
29.	 Maximum overall grade of acute GVHD:

	 ☐ I - Rash on ≤ 50% of skin, no liver or gut involvement

	 ☐ II - Rash on > 50% of skin, bilirubin 2-3 mg/dL, or diarrhea 500-1000 mL/day or 	
		  persistent nausea

	 ☐ III - Bilirubin 3-15 mg/dL, or gut stage 2-4 diarrhea > 1000 mL/day or severe 		
		  abdominal pain with or without ileus

	 ☐ IV - Generalized erythroderma with bullous formation, or bilirubin >15 mg/dL

	 ☐ Not applicable (acute GVHD present but cannot be graded)

Specify the maximum grade of chronic GVHD since the date of last report:
34.	 Maximum grade of chronic GVHD: (according to best clinical judgment)

	 ☐ Mild	 ☐ Moderate	 ☐ Severe	 ☐ Unknown

35.	 Specify if chronic GVHD was limited or extensive:

	 ☐ Limited – localized skin involvement and/or liver dysfunction

	 ☐ Extensive – one or more of the following:
		  – generalized skin involvement; or,
		  – liver histology showing chronic aggressive hepatitis, bridging necrosis or 
			   cirrhosis; or,
		  – involvement of eye: Schirmer’s test with < 5 mm wetting; or
		  – involvement of minor salivary glands or oral mucosa demonstrated on labial  
			   biopsy; or
		  – involvement of any other target organ
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28.	 Specify other site(s):_ ____________________________________

 
30.	 Date maximum overall grade of acute GVHD:

	 __  __  __  __ / __  __ / __  __
	 YYYY           MM        DD

 
36.	 Date of maximum grade of chronic GVHD:

	 __  __  __  __ / __  __ / __  __
	 YYYY           MM        DD

32.	 Date of chronic GVHD diagnosis: __  __  __  __ / __  __ / __  __ 	☐ Date estimated
			   YYYY           MM        DD 	 - Go to question 34

CIBMTR Confidential Materials
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37.	 Is the recipient still taking systemic steroids? (Do not report steroids for adrenal insufficiency, ≤10 mg/day for adults, <0.1 mg/kg/day for 
	 children)

	 ☐ Yes	 ☐ No	 ☐ Not applicable	 ☐ Unknown

38.	 Is the recipient still taking (non-steroid) immunosuppressive agents (including PUVA) for GVHD?

	 ☐ Yes	 ☐ No	 ☐ Not applicable	 ☐ Unknown

39.	 Was specific therapy used to prevent liver toxicity?

	 ☐ Yes 

	 ☐ No

Specify if the recipient developed VOD / SOS since the date of last report:
46.	 Did veno-occlusive disease (VOD) / sinusoidal obstruction syndrome (SOS) develop since the date of last report?

	 ☐ Yes 

	 ☐ No

Report new malignancies that are different than the disease / disorder for which HCT was performed.  Do not include relapse, progression 
or transformation of the same disease subtype. 

48.	 Did a new malignancy, myelodysplastic, myeloproliferative, or lymphoproliferative disease / disorder occur that is different from the disease  
	 / disorder for which the HCT or cellular therapy was performed? (include clonal cytogenetic abnormalities, and post-transplant  
	 lymphoproliferative disorders)

	 ☐ Yes 

	 ☐ No
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Liver Toxicity Prophylaxis 

Veno-occlusive disease (VOD) / Sinusoidal obstruction syndrome (SOS) 

New Malignancy, Lymphoproliferative or Myeloproliferative Disease / Disorder

40.	 Defibrotide			   ☐ Yes 	 ☐ No

41.	 N-acetylcysteine		  ☐ Yes 	 ☐ No

42.	 Tissue plasminogen activator (TPA)	 ☐ Yes 	 ☐ No 

43.	 Ursodiol		  	 ☐ Yes 	 ☐ No

44.	 Other therapy

	 ☐ Yes 	
	 ☐ No

47.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
	 YYYY           MM        DD

 
45.	 Specify other therapy:_______________________________

Copy and complete questions 49-55 to report each new malignancy diagnosed since the date of last 
report. The submission of a pathology report or other supportive documentation for each reported new 
malignancy is strongly recommended. 

49.	 Specify the new malignancy 

	 ☐ Acute myeloid leukemia (AML / ANLL) - Go to question 52

	 ☐ Other leukemia - Go to question 52

	 ☐ Myelodysplastic syndrome (MDS) - Go to question 52

	 ☐ Myeloproliferative neoplasm (MPN) - Go to question 52

	 ☐ Myelodysplasia / myeloproliferative neoplasm (MDS / MPN) - Go to question 52

	 ☐ Hodgkin lymphoma - Go to question 51

	 ☐ Non-Hodgkin lymphoma - Go to question 51

	 ☐ Post-transplant lymphoproliferative disorder (PTLD) - Go to question 51

	 ☐ Clonal cytogenetic abnormality without leukemia or MDS - Go to question 52
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This section relates to chimerism studies from allogeneic HCTs using cord blood units only. If this was an autologous HCT, or an allogeneic 
HCT using a bone marrow or PBSC product, continue to disease assessment.

56.	 Were chimerism studies performed since the date of last report?

	 ☐ Yes 

	 ☐ No - Go to question 75

Provide date(s), method(s) and other information for all chimerism studies performed since the date of last report.

59.	 NMDP donor ID: ___ ___ ___ ___ — ___ ___ ___ ___ — ___

60.	 NMDP cord blood unit ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

61.	 Non-NMDP unrelated donor ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

	 ☐ Uncontrolled proliferation of donor cells without malignant transformation - Go to question 52

	 ☐ Breast cancer - Go to question 52

	 ☐ Central nervous system (CNS) malignancy (e.g. glioblastoma, astrocytoma) - Go to question 52

	 ☐ Gastrointestinal malignancy (e.g. colon, rectum, stomach, pancreas, intestine) - Go to question 52

	 ☐ Genitourinary malignancy (e.g. kidney, bladder, ovary, testicle, genitalia, uterus, cervix) 
		  - Go to question 52

	 ☐ Lung cancer - Go to question 52

	 ☐ Melanoma - Go to question 52

	 ☐ Basal cell skin malignancy - Go to question 52

	 ☐ Squamous cell skin malignancy - Go to question 52

	 ☐ Oropharyngeal cancer (e.g. tongue, buccal mucosa) - Go to question 52

	 ☐ Sarcoma - Go to question 52

	 ☐ Thyroid cancer - Go to question 52

	 ☐ Other new malignancy - Go to question 50

52.	 Date of diagnosis: __  __  __  __ / __  __ / __  __
	 YYYY           MM        DD

53.	 Was documentation submitted to the CIBMTR? (e.g. pathology / autopsy report or other documentation)

	 ☐ Yes	 ☐ No

54.	 Was the new malignancy donor / cell product derived?

	 ☐ Yes	

	 ☐ No

	 ☐ Not done
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50.	 Specify other new malignancy:_ _________________________________________

	 - Go to question 52

51.	 Is the tumor EBV positive?	 ☐ Yes 	 ☐ No 

 

55.	 Was documentation submitted to the CIBMTR? (e.g. cell origin evaluation (VNTR, 	
	 cytogenetics, FISH))

	 ☐ Yes	 ☐ No

 

 

57.	 Was documentation submitted to the CIBMTR? (e.g. chimerism laboratory reports)

	 ☐ Yes	 ☐ No

58.	 Were chimerism studies assessed for more than one donor / multiple donors?

	 ☐ Yes	 ☐ No

Chimerism Studies (Cord Blood Units Only)
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CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

62.	 Non-NMDP cord blood unit ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

63.	 Date of birth: (donor / infant) __  __  __  __ / __  __ / __  __ – OR –  Age: (donor/infant) ___ ___ ☐ Months	  ☐ Years
	 YYYY           MM        DD

65.	 Date sample collected: __  __  __  __ / __  __ / __  __ 
		  YYYY           MM        DD

66.	 Method

	 ☐ Karyotyping for XX/XY	

	 ☐ Fluorescent in situ hybridization (FISH) for XX/XY 

	 ☐ Restriction fragment-length polymorphisms (RFLP) 	

	 ☐ VNTR or STR, micro or mini satellite (Also include AFLP)

	 ☐ Other

68.	 Cell source	 ☐ Bone marrow	 ☐ Peripheral blood

69.	 Cell type

	 ☐ Unsorted / whole - Go to question 71

	 ☐ Red blood cells - Go to question 73	

	 ☐ Hematopoietic progenitor cells (CD34+ cells) - Go to question 73

	 ☐ Total mononuclear cells (lymphs & monos) - Go to question 73

	 ☐ T-cells (includes CD3+, CD4+, and/or CD8+) - Go to question 73

	 ☐ B-cells (includes CD19+ or CD20+) - Go to question 73

	 ☐ Granulocytes (includes CD33+ myeloid cells) - Go to question 73

	 ☐ NK cells (CD56+) - Go to question 73

	 ☐ Other 

71.	 Total cells examined: ___ ___ ___ ___ ___ ___

72.	 Number of donor cells: ___ ___ ___ ___ - Go to question 75

73.	 Were donor cells detected?

	 ☐ Yes

	 ☐ No

Copy and complete questions 59-74 for multiple chimerism studies.

75.	 Compared to the disease status prior to the preparative regimen, what was the best response to HCT since the date of the last report?  
	 (Include response to any therapy given for post-HCT maintenance or consolidation, but exclude any therapy given for relapsed, persistent, or 	
	 progressive disease)

	 ☐ Continued complete remission (CCR) - Go to question 98

	 ☐ Complete remission (CR) - Go to question 77

	 ☐ Not in complete remission - Go to question 76

	 ☐ Not evaluated - Go to question 98
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64.	 Sex (Donor / infant)	 ☐ Male	 ☐ Female

 
67.	 Specify:_ _____________________________________________________________

 
70.	 Specify:_ _____________________________________________________________

 
74.	 Percent donor cells:  ___ ___ ___ %

Disease Assessment at the Time of Best Response to HCT
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CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

 
76.	 Specify disease status if not in complete remission:

	 ☐ Disease detected - Go to question 79		

	 ☐ No disease detected but incomplete evaluation to establish CR - Go to question 79			 
									       
77.	 Was the date of best response previously reported?			 

	 ☐ Yes - Go to question 98		

	 ☐ No
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78.	 Date assessed: __  __  __  __ / __  __ / __  __ 
		  YYYY           MM        DD

Specify the method(s) used to assess the disease status at the time of best 
response:

79.	 Was the disease status assessed by molecular testing (e.g. PCR)?

	 ☐ Yes

	 ☐ No

	 ☐ Not applicable

82.	 Was the disease status assessed via flow cytometry?

	 ☐ Yes

	 ☐ No

	 ☐ Not applicable

85.	 Was the disease status assessed by cytogenetic testing (karyotyping or FISH)?

	 ☐ Yes

	 ☐ No

	 ☐ Not applicable

 
80.	 Date assessed: __  __  __  __ / __  __ / __  __ 
		  YYYY           MM        DD

81.	 Was disease detected?	 ☐ Yes	 ☐ No

 
83.	 Date assessed: __  __  __  __ / __  __ / __  __ 
		  YYYY           MM        DD

84.	 Was disease detected?	 ☐ Yes	 ☐ No

 
86.	 Was the disease status assessed via FISH?

	 ☐ Yes

	 ☐ No

	 ☐ Not applicable

		  87.	 Date assessed: 

			   __  __  __  __ / __  __ / __  __ 
			   YYYY           MM        DD

		  88.	 Was disease detected?	
			   ☐ Yes	 ☐ No

89.	 Was the disease status assessed via 	
	 karyotyping?

	 ☐ Yes

	 ☐ No

	 ☐ Not applicable

		  90.	 Date assessed: 

			   __  __  __  __ / __  __ / __  __ 
			   YYYY           MM        DD

		  91.	 Was disease detected?	
			   ☐ Yes	 ☐ No
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Report therapy given since the date of last report to prevent relapse or progressive disease. This may include maintenance and 
consolidation therapy. Do not report any therapy given for relapsed, persistent, or progressive disease.

98.	 Was therapy given since the date of the last report for reasons other than relapse, persistent, or progressive disease? (Include any 			 
	 maintenance and consolidation therapy.)

	 ☐ Yes

	 ☐ No 99.	 Systemic therapy

	 ☐ Yes

	 ☐ No
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92.	 Was the disease status assessed by radiological assessment? (e.g. PET, MRI, CT)

	 ☐ Yes

	 ☐ No

	 ☐ Not applicable

95.	 Was the disease status assessed by clinical / hematologic assessment?

	 ☐ Yes

	 ☐ No

	 ☐ Not applicable

100.	 Monoclonal antibody (mAb)

	 ☐ Yes

	 ☐ No

110.	 Tyrosine kinase inhibitors (TKI)

	 ☐ Yes

	 ☐ No

 
96.	 Date assessed: __  __  __  __ / __  __ / __  __ 
		  YYYY           MM        DD

97.	 Was disease detected?	 ☐ Yes	 ☐ No

 

101.	 Alemtuzumab (Campath)	 ☐ Yes	 ☐ No

102.	 Bispecific mAb

	 ☐ Yes	 103.	 Blinatumomab	 ☐ Yes	 ☐ No	

	 ☐ No	 104.	 Other bispecific mAb

			   ☐ Yes	 105.	 Specify other 	

			   ☐ No 	 bispecific mAb:

				    _________________

106.	 Gemtuzumab (Mylotarg, anti-CD33)	☐ Yes	 ☐ No

107.	 Rituximab (Rituxan, MabThera)	 ☐ Yes	 ☐ No

108.	 Other mAb	

	 ☐ Yes	 109.	 Specify other mAb:	

	 ☐ No

 

111.	 Bosutinib	 					    ☐ Yes	 ☐ No

112.	 Dasatinib (Sprycel)	 		  ☐ Yes	 ☐ No

113.	 Imatinib mesylate (Gleevec)		 ☐ Yes	 ☐ No	

114.	 Nilotinib (AMN107, Tasignal)		 ☐ Yes	 ☐ No

Post-HCT Therapy

 
93.	 Date assessed: __  __  __  __ / __  __ / __  __ 
		  YYYY           MM        DD

94.	 Was disease detected?	 ☐ Yes	 ☐ No
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117.	 FLT3 inhibitors

	 ☐ Yes

	 ☐ No

126.	 Hypomethylating agents

	 ☐ Yes

	 ☐ No

131.	 Proteasome inhibitors

	 ☐ Yes

	 ☐ No

137.	 Immune modulating agents

	 ☐ Yes

	 ☐ No

CIBMTR Form 2450 revision 4 (page 13 of 18). Last Updated January, 2017.
Copyright (c) 2017 National Marrow Donor Program and
The Medical College of Wisconsin, Inc. All rights reserved.

 

118.	 Gilteritinib	 					    ☐ Yes	 ☐ No

119.	 Lestaurtinib	 			   ☐ Yes	 ☐ No

120.	 Midostaurin		  		  ☐ Yes	 ☐ No	

121.	 Quizartinib						    ☐ Yes	 ☐ No

122.	 Sorafenib					    	 ☐ Yes	 ☐ No

123.	 Sunitinib				   		  ☐ Yes	 ☐ No

124.	 Other FLT3 inhibitor			

	 ☐ Yes	 125.	 Specify other FLT3 inhibitor:

	 ☐ No			  ______________________________

 

127.	 Azacytidine (Vidaza)			  ☐ Yes	 ☐ No

128.	 Decitabine (Dacogen)		  ☐ Yes	 ☐ No

129.	 Other hypomethylating agent			 

	 ☐ Yes	 130.	 Specify other hypomethylating agent:

	 ☐ No			  ______________________________

 

132.	 Bortezomib (Velcade)		  ☐ Yes	 ☐ No

133.	 Carfilzomib					    ☐ Yes	 ☐ No

134.	 Ixazomib			  			   ☐ Yes	 ☐ No

135.	 Other proteasome inhibitor		

	 ☐ Yes	 136.	 Specify other proteasome inhibitor:

	 ☐ No			  ______________________________

 

138.	 Lenalidomide (Revlimid)		  ☐ Yes	 ☐ No

139.	 Pomalidomide				    ☐ Yes	 ☐ No

140.	 Thalidomide (Thalomid)		  ☐ Yes	 ☐ No

141.	 Other immune modulating agent		

	 ☐ Yes	 142.	 Specify other immune modulating

	 ☐ No			  agent:_________________________

115.	 Other TKI			

	 ☐ Yes	 116.	 Specify other TKI:		

	 ☐ No			  ______________________________
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CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

Report if the recipient has experienced a clinical/hematologic relapse or progression post-HCT. If the relapse or progression was detected 
in a previous reporting period indicate that and continue on.  If the first clinical/hematologic relapse occurred since the date of last report, 
indicate the date it was first detected in this reporting period.

161.	 Did the recipient experience a clinical/hematologic relapse or progression post-HCT?

	 ☐ Yes	

	 ☐ No

156.	 Radiation 	 ☐ Yes	 ☐ No

157.	 Cellular therapy 	 ☐ Yes	 ☐ No

158.	 Blinded randomized trial 	 ☐ Yes	 ☐ No

159.	 Other therapy

	 ☐ Yes	

	 ☐ No

143.	 PD1 inhibitor

	 ☐ Yes

	 ☐ No

148.	 BTK inhibitors

	 ☐ Yes

	 ☐ No

152.	 Chemotherapy

	 ☐ Yes

	 ☐ No

154.	 Other systemic therapy

	 ☐ Yes

	 ☐ No
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149.	 Ibrutinib						     ☐ Yes	 ☐ No

150.	 Other BTK inhibitor		

	 ☐ Yes	 151.	 Specify other BTK inhibitor:

	 ☐ No			  ______________________________

153.	 Specify chemotherapy drugs:_____________________
	

155.	 Specify other systemic therapy:___________________
	

 
 160.	 Specify other therapy:_ ________________________________________________	

 
 162.	 Was the date of clinical/hematologic relapse or progression previously reported?

	 ☐ Yes (only valid >day 100)

	 ☐ No

Relapse or Progression Post-HCT

163.	 Date first seen: __  __  __  __ / __  __ / __  __ 
		  YYYY           MM        DD

 

144.	 Nivolumab						    ☐ Yes	 ☐ No

145.	 Pembrolizumab				    ☐ Yes	 ☐ No

146.	 Other PD1 inhibitor		

	 ☐ Yes	 147.	 Specify other PD1 inhibitor:

	 ☐ No			  ______________________________
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Intervention for relapsed disease, persistent disease, progressive disease, or decreased/loss of chimerism

164.	 Was intervention given for relapsed, persistent or progressive disease, or decreased/loss of chimerism since the date of last report?

	 ☐ Yes	

	 ☐ No
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165.	 Specify reason for which intervention was given: 	
	 ☐ Persistent disease	

	 ☐ Relapsed / progressive disease

	 ☐ Decrease / loss of chimerism

Specify the method(s) of detection for which intervention was given:

166.	 Clinical/hematologic 	 ☐ Yes	 ☐ No

167.	 Radiological (e.g. PET, MRI, CT) 	 ☐ Yes	 ☐ No

168.	 Cytogenetic 	 ☐ Yes	 ☐ No

169.	 Flow cytometry 	 ☐ Yes	 ☐ No

170.	 Disease specific molecular marker 	 ☐ Yes	 ☐ No

171.	 Chimerism testing 	 ☐ Yes	 ☐ No

172.	 Date intervention started: __  __  __  __ / __  __ / __  __ 
		  YYYY           MM        DD

Specify intervention(s):
173.	 Systemic therapy

	 ☐ Yes

	 ☐ No
174.	 Monoclonal antibody (mAb)

	 ☐ Yes

	 ☐ No

184.	 Tyrosine kinase inhibitors (TKI)

	 ☐ Yes

	 ☐ No

175.	 Alemtuzumab (Campath)		  ☐ Yes	 ☐ No

176.	 Bispecific mAb		

	 ☐ Yes	 177.	 Blinatumomab	 ☐ Yes	 ☐ No

	 ☐ No		 178.	 Other bispecific mAb:

				   ☐ Yes 

				   ☐ No

				   179.	Specify other bispecific mAb:

		  __________________________ 	
		

180.	 Gemtuzumab (Mylotarg, anti-CD33)	 ☐ Yes	 ☐ No

181.	 Rituximab (Rituxan, MabThera)	 ☐ Yes	 ☐ No

182.	 Other mAb

	 ☐ Yes	 183.	 Specify other mAb:_______________

	 ☐ No

185.	 Bosutinib						     ☐ Yes	 ☐ No

186.	 Dasatinib (Sprycel)			   ☐ Yes	 ☐ No	

187.	 Imatinib mesylate (Gleevec)		 ☐ Yes	 ☐ No

188.	 Nilotinib (AMN107, Tasignal)		 ☐ Yes	 ☐ No

CIBMTR Confidential Materials



CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

191.	 FLT3 inhibitors

	 ☐ Yes

	 ☐ No

200.	 Hypomethylating agents

	 ☐ Yes

	 ☐ No

205.	 Proteasome inhibitors

	 ☐ Yes

	 ☐ No

211.	 Immune modulating agents

	 ☐ Yes

	 ☐ No

192.	 Gilteritinib						     ☐ Yes	 ☐ No

193.	 Lestaurtinib	 			   ☐ Yes	 ☐ No	

194.	 Midostaurin			   	 ☐ Yes	 ☐ No

195.	 Quizartinib					   	 ☐ Yes	 ☐ No

196.	 Sorafenib					    	 ☐ Yes	 ☐ No

197.	 Sunitinib					    	 ☐ Yes	 ☐ No

198.	 Other FLT3 inhibitor

	 ☐ Yes	 199.	 Specify other FLT3 inhibitor:

	 ☐ No			  ______________________________

201.	 Azacytidine (Vidaza)			  ☐ Yes	 ☐ No

202.	 Decitabine (Dacogen)	 	 ☐ Yes	 ☐ No	

203.	 Other hypomethylating agent

	 ☐ Yes	 204.	 Specify other hypomethylating agent:

	 ☐ No			  ______________________________

206.	 Bortezomib (Velcade)		  ☐ Yes	 ☐ No

207.	 Carfilzomib				   	 ☐ Yes	 ☐ No

208.	 Ixazomib					    	 ☐ Yes	 ☐ No

209.	 Other proteasome inhibitor

	 ☐ Yes	 210.	 Specify other proteasome inhibitor:

	 ☐ No			  ______________________________

212.	 Lenalidomide (Revlimid)		  ☐ Yes	 ☐ No

213.	 Pomalidomide			   	 ☐ Yes	 ☐ No

214.	 Thalidomide (Thalomid)		  ☐ Yes	 ☐ No

215.	 Other immune modulating agent

	 ☐ Yes	 216.	 Specify other immune modulating

	 ☐ No			  agent:_________________________
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189.	 Other TKI

	 ☐ Yes	 190.	 Specify other TKI:________________

	 ☐ No
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CIBMTR Center Number: ___ ___ ___ ___ ___	 CIBMTR Research ID: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___

235.	 What is the current disease status?

	 ☐ Complete remission (CR)	 - Go to question 237

	 ☐ Not in complete remission - Go to question 236

	 ☐ Not evaluated - Go to First Name

CIBMTR Form 2450 revision 4 (page 17 of 18). Last Updated January, 2017.
Copyright (c) 2017 National Marrow Donor Program and
The Medical College of Wisconsin, Inc. All rights reserved.

230.	 Radiation			   ☐ Yes	 ☐ No

231.	 Cellular therapy		  ☐ Yes	 ☐ No

232.	 Blinded randomized trial		  ☐ Yes	 ☐ No

233.	 Other therapy

	 ☐ Yes

	 ☐ No

217.	 PD1 inhibitor

	 ☐ Yes

	 ☐ No

222.	 BTK inhibitors

	 ☐ Yes

	 ☐ No

226.	 Chemotherapy

	 ☐ Yes

	 ☐ No

228.	 Other systemic therapy

	 ☐ Yes

	 ☐ No

218.	 Nivolumab						    ☐ Yes	 ☐ No

219.	 Pembrolizumab			   	 ☐ Yes	 ☐ No

220.	 Other PD1 inhibitor

	 ☐ Yes	 221.	 Specify other PD1 inhibitor:

	 ☐ No			  ______________________________

223.	 Ibrutinib						     ☐ Yes	 ☐ No

224.	 Other BTK inhibitor

	 ☐ Yes	 225.	 Specify other BTK inhibitor:

	 ☐ No			  ______________________________

227.	 Specify chemotherapy drugs:_____________________
	

229.	 Specify other systemic therapy:___________________
	

234.	 Specify other therapy:_______________________________________________
	

236.	 Specify disease status if not in complete remission:

	 ☐ Disease detected	 ☐ No disease detected but incomplete evaluation to establish CR

237.	 Date of most recent disease assessment

	 ☐ Known

	 ☐ Unknown

Current Disease Status 

238.	 Date of most recent disease assessment: __  __  __  __ / __  __ / __  __ 
		  YYYY           MM        DD
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First Name:_ ____________________________________________________

Last Name:______________________________________________________

E-mail address:__________________________________________________

Date: __  __  __  __ / __  __ / __  __
		  YYYY          MM        DD
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