7] ~Persons using assistive technology may not be able to fully access information in this file. For assistance, e-mail biolincc@imsweb.com. Include the Web site and filename in your message.

National Marrow Donor Program®
Recipient Death Information

Registry Use Only

. ence
Numbter:

Date
Received:

3
s
1
y

|

Unrelated Recipient T
TD n~voPiID | - -t
Recipient T T
Last Name: N { ?
Recipient Lecal 1D (optional): I | I
Today's Date: ‘ ’ TC Cede: ||
Month Day Year -
Product type for first transplant. [OJ Marrow [ PBSC  [2 Cord bload
{Form 183) (Ferr £90) (Feorm 390)

i
i

Ta be completed-ir canjunctiar with a 100-Day Follaw-Up Form (Farm 130, 530, 630), Six Month ta Twa Year
Follow-Up Farnt (Farm. 140, 540, 640), or Greater Tharr Twa Year Fallow-Ug Farny (Formr 150, 550, 650).

1. Date of death:

DEATHDT

Meonth Day
2. Was cause of death confirmed by autopsy?
1 [ yes
20ne AUVD S “i
3 O pending

Year

3. Cause of death: (Enter approgpriate cause of death code below. List in order of

dacreasing seventy, i.e., primary cause first. If a code number for “Other, specify

»

is entered, write the cause in the space provided.)

Primary: . Specify:

e L
. Specify:
deauses Ll | peety:
Y jg\,,gxww; . Specify:
2’ . Specify:
DCAUSER : Specity:

4. Signed:

Please print name:

Person compleling lorm

Phone number: { )

Fax number: ( )

E-mail address:

I & copy of this farm to:
The NMDR Registry, Suite 500,

3001 Broadway Street NLE,, Minneapolis, MN §5413
| Retain griginal at the transplant center.

NMDP Form 190, 8§30, 690 vS {1-~1) Decembar 2001
Copyright ® 2001 Nationai Marrew Donor Pragram. All rights reserved.

For intamat usa nniv: Document FO0058 12/21/2001

Reolacas ain

Cause of Death Cades

1.0 Graft rejection or failure

Infection (other than intersulial pneumonia)

2.1 Bacteral

2.2 Fungal

2.3 \iral

2.4 Protozoal

2.5 Organism not identified
2.6 Other, specify

Inmerstitial pneumonia
3.1 Viral, CMV
3.2 Viral, ather
3.3 Pneumccysts
3.4 |diopathic
3.5 Other, specify

40

Adult Respiratory Distress Synaroms

5.0 Acute GVHD

6.0 Chronic GVHD

7.0 Recurrence or persistence of

leukemia/malignancy/MDS

Organ failure (not due to GVHD or infection)

8.1
8.2
8.3
8.4
8.5

Liver

Cardiac (Cardiomyopathy)
Pulmonary

CNS

Renal

8.6 Muitiple organ failure, specity
8.7 Other, specify

9.0 Secongary malignancy

Hemorrhage
10.1 Pulmonary
10.2 intracranial
10.3 Gastrointestinal
10.4 Hemorrnage not specified
10.5 Othar, specify

Vascular
11.1
11.2

Thrombaambalic
Disseminated intravascular
coagulation (DIC)
Gastrointestinal

Thromootic thrombecytopenic
purpura

11.5 Vasczuiar not specified

11.6 Other, specity

11.3
114

12.0 Accidents! desth

13.0 Other, specify




TCD DONOR INFORMATION REQUEST | DONRINFO {

T Cell Depletion Trial

Recipient NMDP ID:

MCC Use Only
TCD Name Code:
Date Revd.:
Center Code:
1. Donorgender ... .. P‘Dza?ﬁsg .. R 1 0 Male 2 [J Female
2. Donorage ......... DI:AC‘Q ............................................. years
N ? pranisak
Bithdate ........ m@ Q?W Ei .............. [0 Not known
M D Y
3.  Donorethnicity .............. D:Eé;j i. . NQC .................... 99 [J Not known
Note: Use NMDP classification code numbers as listed below.
Caucasian/White Asian/Pacific Islander , 18 L} Mexican or Southwestem
1 J Eurcpean or Westem Russia 9 [J Asian Indian USA Hispanic
2 = Middle East or North Coast of 10 ] Filipino 18 South or Central American Hispanic
Africa 11 [J Hawaiian {Polynesian) 200 Hispanic, Otherwise not specified
3 ] White, Otherwise not specified 120 Japanese Native American
130 Korean 21 ] Native AlaskarvEskimo/Aleut
Black _ 1400 Northem Chinese Tribe:
4 i Alrican American . 15{] Southeast Asiar/Southem 22[C American indian
5 _ African Black (both parents Chinese Tribe:
bom in Africa) 16 Asian/Pacific Islander, 230 Native American,

6 g Caribbean Black Otherwise not specified Otherwise not specified

7 J South or Central American Black Hispanic Other

8 _ Black, Otherwise not specified 170 Caribbean Hispanic 240 Other, specity

4.  Donor testing for evidence of prior cytomegalovirus exposure/infection: 'DIC MV —rﬂg T“

1] Positive 2[] Negative 30 Inconclusive 4[] Not Tested

Comments:

Signature TCD Certification No. Date

Vo2, 11/97 : Page 1 of 1



TCD

T Cell Depletion Trial

\ELzaTRLE )

ELIGIBILITY FORM

Recipient NMDP ID: [—_l

| LT L

MCC Use Only
Date Rcevd.:

TCD Name Code: v, DD[;]
Center Code: DDU

Patient Status

1. Dateof bith ......

2. Sex 1 [J Male

. o :
ng, 2 [0 Female — 3. Is the patient pregnant or breastfeeding? ...... ... 7. ... ..

5. Does the patient have

6. Does the patient have

BT (0 0 L0

?ég#fg 1 0 Yes 2[1No

4. Has the patient had a previous autologous or allogeneic bone marrow transplant? .7~ LR

a consenting suitably HLA-matched related donor? . . REIDQHQ .. vOYes 2 0No

a history of Myelodysplastic Syndrome? . . . .. 5%%5@&%5 ...... 1 OYes 20No

7. What is the patient's ‘primary disease?

1+ O Acute -
Myelogenous
Leukemia
(with or
without
history of
MDS)

1
DI SPRTM

l

8. Is the patient in first complete remission (< 5% blasts in marrow) with translocations
1(8;21)?

AMLCR
10 Yes —> 8a. Has the patient failed first line induction therapy?
20 No 10VYes 20 No :
LINDC
Jz Continue with question 25 AM CT

Continue with
question 9

9. Is the patient in first complete remission (< 5% blasts in marrow) with translocations
t(15;17) or 16g abnormality?

“TRANSLOC , R
1 O Yes — 8a. Has the patient failed first line induction therapy?
25 No 10Yes 20No {Q;‘%é,?éé&é«f
Continue  Sb. Does the patient have molecular evidence of disease?
with 1GCYes 20No L T
question AML MOLEC
25 ' Continue with question 25

V03, 07/99

Primary diseases (question 7) are continued on page 2

Page 1 of 4



TCD ELIGIBILITY FORM (Continued) Recipient NMDF |D: [——H—_lm mrjrﬁ] {_‘]

2 [ Acute - o o _
10. s the patient in first complete remission (< 5% blasts in marrow)?

Lymphoblastic o
Leukemia ALLLE ' _
10 Yes — 11. Does patient have hypoploidy as measured H\f@
20 No by flow cytometry? . ...... ... ...... 1 OYes 20No
12. Does the patient have pseudodiploidy
Continue with translocations 1(9;22), t(4;11), %%é{m
with ort(8;14)? ... ... .. 1OYes 20No
guestion , :
25 13. Record the WBC at presentation . ———— :/mm?®
WBC
14. Did the patient achieve a complete remission
after 4 weeks of induction therapy? .... 10O Yes 20No
. . . ALLINDCT
Continue with question 25
3 0 Chronic — ]
Myelogenous 15. Is the patient in blast crisis (>30% promyelocytes iﬁaﬁ sff’ésf
Leukemia plus blasts in their bone marrow)? ................. ... ... 10OYes 20No
Continue with question 25
4 [J Lympho-
blastic - 16. What is the Lymphoblastic Lymphoma staging level?
Lymphoma 10 Stage1 2 Stage 2 30 Stage3 40 Stage 4 LLSTAGE

Continue with question 25

5 [J Unditferentiated Leukemia —> Continue with question 25

6 [J Biphenotypic Leukemia —> Continue with question 25

7 [J Juvenile
CML — _ 17. Are either of the following cytogenetic abnormalities present?
T o Grb7@. 10Yes 20ONo
Infantile monosomy 7 .. ....... 3@ML$NM7 ..... 10OYes 20 No
18. Record leukocytosis with absolute monocytosis 3 QMLL&Z{K e 11 B

TCMLIT MY

19. Are immature myeloid cells present in the peripheral circulation? . 1 0 Yes 2 No

20. Record % marrow blasts . . ............. TC«HL SM BE—’ Lt

Continue with question 25

Primary diseases (question 7) are continued on page 3

V03, 07/99 i Page 2 of 4



'-] | .t
Tco ELIGIBILITY FORM (Continued) Recipient NMDP 1D: H BN IFT I L]

8 [J Myelodysplastic

Syndrome — 21. indicate the patient's disease using the disease definitions in the TCD Protocol,

section 2.2.1. MSDISERS
1 OO Refractory Anemia ‘
2 [0 Refractory Anemia with Ringed Sideroblasts
3 O Refractory Anemia with Excess Blasts
4 [J Refractory Anemia with Excess Blasts in Transformation
5 O Chronic Myelomonocytic Leukemia

Continue with question 25

9 [J Non-Hodgkins
Lymphoma—> 22. Is the patient beyond first complete remission? N"HA’CR ... 10Yes 20INo

NHLPIF 1O0Yes 20No

23. Was the patient a primary induction failure? . . !X 15 I="T. ...

24. Have tumors demonstrated chemosensitivity defined
as 50% reduction in mass size? ............. UL 20 No

25. Has the patient signed the informed consent form? .. ............... CONSE;N I 10Yes 20No

Patient Clinical Status

26. Does the primary disease include active CNS or skin leukemic involvement? . . C«NS ..... T OYes 2[0No
27. Does the patient require additional mediastinal iradiation? . . .. ... .. MEDTAXRT .. .. 10 Yes 20No
28. Does prior irradiation preciude this patient from receiving compléte total body irradiation

dose requirements? .. ... L PEWXE;T 1 OYes 2[JNo
29. What is the patient’'s Karnofsky (Lansky for patients <16 years old) performance status? ?5 . EDD %
30. Does the patient have an uncontrolled viral, bacterial or fungal infection? . . . fw?%&c’r ..10Yes 2[INo
31. Is the patient HIV seropositive? .. ........ .. ... ... ... .. ... .. ... Hﬁ\[?éﬁ ... 10Yes 20No

32. Does the patient have symptomatic cardiac disease?

33. Record the left ventricular ejection fraction at rest CTFKACT DDD Yo

1DYeS"'—) .............

2 [J No
\L 34. Does the ejection fraction improve with exercise? ijPﬂD\jg 1 dYes 2 0No

Continue with question 35

35. Does the patient have any pulmonary disease symptoms?

%%&Oh—{) 36. Record the DLCO (Diffusion capacity) . . . .. DLCO ........... DDD %o

2 O No of predicted (corrected

~L ‘ A for whole blood hemogiobin)
Continue with Continue with question 37

question 37

V03, 07/99 Page 3 of 4



Tco ELIGIBILITY FORM (Continued) Recipient NMDP ID: ﬂﬁﬁ F'H— ”] l*]

37. Provide the most recent values for the following tests:
ULN LLN

for your institution for your :nsmutlon

Serum Creatlmne [:“:] D mg/dL DD D mg/d{[{CN [:]D D mg/dL
seor  SCOT. IO o LI vnis. SCOTULN
Total Serum gerI DD D mg/dL

Bilirubin

38. |s the serum creatinine level < the institution’'s ULN?
1+ O Yes —> Continue with question 40

2 O No —> 39. Record creatinine clearance ........... Q?iﬂi.i%‘ ..... D::”:] ml/min/1.73m?

CRNOEM
40. Record the proposed starting date for conditioning therapy . . . TH’QPY DT [_—"_—I I—”—_] [-]m

Patient HLA Data
41. What are the patient's HLA-A and HLA-B phenotypes determined by serology?

No. of Antigens Provided

HLA-A L pamsnans | | | I | marveanz | o one 2 %Afﬁ o
HLA-B LI Jeammeass, LI Ipemieagz o gone o D@ﬁﬁéwé .
42. What is the patient's HLA-DRB1 genotype determined by high resolution DNA typing?
, PATDN O
HLA-DRB1 LD L parkeans | | |PAmeaAd3 o0 o Twe

/ L I Parseane/ L] parcasy

Unrelated-Donor HLA Data ;
43. What are the unrelated donor's HLA-A and HLA-B phenotypes determined by serology?

No. of Antigens Provided

DNEAND

HLA-A WI—‘WHDN?MAM I’T‘H—W v Az . O0ne 20 Two

HLA-B I ” h ] ]D\Jﬁxﬁ%bﬁrﬁﬁ- l[— IDN‘E%LA‘%21 O One ﬁ:2!\Eg1{?‘3\)\1{3!Q »
44. What is the donor's HLA-DRB1 genotypes determined by high resolution DNA typing?

maomst L pnewtadd [ ][] | , 0 onPRRPNS
/ / | DNERRLADY

———

Comments:

Signature TCD Certification No. Date

V03, 07/99 Page 4 of 4



T IMMUNOPHENOTYPING -
CD GRAFT EVALUATION FORM

T Cell Depletion Trial

Recipient NMDP ID: DDD DDD D
g TCD Name Code: DDD
Date Rcvd.:

Center Code: DDD

MCC Use Only

ASSAYMAT
1 O Non Depleted Graft/Pre Depletion Sample 2 0 T10B9 Depleted 3 0 Rotor-off Fraction 4 0O CD34(+) Addback
’ NUCLEX P
NUCLTOT 1010
1. Record total number of nucleated cells infused or in pre-depletion harvest .. ....... DDD- D X 2010°
2. Record total number of debris-free events acquired ............. DFEVE}JTS . D D D D D
3. Was an anti-CD45 third stain used? aD VSTP
ANCDUSYN: 0 Yes — 4. Type of anti-CD45 stain . . . . .. 1 0 PerCP 2 11 PE-Cy5 9 O Other, specify

2 O No ~L GBQS g N M
\L 5. Record total number of CD45+ events (from question 8-TE{>e 3)..... [:I D D D D

Continue with question 7.

(This represents the number of events in a CD45+ gate set on CD45 fluorescence
versus forward or side scatter.)

7. Record total number of events in the lymphocyte gate ... ...... L\/Mpé fﬁﬁ?i ..... D D D D D

(Based on forward versus side scatter of CD45+ events for 3-color analysis or total
debris-free events for 2-color analysis from the tube used in question 6.)
The number of events in question 7 should approximate the denominator for the quadrant statistics in question 8.

8. Record % of cells per quadrant in the lymphocyte gate (to one decimal place).

FITC Stain PE Stain l Isotype ” FITC+/PE- FITC-/PE+ FITC+/PE+

CGLGLF | G142P |c1c2FP

1 | 1gG1 lgG2

2 | 1gG2 IgG1 CueAF  |GQiaa P |a2cA &P

3 | Anti-CD14 ) Anti-CD34 10 1%2 Z{[jzéé/m 30 GI/GT |

s | anicpasra | anicos |, G455 15 R0t 0 vt CHSCHF |CHsCHP |CYseHe?

5 | Ant-CD8 Anti-CD3 . | , 88@%%%% G2G1ap GGt ||[CEC3F  |Q8C3FP  ([CECR &R

6 | Ant-CD3 Anti-CD16 + LCSLTS CALLSLE | CALCELP |CA6086LFP
Anti-CD56 1 0 G1/G2 2 0 G2/G1 3 O G1/G1

7 | Anti-CD3+CD5 | Anti-CD19 . | %%%%?eztﬁg GGiaoGual JCICA9FE  [23C49C [¢3¢496p

) , i TCrRATS ' . o
8 | Anti-Terys | Anti-CD3 10 G1/G§% oeeisoauat || TCRRE | TCREP |[ToRa &f

. ) TCR
9 | AntiTeraB | Anti-CDS ' | 4 O G1/32%SD G2G1a o GGt [TCRSF TCRSP | Teesee

4 0 G2/G2
l IgG1 - IgG1 4’7 Record optional control, if used. IC.’LC&OCF: I GAGLOCP IC AGLOCHP

V08, 12/97 Page 1 of 3




TCD GRAFT EVALUATION FORM (Continued) . Recipient NMDP ID: DDD DDD D

9. Record % PE-stained cells versus side scatter [using CD45(+) gate only] for 3-color analysis
OR total debris-free events for 2-color analysis:

IgG1 PE (from question 8-Tube 2) . . ........ IQ?‘:‘E}:‘Q c DD-D %
CD34(+) PE fluorescence (from question 8-Tube 3) QSSA@ fjé:” .. DD' D Y%

D3R
10. Record % CD3+ in-infused marrow or in pre-depletion sample (based on question 8-Tube 5) . .. DD- D %

11. For panel using 7-AAD (OPTIONAL): /
ETADRRR
a. Record number of debris-free and 7-AAD-negative events acquired (for Tube 2 below) .. D D D |_—_:| D

¢. Record % of cells per quadrant in the lymphocyte gate (to one decimal place). (Elutriation centers must only
complete Tubes 1-2 and T10B9 centers must complete Tubes 1-3.)

FITC Stain PE Stain l Isotype “ FITC+/PE- FITC-/PE+ | FITC+/PE+

1 | 1gG1 IgG1 GETIATCF |GETATIGP (GETATCH?
1 0G1/G1 2 O OtherGE'7AACI§ CETTAACF |GETAALL |GETAACH
3 | Anti-Ter y8 Anti-CD3 1 [0 G1/G1 2 O Other QfﬁéAlggﬁgm“; GETAATP | LETAATFP

2 | Anti-CD45 Anti-CD3

12. For pre-depletion samples:

Complete the information below for a sample of the LDA pre-depletion assay (i.e., harvested marrow after
Ficoll Hypaque enrichment of the mononuclear cells).

a. Record # of debris-free events gated . ...................... &= &is

b. Record # of lymphocyte events gated .. .......... [ oy AN

c. Complete the mini-panel below. (For 2-color analysis, complete Tubes 1-5. For 3-color analysis, complete

Tubes 1-3.)
~
FITC Stain PE Stain l Isotype H FITC+/PE- | FITC/PE+ | FITC+/PE+
1 | IgG1 1gG1 .
2 | Anti-cD8 Anti-CD3 T o o
Anti-Ter v Anti-CD3 3P0

PDC1MP |PPatl2 PP

4 | 1gG1 IgG2 s
1 0 G1/G1 2 0 G1/G2 PDYS 1S T [ PDHSILOM| PDUSAL MP| P DusA 4 pp

5 | Anti-CD45 Anti-CD14

V08, 12/97 Page 2 of 3



TCD GRAFT EVALUATION FORM (Continued)

Recipient NMDP ID: DDD DDD D

For rotor-off fraction reporting ONLY, complete the following:

13. Record the total number of nucleated cells, %CD3 and %CD34 cells INFUSED for each of the following fractions.
Record 0 for Total Nucleated Cells Infused if no cells from that fraction were infused.

140 Fraction
CD34- Fraction
Other, specify:

Other, specify:

14. Record analyzer's TCD laboratory certification number

Results reviewed by:

Comments:

Total Nucleated
Cells Infused %CD3

Fl4derne F44¢UNIT FALGCD B

0000 2o OO0

FC34CINE FC3YUNIT  pe3yedd

L o CICL

FOT1CTNF 5:9?‘ AUNTT eoraenz

o0 - Ol DD.E]

FOTZUNTT

DDD-D 2 0 10° DD []

Date:

%CD34
FlqpeD R4
.00

FLAYHCDB Y

NI

FOTACD3RY
HESEN

Fotacb3d4

L0

Signature

ves8, 12/97

After the form has been completed and reviewed in the laboratory,
give the form to the TCD Clinic Coordinator for signature
and submission to the Medical Coordinating Center.

TCD Certification No.

Date

Page 3 of 3



[cviD]

TC D ACUTE GVHD WEEKLY ASSESSMENT FORM

T Cell Depletion Trial
Recipient NMDP ID: ml ” I ” ” l m
MCC Use Only TCD Name Code: DDD
Date Revd.:
= Center Code: D ::”_—__J
Assessment Number: DD

1. Dateofstaging ................ ﬁﬂééﬁ?ﬂ ..................... ! ] l l l I ” l
) . M D Y
L
2. Record cyclosporine trough level and dat?. 54 . VL . l ” l ] ng/mL l [ , r—l

D Y
CsALVLDT

3. Record the highest level of organ abnormalities during the assessment period:

Skin 1 [J No rash 2 [ Maculopapular 3 [0 Maculopaputar 4 [J Generalized s [] Generalized ery-
) rash < 25% rash, 25-50% of erythroderma throderma with
ORLGAESK N of body surface body surface bullous formation

and desquamation

Intestinal tract (use mL/day for adult patients and mL/m? for pediatric patients)
o [ No diarrhea

ﬁﬂdﬁ&'r 10 Dlarrhea 2 [J Diarrhea > 500 3 [ Diarrhea > 1000 4 [ Diarrhea 5 [[] Severe abdominal pain
0 mL/day but < 1000 ml/day but < 1500 mL/day > 1500 mL/day with or without ileus,
or or or or stool with frank
< 280 mL/m 280-555 mL/m? 556-833 mL/m® > 833 ml/m? blood or melena
Liver 1 [ Bilirubin 2 [0 Bilirubin 3 [ Bilirubin 4 [ Bilirubin 5 [J Bilirubin
ORLABLYR < 2.0 mg/di 2.0-3.0 mg/d 3.1-6.0 mg/di 6.1-15.0 mg/d > 15.0 mg/d
Upper Gl 1 [ No protracted 2 [ Persistent nausea, vomiting or anorexia

ORG A A 4T  nauseaand vomiting

4. Within this assessment period, or within the subsequent 7- day period, what etiologies contributed to above symptoms?

s

r""‘“-?f(ff QTI‘QSEJ;N Intestmal Traé%?u{:per or !ovvvm {,,, ?7:%;?&\1 Hveﬁm
o [ No symptoms No s,/mp%gs D

5(;&710 5@( tnosxo [J No symptoms o [J %
%4; vhé 0 gvHD 4 EI TPN ., % hdt [J GVHD 4 qu rinf ' B GVHD hvei’ s
>é* )m 2 [ Drug Reaction 5 [J i#ht m gfegz 1 Drug Reaction 5 [J lnf&tw(r]}*5 2 [J brug 8 D VOthg{-VQg
a [J Cond. Regimen s [ OtsT sp&?&r 3 D Cond. Regimen 9 [] Othed' spec?f{ywr a [J cond. egqm 9 [ Other, specity:
S&"CTW Toxicity Toxicity Toxwvtyi vete MA {

5. Record biopsy results pertaining to GVHD for this assessment period:

o
Br?lﬁgﬁ N j (’T\T;tu% ra?t%psg or lower) R fp 55\%? L‘VIz 7

"1 [0 Positive 3 [J Equivocal 1 O Positive 3 [J Equivocal 1 O Positive 3 [J Equivocal
2 [J Negative 4 [J Not Done 2 [ Negative 4 [J Not Done 2 [J Negative . 4 [J Not Done
6. Was primary or secondary treatment for GVHD initiated? ....... ﬁ’XI N ET .......... 1 0 Yes 2[1No
Comments:
Signature TCD Certification No. Date

V01, 07/96 Page 1 of 1



THE RULE OF NINES

Fla 1.1,
The Rule of Nincs



g

HEMATOPOIESIS ASSESSMENT FORM ]me

T Cell Depletion Trial Recipient NMDP ID: ml ”_—] I ” ” l r—]

Date R (IﬁCC Use Only TCD Name Code: [: DD
ki Cénter Code: DDD

ASSESSPD
Assessment Period: 1 [0 Day 28 Post-BMT 2 [0 Day 100 Post-BMT 3 [0 Secondary Graft Failure
1. Did the ﬂent engraft as evidenced by an ANC > 500/mm?® on 3 consecutive days?
EIY% Yes@ 2. Record ANC values and dates: , A
2 0 No J | mme ANCL Aneapr [T O] L
3 [ Previously P S M b v
reported -
! | mme ANCZ Aang2om [ ] L]
—F D Y
L mme ANC3 Anezor L] L] L
A ’ M D Y

Continue with question 3

3. Did the patient have severe neutropenia (ANC < 500/mm?®) without subsequent improvement?

MPNEUT, : ‘
T 1 0 Yes — 4. Record % of marrow cellularity . . . &M@ELL .............. D‘]D%
2 ONo 5. Date marrow obtained .. KMC»%@ L l i l
M D Y
6. Record chimerism assay data for marrow and/or blood.
Date Primary Method Assay Results

Marrow SMORMDT Use codes below.

o0 G0 Do SEEstEen e vees

If Other, specify: 1 [] All host cells , N
M Y 2 O All donor cells BMPACTDNR,

O Marrow chimerism not done 3 [J Host and donor —> % donor

Blood BLOKNMDT

BLOHMMTR RLCNM2eS

If Other, specify: 1 I All host cells

_ LPCTDN
M D Y 2 O All donor celis 8 NR
0O Blood chimerism not done 3 [0 Host and donor —» % donor
Primary method 1 - Standard cytogenetics ‘ 4 - Polymerase chain reaction (PCR)
codes: 2 - Fluorescent in situ hybridization (FISH) 5 - HLA serotyping
3 - Restriction fragment-length polymorphisms (RFLP) 9 - Other

7. Did the patient receive stem cell reinfusion (marrow or peripheral blood) due to inadequate hematopoietic function?

§;§“§*§v§s -—) 8. Record date of infusion . ... ” l l I I [ “ i
2 O No M D Y
Comments:
Signature TCD Certification No. Date

V02, 03/96 Page 1 of 1



| NosPT7AL |

TC D RE-ADMISSION FORM
T Cell Depletion Trial

Recipient NMDP ID: j

MCC Use Only TCD Name Code: D:]D

Date Revd.:

Center Code:

H 0sPDT Date of Re-Admission:

M D Y

1. Dateof Discharge ......... ... ovininannns a$§iE§DT ........ I
M D Y

PATSTAT 1 O Alive 2 [0 Dead

2. Patient status atdischarge . ........ ... ... 0T
If 2-Dead, complete Death Form.

3. Record the primary reason for hospitalization and indicate if the other categories contributed or not.

Record only 1 primary reason.

GVHD ............ ? SN&G VHD. 1 O Primary 2 [0 Contributing 3 [J Non-contributing -
Relapse ........... ‘?‘SN QQ@S ............. 1 O Primary 2 O Contributing 3 O Non-contributing
Graft Failure . ........ RSN VY 5%; ........... 1 O Primary 2 [J Contributing 3 [J Non-contributing
Infection . ............ ,QSN‘ﬁN fz ........... 1 O Primary 2 O Contributing 3 O Non-contributing
Other ............... RSN @?‘}4@ .......... 1 O Primary 2 [ Contributing 3 O3 Non-contributing

Specify: HSPTZXT / RSN OTHHSP

VENTDANS | |

4. Record the number of days on a ventilator during this hospitalization period .. 70070 W T e e

Comments:

Signature TCD Certification No. Date

V01, 01/95 Page 1 of 1



TNFECT

TC D POST-TRANSPLANT INFECTION FORM
T Cell Depletion Trial

Recipient NMDP ID: | : l l Jl | I ]
MCC Use Only TCD Name Code: L

Date Rcvd.: —
Center Code: H ’1

TNFecTDI
1. Starting date of infection episode/visit date confirming an infection-free period. . . . ” ] " J l ” l
M D Y
o DOCINFCT , ,
2. Does this form document an infection episode? ............. 1 0 Yes 2 [0 No —> Sign and submit the form
Continqe with question 3
3. Record all clinically important infections present. Site Organism Severity Scale
BACTNF  BACSLTL ‘
Bacteria 10 Yes — One BACORGL BACSEVL
o BACRTT2 BACDRGZ BACSENZ
If Other, specify: _ LNFTEXT / BACASP s RAC2SP
FNGTNE |63 IT4 ~ ,
Fungal 1 0 Yes — PN One F FNGORA|  |FNasEvL
2 O No FNasETe FIL I eveowsa Jrnaseva
If Other, specify: L™ FTEXT:/ PUNCLS P FUu NG2sSP
NIRITNF g i -
Viral 10 Yes > \Iﬁﬁo,ﬁ%;i I l |4 Vf*’%&?éé[i iésevi
2 O No vEesera[ | % veroraz | |VIRSEVZ

It Other, specify: TIN FTEXT / VIRASPS VIR2EP

Protozoal 1 Yes — P One . l l P ‘ ProOf 1 j PeoseEvA.
2 O No ?Q@%‘;{Z l P Prookcz| | Prosavez.

If Other, specify: INF Tﬁxfi/%?é 18P a ProrsP

OTRINE  OTWHSIT | |
Other 1 O Yes — One 1 | 0) OMHoRey[ |omseve
2 [0 No gﬁﬁﬁfoﬁ @) OTHOZG2Z OTHSEVE.

If Other, specify: LN PTEX Tl/ OTHNAS Pa OIH2 S @

V01, 01/95 Page 1 of 2



Tco

POST-TRANSPLANT INFECTION FORM

Recipient NMDP ID: L__H ” H “ ” Jl l

4. Was the only diagnosis for this episode "Fever of Undetermined Origin*? . ...............1 {JYes

Sign and submit the form

2 [ No

Common Sites of Infection

Commonly Reported Organisms

o1 Biood/Bufty Coat Gentio-Urinary Tract Bacteria
02 Disseminated - Generalized,
isolated at 3 or more distinct sites 24 Kidneys, Renal Pelvis, Ureters, Specific bacteria will not be identitied for
and Bladder infections.
Central Nervous System 25 Prostate
26 Testes Funga! Infections
03 Brain 27 Faliopian Tubes, Uterus, Cervix
04 Spinal Cord 28 Vagina F1 Candida Albicans Fg Asperguillus Niger
05 Meninges and CSF 29 Gentio-Urinary Tract unspecified F2 Candida Krusei F10 Asperguillus, not otherwise
06 Central Nervous System F3 Candida Parasilosis specitied
unspecified Skin Fé Candida Tropicalis F11 Cryptococcus Species
F5 Torulopsis Galbrata (a subspscies Fi12 Fusarium Species
Gastrointestinal Tract 30 Genital Area of Candida) F13 Mucormycosis (Zygomycetes,
31 Cellulitis F6 Candida, not ctherwise specified Rhizopus)
Q7 Lips 32 Herpes Zoster F7 Asperguillus Flavus Fi4 Yeast, not otherwise specified
08 Tongue, Oral Cavity, and Oro- 33 Rash, Pustules, or Abscesses not F8 Asperguitius Fumigatus F1i5 Other Fungus
Pharynx typical of any of the above
08 Esophagus 34 Skin unspecified Virat infections
10 Stomach
" Galibladder and Bilinary Tree (not Other V1 Herpes Simplex (HSV1, HSV2) vio infiuenza (Fiu)
Hepatitis), Pancreas ve Herpes Zoster {Chicken pox, Vit Measles {Rubeola)
12 Small Intestine 35 Central Venous Catheter, not Varicella) Vi2 Mumps
13 targe intastine otherwise specified v3 Cytomegalovirus (CMV) Vi3 Papovavirus
14 Feces/Stool 36 Woundsite or Catheter Tip V4 Adenovirus Vi4 Respiratory Syncytial Virus (RSV)
15 Peritoneum 37 Eyes V5 Enterovirus (Coxsackie, Echo, V15 Rubella {Gemman Measles)
16 Liver 38 Ears Polio) V16 Parainfluenza
17 Gastrointestinal Tract unspecified 38 Joints V6 Hepatitis A (HAV) V17 HHV-6 (Human Herpes Virus)
40 Bone Marrow \'24 Hepatitis B (HBV, Australian vig Epstein-Barr Virus (EBV)
Respiratory Tract 41 Bone Cortex (Osteomyslitis) antigen) vig Polyomavirus
42 Muscle (excluding Cardiac) v8 Hepatitis C {includes non-A and vao Rotavirus
18 Upper Airway and Nasopharynx 43 Cardiac (Endocardium, non-B, HCV) V21 Rhirfovirus {Common Cold)
19 Laryngitis/Larynx Myocardium, Pericardium) A% HIV-1, HITLV-ill vaz Other Viral
20 Lower Respiratory Tract (lung) 44 Lymph Nodes
21 Pleural Cavity, Pleural Fluid 45 Spleen Protozoal (Parasite) Infections
22 Sinuses 46 Other unspecified
23 Respiratory Tract unspecified P1 Pneumocystis (PCP) P5 Amebiasis
P2 Toxoplasma P8 Echinocoocalcyst
P3 Giardia P7 Trichomonas -- either vaginal or
P4 Cryptosporidium gingivitis
PE Other Protozoal {Parasite)
Other Infections
01 Mycobacterium Tuberculosis 04 Mycoplasma
02 Other Mycobacterium 05 Other Organism
03 Legionella 06 No Organism Identified
Severity Scale
1. Mild, no active treatment (e.g., viral syndromes)
2. Moderate, requires outpatient PO antibiotic
3. Severe, requires IV antibiotic or antifungal or hospitalization
4. Life-threatening (e.g., septic shock)
5. Caused or contributed to death
Comments:

Signature

V01, 01/95

TCD Certification No.

Date

Page 2 of 2



TCb

T Cell Depletion Trial

IMMUNOPHENOTYPING -

Recipient NMDP ID:

IMMUNE RECONSTITUTION FORM

MCC Use Only TCD Name Code:
Date Revd.:
Center Code:
| EVALPD N
Evaluation period: 101mon 203mon 306mon 4012mon 5018mon 6 24 mon
1. Dateofblooddraw .......................... .. 6L5@£W§T ........ D
M D Y
NECEK

2. Recordsample WBC ... ... ... ............ .. [N LICQELQT‘ ......... . X 2 10°L
3. Record % of lymphocytesinthesample ............. .. ... ... TRLYM ch: ........ . D %
4. Record total number of events in the lymphocyte gate .. ....... LM ?‘}W Cee D

IN
5. Was a third stain used? o O No % PerCP 2 O PE-Cy5 9 [J Other, specify:

6. Record % of cells per quadrant in the lymphocyte gate (fo one decimal place)and indicate type of data reported.

FITC Stain_| PE Stain Isotype l FITC+/PE- | FITC-/PE+ | FITC+/PE+ |
1 | IgG1 IgG2a 1 Q2P CAFCGZP ||
2 | IgG2a lgG1 G2F a1p a2kaap
3 | Anti-CD45 ANt-CD14 | 1 01 G1/G2S2 1T Gontts O Gt | CHS Cq- cuscad ||
4 | Anti-cDS8 Anti-CD28 | 1 O G1/GZ§§CD2-C;&2§GS1 sOaar | C¥ ¢ C3ez8 |
5 | Anti-Ter ap At-CDS | 1 O av/ass s %%%f% § oaiet | TAB C8P TASCEP ||
6 | Anti-CD4sRa | AnticD4 | 1 O a1/asa %%é%/%?gewm CHSR oy CLUSRCY
7 | Anti-CD16 AntiCDS6 | 1 O Gi/cse g%%%a%?a Oewat | Clé (S6 C16CSG0
8 | Anti-cD57 Anti-CD3 : é] ﬁ;é?za 20) ;%aécg ; Itjsewm o5 034 esmesA |
9 | Anti-CDS5 Anti-CD1S | 1+ O G1/aeS T A 3’SD agr | ¢S CAVA [C8C4SA |
10 | Anti-Ter v Anti-CD3 1 0 G1/G2a 2%%%/@1 § G1/G1 &D 36 oDC3H
. . DRCECIS 4 , i
11 | Anti-HLADR . | Anti-CD3 | 1 [J G1/G2a 2 1] G2a/G1 3 0] G1/G1 DR e3¢ DEC3AC
[12\| anti-cB3 | Ant-cDs | 1 O ci/za » VS GZa/G13 eval | C3D C8R Q3DCE §%
\13 | Anii-cos AN-CDS6 | 1 0 G1/G2a 2 [ BBGT o TT G1/G1 C3 CSLA |L30s0LB
Record optional control, if used. IC \5 iﬁf«&%&
igM 1gG1 Record optional control, if used. " -Zﬁ m(; %Qi% Eﬁﬁﬁle
Question 7 continued on Page 2
V08, 05/00 Page 1 of 2



| ' !

TCD IMMUNE RECONSTITUTION FORM (Continued) Recipient NMDP ID: L ” l [ ” Jm L
7. Record analyzer's TCD laboratory certification number. ... ... ... L AB C @T\ T‘ .....
Results reviewed by: Date:
Comments.

Signature, Lab Technologist ‘ Date

Signature TCD Certification No. Date
V08, 05/00

Page 2 of 2




TCD

T Cell Depletion Trial

ReELapsE
Ll

- RELAPSE FORM

L L

Recipient NMDP ID:

MCC Use Only

Date Revd.:

LI
LI

TCD Name Code:

Center Code:

1.

What is the patient’s primary diagnosis?

1 [0 AML

2 [JALL -

4 [ Lympho-
blastic
Lymphoma

5 [J Undiffer-
entiated
Leukemia

6 [ Biphenotypic -

Leukemia

PATMDX

V02, 07/96

2. Were leukemic blasts documented in the marrow or peripheral blood?

Date Blasts First Observed

HEyE e

% Leukemic Blasts

Marrow 1 [0 Yes — DD D

M D
Eﬁgi_ﬁi\/ 2 O No CBMﬁLSDT
: Biood 1] Yes — I . ” l ” l
£ ’ - Y
PBBLSYN 2 0 no en oda sor
3. Was disease detected at an extramedullary site? MmDISDT
EXTRAM [ ]
1 [] Yes E%g 4. Date disease first detected . . . . . lm l_ r_l
M D Y
2 [0 No 5. Was disease confirmed by pathology? ..... 1 0Yes 20No
Continue with question 6  PAT NEO N =
6. Have host cells reappeared? ,in} H ﬁ?f AC M ETRN
1 1 Yes — 7. Primary method: 1 O Standard cytogenetics 2 O FISH
3 OO RFLP 4 O PCR 5 [0 HLA serotyping
2 O No 9 [] Other, specify:
8 [ No test Continue with question 8
performed

8. Have cytogenetic abnormélities ?eappeared? CYTOKREN A&M@éﬁeﬁ@‘?’
1 [0 Yes — 9. Date abnormalities first observed . l ” ] l ” l l ” l
2 O No . ? ’
3 O N/A

8 I No test performed

Continue with question 28

@ Page 1 of 3



Tco RELAPSE FORM (Continued) Recipient NMDP ID: mﬁ[_l ﬂﬁﬁ D

7 O Juvenile
CML V

3 0CML

V02, 07/96

—

—

L‘Z(AKOVM 1 OYes 20No

10. Does patient have leukocytosis? .. ..... TN M N oL
11. Record absolute monocytes . . .. ASM@N 60‘{ cen I H l [ i

12. Have immature myeloid cells been detected in the peripheral blood?
1 [J Yes — 13. Record dates of two consecutive marrow specimens indicating

2 O No the presence of immature myeloid cells.
IM'GTFEYEL Date of ist specimen ....... ,—”_l r—]m ml——_‘
IMMNSADT M D Y
Date of 2nd specimen . . .. ... [ | - ] l l m
TMM Z’% 25T M D v
Continue with question 28

14. Have immature hematopoietic cells been documented in the peripherai blood’?

1 [J Yes — 15. Date first documented . . .. ... l ” L__”___J
2 O No TMMATNEM I‘MM HQMQT

16. Has myeloid hyperplasia in the bone marrow been documented (in the absence of
infection or growth factor therapy)?

1 [ Yes — 17. Date first documented ....... [ “ ] l ” l ” i

2 0No MVEZ.H}’QQ M P Y

MYE LNYDT
18. Have host cells reappeared?{j,ML{-%@S{‘
1 [0 Yes — 19. Primary method: 1 [ Standard cytogenetics 2 [J FISH
3 O RFLP 4 [0 PCR s O HLA serotyping

2 [0 No g [0 Other, specify:
8 O No test va%é.ﬁfé‘?’}f Continue with question 20
performed

20. Has the 9;22 translocation reappeared? 1 0 Yes - Continue with question 21
THZ772. 20No —> Continue with question 28
3 O N/A — Continue with question 28

21. Record date of cytogenetic analysis dymﬁ?l “ I I " l I ” |
M

22. Record number of metaphases analyzed ...... M ETA .............. [:]D

23. Record number of metaphases exhibiting 9;22 translocation MCT A Tﬁ%ﬁ’ {

Go to question 28 if the number of metaphases analyzed > 10
and > 50% exhibit the 9;22 translocation

24. Record date of second cytogenetic analysis . ....... | ] " I ” J
LYTR2DT ™ D

25. Record number of metaphases exhibiting 9;22 translocation . Mg?& AT N?- DD

Continue with question 28

Page 2 of 3



Recipient NMDP ID: mml_l__] mmﬁ I—}

Tco RELAPSE FORM (Continued)
g OMDS — 26. Have MDS-associated morphologic abnormalities reappeared?
1 0 Yes —> 27. Record dates of two consecutive marrow specimens and % cells
2 [0 No of host origin. DSSADT
D )
M S/Q@NYN Date of 1st specli\r?\en ....... l l l l ” l [ ” l
M D Y
g
% celis host origin HO’S f &%‘f“i ....... DDD %
MDSS 2D
Date of 2nd specimen . . TQ . ” } l ” l r—”—_]
M D Y
% cells host origin . F@iﬁzﬁéﬁiz ..... l ] %
Continue with question 28
28. Have the following therapies been initiated for relapse reversal? DRENEDT '
T ;
Infusion of donor lymphocytes 1 0 Yes —  Date first performed . ..... I l I l " l [ ” l
DNQZ;N PUS 2 [ No M D Y
NTE]
interferon use 1 ] Yes — Date firg;peﬁorﬁ%??’. .. l——“ I l l ! l “ l
TMIEL FER > ONo M D y
SCNDTXD -
Second transplant 1 [J Yes —  Date first performeérx. T . l l l l l '
SCRDTH L. ONo M D Y
N N R NDT [ Ll
Other, specify: OF NE¢.¢) —3 10 Yes —  Date first performed ... ...
' M D Y
2 [0 No
Sighature TCD Certification No. Date
Page 3 of 3

V02, 07/96



TCD SUPPORT MEASURES FORM LSUPOR rJ

T Cell Depletion Trial

(.

Recipient NMDP ID: [ ]
MCC Use Only TCD Name Code:
Date Rcvd.:
Center Code:
TIMEPD

LI
L]

1 [0 Admission to Day 21 post-BMT 2 O Day 22 post-BMT to initial discharge 3 O Initial discharge to 6 mon

Ail data should reflect the support measures used from the start to the end of the assessment period.

1. Start of assessment period .. ...... 0.7 T T T e I l " l l ”
M D

2. End of assessment period ........ L XE T b oo

3. Record the number of days the patient received hyperalimentation . . M Y@Zﬁ L“ ...........

4. Record the number of days the patient re?eived, IV antibiotics (other than ganciclovir and foscarnet)
Include number of days patient received IV antifungal agents. TVANTITR

5. Record the number of units of red blood cells transfused ............. ?? &T}f ..........

6. Did the patient receive a platelet transfusion(s)?

PLTLTTX

10 Yes —
2 ENO 7. Record the number of random donor platelet units . . . . RANQM Nﬂ‘
Ct?v';t%nue 8. Record the number of HLA-matched single donor units MTEHUNIT

Question 10

L]

10. Record the number of outpatient clinic and home care visits .. ....... W; 7; A’?‘é@ ....... l l J
11. Record the number of daysona ventilator . .. ................... VE}JTEAX{ s ...... l
12. Record the number of days in hospital requiring intensive nursing support . f"} gg@ﬂg ..... l l

Signature TCD Certification No. Date

Vo1, 01/95

Page 1 of 1



TCD

T Cell Depletion Trial

TOXICITY FORM

Recipient NMDP ID:

1.  Date of evaluation

MCC Use Only TCD Name Code: I “ I
Date Revd.:
ate Rov Center Code: DDD
[EVALDT L1 L I

2.  Record the highest grade of toxicity diagnosed by the day of evaluation. Use the grading scale on the back of page

2 to determine the grade.

Grade 0 Grade | Grade I
Cardiac o [J No EKG 1 [0 Mild EKG 2 [ Moderate
Tamw abnormality abnormality EKG abnormality
Bladder o [J None 1 [0 Macro. hem. 2 [ Macro. hem.
2d. from 7d. after
‘TC& @L’A D last chemo last chemo
~ Renal o [ None 1 [ Creat. increase 2 [0 Creat. above
Tgﬁ ENL up to 2 x baseline 2 x baseline
Pulmonary o [J None 1 [J See scale 2 [ See scale
TGPULM ,
Hepatic o [J None 1 [J Mild hep. 2 [J Mod. hep.
TGHEPT dysfunction dysfunction
CNS o [0 None 1 O Somnolence 2 [ Somnolence
ch c NS + arousable + confusion
Stomatitis o [J None 1" Pain and/or 2 [ Pain and/or
ulceration, no uiceration with
TG STDM IV narc. drug IV narc. drug
Gl Toxicity o [J None 1 O Watery stools 2 [ Watery stools
A/ >500 mL but >2,000 mL
Ta& zrx <2,000 mL every d. every d.

3. Did the patient have an allergic reaction?

ALLARCT o[ None 1 O Bronchospasm, no
parenteral therapy needed

4. Did the patient have persistent nausea and vomiting?

NAWSEA o None 1 0 Nausea
3 O Vomiting requiring therapy

Vo2, 06/95

Grade {li

3 [ Severe EKG
abnormality

3 [J Hem. cystitis
with frank
blood

3 [0 Dialysis
required

3 [] See scale

3 [ Severe hep.
dystfunction

3 [ Seizures
or coma

3 [ Severe ulcer.
and/or mucositis
- see scale

3 [J Heus require
_nasogastric
suction

2 [ Anaphylaxis

2 [ Transient vomiting
4 [0 Intractable vomiting

Grade IV

4 [J Fatal
toxicity

4 [J Fatal
toxicity
4 [ Fatal

toxicity

4 [ Fatal
toxicity

4 [ Fatal
toxicity

4 [] Fatal
toxicity

4 [] Fatal
toxicity

4 0O Fatal
toxicity

Page 1 of 2



Tco

TOXICITY FORM (Continued)

Recipient NMDP ID: l——“ “ H ” ” H

|

If patient received Methotrexate for GVHD prophylaxis post-transplant, complete question 5.
If no Methotrexate prophylaxis was given, sign and submit the form.

5. Record Methotrexate dosing for GVHD prophylaxis.
Day 1 Day 3 Day 6 Day 11
MeTHDADT | METHOIDT | METUDLDT | METHIADT
Date [ D N U D T O A I TS WO [ FUUU N AU NN N N NN (SOOI T FUVUON SN N SN ESUN [ I USROS RO SO N SR EU
M D Y M D Y M D Y M D Y
MERDLTD METHUDITD METUH DETD METHA4LTD
Total Dose (mg)
| ] j ol ‘mg L { ] ol ng L | ol !mg | | jol lmg
METHDAFD | METUDZIED | METWDE FD | METH 44 FD
Full Dose Given? 1 OYes 20 No 10Yes 2 {:.L] No 1 OYes 20No 10O Yes 20No
Reason(s)
for Reducing/
Withholding Dose
Renal Dysfunction 1 O Yes 2 O No 1iOYes 20No  [[1OYes 20No 1[0 Yes 2 [1No
Mucosal Toxicity 1 OYes 2 [No 1 [JYes 20 No 1 [O0Yes 2[JNo 1 OYes 2[No
Fluid Accumulation |1 [0 Yes 2 [J No 1 [ Yes 2 [0 No 1 O Yes 20 No 1 O Yes 2 [JNo
Liver Dysfunction  |i1 (0 Yes 2 O No OYes 2 No 1 OYes 20No 1 0 Yes 2[0No
Other 1O Yes 2[No O Yes 20No 1O Yes 2 [No 1 OYes 20No
- l =" d
/ Specify: / Specify: / Specify: Specily:
/ /
Comments: . \ X] l\
ot frcocl Koo W R
Mmﬁim ﬁ@ D3F4 neTHRO T | HETLHT
HETELT METHD3FZ METHDGFA | METM 14FA
o D[ METHDBLD [ Memybtd | mizTy 441D
| MeTDdoT | MeTMD3OT METH DLOT L METH 41 0T
Signature TCD Certification No. Date
V02, 06/95 . Page 2 of 2



Cardiac
toxicity

Bladder
toxicity

Renal toxicity

Pulmonary
toxicity

Hepatic
toxicity

CNS toxicity

Stomatitis

GI toxicity

TOXICITY GRADING SCALE

GRADE 1

Mild EKG abnormality, not
requiring medical intervention; or
noted heart enlargement on CXR
with no clinical symptoms

Macroscopic hematuria after 2 d
from last chemotherapy dose with
no subjective symptoms of cystitis
and not caused by infection

Increase in creatinine up to twice
the baseline value (usually the last
recorded before start of
conditioning)

Dyspnea without CXR changes
not caused by infection or
congestive heart failure; or CXR
showing isolated infiltrate or mild
interstitial changes without
symptoms not caused by infection
or congestive heart failure

Mild hepatic dysfunction with 2.0
mg% < bilirubin < 6.0 mg%; or
weight gain > 2.5% and < 5%
form baseline, of noncardiac
origin; or SGOT increase more
than 2-fold but less than 5-fold
from lowest pre-conditioning

Somnolence but the patient is
easily arousable and oriented after
arousal

Pain and/or ulceration not requir-
ing a continuous IV narcotic drug

Watery stools > 500 ml but
< 2,000 ml every d not related to
infection

GRADE 11

Moderate EKG abnormalities
requiring and responding to
medical intervention; or requiring
continuous monitoring without
treatment; or congestive heart
failure responsive to digitals or
diuretics

Macroscopic hematuria after 7 d
from last chemotherapy dose not
caused by infection; or hematuria
after 2 d with subjective
symptoms of cystitis not caused
by infection

Increase in creatinine above twice
baseline but not requiring dialysis

CXR with extensive localized
infiltrate or moderate interstitial
changes combined with dyspnea
and not caused by infection or
CHF, or decrease of PO, (> 10%
from baseline but not requiring
mechanical ventilation or > 50%
O, on mask and not caused by
infection or CHF

Moderate hepatic dysfunction
bilirubin > 6 mg% < 20 mg%, or
SGOT increase > 5-fold from pre-
conditioning; or clinical escites or
image documented escites >
100mL; or weight gain > 5% from
baseline of noncardiac origin

Somnolence with confusion after
arousal; or other new objectives
CNS symptoms with no loss of
consciousness not more easily
explained by other medication,
bleeding, or CNS infection

Pain and/or ulceration requiring a
continuous IV narcotic drug
(morphine drip)

Watery stools > 2,000 ml every d
not related to infection, or
macroscopic hemorrhagic stools
with no affect on cardiovascular
status not caused by infection; or
subileus not related to infection

GRADE I

Severe EKG abnormalities with no
or only partial response to medical
intervention; or heart failure with
no or only minor response to
medical intervention; or decrease
in voltage by more than 50%

Hemorrhagic cystitis with frank
blood, necessitating invasive local
intervention with installation of
sclerosing agents, nephrostomy or
other surgical procedure

Requirement of dialysis

Interstitial changes requiring
mechanical ventilatory support or
> 50% oxygen on mask and not
caused by infection or CHF

Severe hepatic dysfunction with
bilirubin > 20mg%; or hepatic
encephalopathy; or ascites
compromising respiratory function

Seizures or coma not explained
(documented) by other medication,
CNS infection, or bleeding

Severe ulceration and/or mucositis
requiring preventive intubation; or
resulting in documented aspiration
pneumonia with or without
intubation

Ileus requiring nasogastric suction
and/or surgery and not related to
infection; or hemorrhagic
enterocolitis affecting
cardiovascular status and requiring
transfusion

Note: Grade IV regimen-related toxicity is defined as fatal toxicity.
Abbreviations: CXR, chest x-ray, IV, intravenous

Reference: Bearman SI, Appelbaum FR, Bucker CD, Peterson

FB, Fisher LD, Clift RA, Thomas ED. (1988). Regimen-related

toxicity in patients undergoing bone marrow transplantation. Journal of Clinical Oncology 6(10):1562-1568.



TC D HQL BASELINE INTERVIEW
T Cell Depletion Trial

Recipient NMDP ID:

MCC Use Only

TCD Name Code:

Date Rcvd.:

Center Code:

Good Morning/Afternoon/Evening, this is Joan Shepherd calling from The University of Iowa. Is this /name? I am calling to
talk with you about how things have been going for you in the last few weeks. This is the telephone call that /nurse
coordinator told you we would have at this time.

Is this a good time for you? (If no) What might be a better time--later tonight or tomorrow evening?

During this phone call, I'm going to talk with you about how your work, your everyday life around your home, your family, and
your social relationships have been affected by your illness. It is important that you answer each question as best you can.
We're asking these questions of patients all over the country, and your answers will be combined with theirs to give us a picture
of how you are doing as a group. Your answers will be confidential. If you don’t understand any question, please let me know
and I will explain it to you. Also, you will answer some of the questions using the colored sheets of paper that I sent to you.

Do you have those with you now?

As we go through the interview, you will notice that many of the questions are answered with a number. Take out the white
sheet of paper now. Suppose I asked you how much you like chocolate, and you are to answer using the top answer key. Your
answer could be anywhere from 0, which means "not at all," to 4, which means "very much.” What would your answer be?

(Clarify.)

I want to remind you that this is a voluntary study and you have the right to refuse to answer any question or any set of
questions that you choose. We believe, however, that you as well as others will benefit from discussing your problems and
concerns as a transplant patient.

Let’s begin.

How long did it take to complete the interview? hours minutes

Where was the interview conducted?

(1) At the patient’s home

(2) In a hotel or motel

(3) At a Ronald McDonald House
(4) In the hospital
(9) Other, specify:

/ / / /

Transplant Date Today’s Date



TCD: HQL ASSESSMENTS

(# of items) | Baseline 100 6 1 3
Days Months Year Years
Functional Assessment of Cancer Therapy X X X X X
(FACT) (47)
Medical Outcomes Study Short Form 36 X X X
(MOS SF36) (36)
Bush BMT Module 57 X X X X X
Perceived Health Questionnaire X X X X X
(PHQ) “
Occupational Functioning Items 6) X X X X
Sexual Functioning Items (43) X X X X
Centers for Epidemiological Studies of X X X X X
Depression (CES-D) (20)
Bradburn Affect Balance Scale (10) X X X X X
Ladder of Life 3) X X X X X
Social Support Rand Medical Outcomes Study X X
(MOS) (20)
Berkman & Syme Social Network Index X X
(SNI) 4
Cancer Behavior Inventory: Self-efficacy X
(CBI) (14)
Life Orientation Test X
(LOT) (13)
Coping Orientations to Problems | Dispositional X
Encountered (COPE) 30)
Situational X




Methods for Scoring HQL Instruments
Scoring the FACT BMT

The FACT-BMT measures health-related functioning that is specific to the disease and
treatment under study. The general portion of the FACT, the FACT-G, is designed to evaluate
the HQL of patients receiving cancer treatment. It is comprised of five subscales that measure
the following key aspects of HQL: Physical Well-being, Social/family Well-being, Relationship
with Doctor, Emotional Well-being, and Functional (role) Well-being. An additional subscale of
12 items was specifically developed for use in bone marrow transplant patients with disease and
treatment specific questions. The FACT-BMT is the primary endpoint for the TCD HQL
substudy, and is administered with every interview.

The scoring of the FACT BMT was conducted using the FACT Manual Version 4. The TCD
instrument is version 3 of the FACT-BMT, and is scored differently from version 4 in two
respects. First, the Relationship with Doctor domain is scored in version 3 but not in version 4.
Secondly, the sixth item of the Emotional Well-Being domain “I worry that my condition will get
worse” is scored in version 4, but not in version 3. To facilitate comparison with published
norms for version 3 of the FACT-BMT, we have chosen to omit this item from the scoring. We
also omit two of the BMT subscale items “I have concerns about my ability to have children” and
“l regret making the decision to have a bone marrow transplant” as these items were omitted in
the analysis that validated the FACT (McQuellon RP et. al. (1997)).

In contrast to previous analyses of the FACT presented to the DSMB, the scoring of the FACT
in this analysis is restricted to completed interviews, and does not impute missing values for the
FACT. In previous analyses, patients who died before an interview were scored as 0. In
addition, interviews missing for other reasons were scored as 2.5, which is equivalent to scoring
each domain as 0.5. This policy of imputation was in accord with the T cell depletion protocol,
but sometimes obscured the fact that apparent treatment differences in HQL scores are
attributable to differences in morbidity and mortality.

To facilitate analysis of the FACT as an HQL outcome measure, it is desirable to reduce the
dimensionality of the instrument. Several aggregate scores for the FACT-BMT are presented in
the scoring manual and validated in previous studies. The version 3 FACT-G Total adds up 26
items from the five general domains plus 2 items comprising “Relationship with Doctor”. With
the addition of the 10 FACT-BMT Concerns specific to the Bone Marrow Module, the 38 item
FACT-BMT total is obtained. As recommended by Dr. David Cella, we also compute the 24
item FACT-BMT Trial Outcome Index (FACT-TOI), which aggregates the Physical and
Functional Well-Being and the FACT-BMT Concerns domains.

For analysis purposes, we consider the FACT-TOI, and two additional aggregates constructed
by the TCD statistical staff, the FACT-MCS and the FACT-PCS. These latter measures were
motivated by the SF-36 Mental and Physical Component scores. The FACT-MCS is the
aggregate of the Emotional and Social Well-Being domains, and the FACT-PCS is the
aggregate of the Physical and Functional Well-Being domains. Both the FACT-MCS and the
FACT-PCS are rescaled to range from 0 to 100, to make them more comparable to their SF-36
counterparts. The FACT-TOI, which is the aggregate of 24 items scored 0-4, has a raw range
of 0 to 96, is not rescaled.

Scoring the MOS SF-36



The MOS SF-36 measures health concepts that represent basic components of functioning that
underlie health status and well-being irrespective of disease and treatment. The eight
components of the SF-36 are Physical Functioning, Role Physical, Pain Index, General Health
Perceptions, Vitality, Social Functioning, Role Emotional, and Mental Health Index. Each
domain is positively scored indicating that higher scores are associated with positive outcome.
This scale has been widely applied in a variety of outcome studies and is being used in this Trial
as a generic measure of quality of life. The instrument is administered at baseline, and one and
three years post-transplant for all adult patients.

The scoring of the MOS SF-36 was conducted using the software provided with the manual
“Scoring Exercise for the SF-36 — With Test Dataset on Diskette” published by the Medical
Outcomes Trust, Second Edition, August 1994. The version of the MOS SF-36 used by the
TCD is identical in most respects to the published version. However, there are differences in
the way that Question 3 and Question 6 on the published version of the SF-36 are worded as
compared to the TCD instrument. This makes scoring of the TCD instrument challenging.

Question 3 on the published version of the SF-36 is worded “The following items are about
activities that you might do during a typical day. Does your health now limit you in these
activities? If so, how much?” In the TCD version of the instrument, this question was re-worded
as “The following questions are about activities you might do during a typical day. First, I'd like
to know if your physician has asked you not to do any of these activities. Then, I'd like you to
tell me if your health limits you in these activities. That is, does your health limit you a lot, a
little, or not at all?” In scoring the TCD version of the instrument, we have recoded the response
“4 — Limited by doctor” as response “1 — Yes, limited a lot”. This affects very few of the
responses.

Question 6 on the published version of the SF-36 is worded “During the past-week, to what
extent has your physical health or emotional problems interfered with your normal social
activities with family, friends, neighbors, or groups?” with response categories “1 — Not at all, 2 -
Slightly, 3 — Moderately, 4 — Quite a bit, and 5 — Extremely”. On the TCD version of the
instrument, this question is re-worded as “Has your health limited your social activities (like
visiting with friends or close relatives)?” with response categories “1 — All of the time, 2 — Most
of the time, 3 — A good bit of the time, 4 — Some of the time, 5 — A little of the time, and 6 —
None of the time”. In scoring the TCD version of the instrument, we translated social activity
scores of 2, 3, 4, 5 and 6 to scores of 1.8, 2.6, 3.4, 4.2, and 5.0, to rescale them appropriately.

To facilitate analysis of the SF-36 as an HQL outcome measure, it is desirable to reduce the
dimensionality of the instrument. We were guided in constructing summary measures by Ware
JE, Kosinski, M & Keller SD. SF-36 Physical and Mental Health Summary Scales: A User’s
Manual. Boston, MA: The Health Institute, 1994. As described in the manual on page 4:1,
“Scoring of the Physical (PCS) and Mental (MCS) Component Summary measures involve three
steps. First, the eight SF-36 scales are standardized using means and standard deviations from
the general U.S. population. Second, they are aggregated using weights (factor score
coefficients) from the general U.S. population. Finally, aggregate PCS and MCS scores are
standardized using a linear T-score transformation to have a mean of 50 and a standard
deviation of 10, in the general U.S. population.” Software provided in “SF-36 Physical and
Mental Health Summary Scales: A User’s Manual” was used to ensure that all calculations
were performed correctly.

Scoring the LOT



The Life Orientation Test (LOT) is a 13-item measure of dispositional optimism-pessimism that
has been widely used to predict health outcomes, and has demonstrated good reliability and
validity in patient populations. The LOT has four questions worded in a positive direction, e.g.
“In uncertain times, | usually expect the best”, four questions worded in a negative direction, e.g.
“I hardly ever expect things to go my way”, four “filler” questions designed to disguise the
instrument’s intent, e.g. “l enjoy my friends a lot”, and an overall question, “Overall, | expect
more good things to happen to me than bad”. The LOT is administered during the baseline
interview.

Scheier and Carver, in “Optimism, Coping, and Health: Assessment and Implications of
Generalized Outcome Expectancies” (1985), note that the LOT has two major factors, one
composed of items worded in a negative direction, and one composed of items worded in a
positive direction, but conclude “In sum, though there is justification for examining the two
halves of the scale separately, the available data base, (when taken in its entirety) suggests that
it may be most reasonable to treat the scale as unidimensional for most purposes”.

In our analyses, we depart somewhat from this recommendation by aggregating the LOT into
three separate domains, “Optimism”, “Pessimism” and “Overall Expectations”. The Cronbach’s
alpha coefficients of reliability for the Optimism and Pessimism domains are 0.79 and 0.74.
This is comparable to the value of 0.76 reported by Scheier and Carver (1985) for the 8-item
scale when the pessimism items are reversed and added to the optimism items.

Scoring the COPE

The Coping Orientations to Problems Encountered (COPE) Scale assesses an individual’s
characteristic coping style. The COPE measures 15 different coping categories ranging from
problem-focused coping to positive reinterpretation. Prior work suggests that the scale is
psychometrically sound, with factor analyses of the scale yielding 15 factors, one for each
subscale or coping category. The dispositional COPE is administered at the baseline interview
and the situational COPE at one year post-transplant.

The 30-item scale adopted by the TCD trial selects the two highest loading items for each of the
15 factors from the original 60 item COPE scale. Note that the TCD version of the COPE and
Carver’s “Brief COPE” are abbreviated instruments that both evolved in parallel from the full
inventory, but do not contain the same items. The COPE is scored by summing the items in
each sub-scale, without reversing any items.

To facilitate use of the baseline COPE as a predictor of FACT and SF-36 HQL at one year post-
transplant, it is desirable to reduce the dimensionality of the instrument. On his web site
(http://www.psy.miami.edu/faculty/Ccarver/sclCOPE.html), Carver comments that he has no
recommendations for aggregating COPE scores. However, in his paper “Coping with stress,
divergent strategies of optimists and pessimists” (1986) two clusters of coping behavior are
identified. In the first cluster, individuals are problem-focused and seek social support, in the
second, individuals focus on and vent their emotions and disengage from the stressor.

Carver’s observations form the basis for three domains created for the COPE by the TCD
statisticians. These domains are “Palliative Coping”, “Avoidant Coping”, and “Instrumental
Coping”. Each of these three domains aggregates five coping categories, and is comprised of
10 questions. The table below shows the items selected from the original 60-item COPE for the
TCD abbreviated version, and which items contribute to each of the three domains. The internal
reliability of the Palliative, Avoidant, and Instrumental domains at baseline as measured by



Cronbach’s alpha is 0.76, 0.66, and 0.65, respectively. The domains make subsequent
regression analyses that use the baseline COPE as a predictor variable more tractable.

Table 3 - Selection of items and aggregate domains for the TCD COPE

Full 60 tem | TCD Version TCD Domain
Positive reinterpretation & growth 1,29, 38, 59 29, 38 Palliative Coping
Religious coping 7, 18, 48, 60 7,18 Palliative Coping
Humor 8, 20, 36, 50 20, 36 Palliative Coping
Acceptance 13, 21, 44, 54 21, 54 Palliative Coping
Use of emotional social support 11, 23, 34, 52 23, 52 Palliative Coping
Mental disengagement 2,16, 31, 43 31, 43 Avoidant Coping
Focus on and venting of emotions 3,17, 28, 46 3, 28 Avoidant Coping
Denial 6, 27, 40, 57 27, 40 Avoidant Coping
Behavioral disengagement 9, 24, 37, 51 9, 24 Avoidant Coping
Substance use 12, 26, 35, 53 26, 35 Avoidant Coping
Restraint 10, 22, 41, 49 10, 41 Instrumental Coping
Use of instrumental social support 4,14, 30, 45 4, 45 Instrumental Coping
Active coping 5, 25, 47, 58 25, 58 Instrumental Coping
Suppression of competing activities | 15, 33, 42, 55 33, 55 Instrumental Coping
Planning 19, 32, 39, 56 19, 32 Instrumental Coping

Scoring the MOS Social Support

The Rand Medical Outcomes Study (MOS) Social Support Survey measures the patients
perceptions of the amount and types of support and resources made available to them by their
social environment or network. The scale was developed for patients in the Medical Outcomes
Study, a two-year study of chronically ill patients. The scale is based on four separate social
support subscales: “Emotional/Informational Support”, “Tangible Support”, “Affectionate
Support”, and “Positive Social Interaction”. A higher score for an individual scale or for the
overall support index indicates more support. The MOS Social Support Survey was

administered at baseline and at one year post-transplant.

A description of the MOS Social Support Survey and instructions for scoring the MOS Social

Support were found at http://www.rand.org/health/surveys/mos.descrip.html. Scores for each
subscale are obtained by averaging the scores for each item in the subscale. The overall
support index is the average of (1) the scores for all 18 items included in the four subscales, and
(2) the score for the one additional item at the end of the survey. The scores were transformed
to a 0-100 scale. Each subscale has high reliability in the TCD baseline interview data.
Cronbach’s alpha coefficients are 0.93, 0.82, 0.88 and 0.86 for the Emotional/Informational,
Tangible, Affectionate, and Positive Social Interaction subscales, respectively. Cronbach’s

alpha coefficient for all 19 items is 0.95.

Scoring the CBI Self-Efficacy

The Cancer Behavior Inventory, a measure of self-efficacy, has two forms, a 33-item Long form
(CBI-L version 2.0) and a 14-item Brief Form (CBI-B version 2.0). The CBI-L version 2.0
consists of 33 items describing behaviors cancer patients engage in throughout the course of
their iliness. The TCD instrument and the CBI-B are both abbreviated 14-item versions of the




CBI-L, but have different questions. The CBI-L version 2.0 has seven factors, shown below.
The TCD abbreviated instrument selects two questions from each of factors 1, 2, 4 and 6, and
three questions from each of factors 5 and 7. Factor 3 is a new scale introduced in 1999 with
the adoption of version 2.0 of the CBI-L, and is not included in the TCD instrument.

Factor 1: Maintaining activity and independence

Factor 2: Seeking and understanding medical information
Factor 3: Stress management '

Factor 4: Coping with treatment related side effects
Factor 5: Accepting cancer, maintaining a positive attitude
Factor 6: Affective regulation

Factor 7: Seeking social support

Following each item is a scale ranging from one to nine, assessing the confidence the patient
has that he or she can accomplish each item. A total efficacy score is obtained by adding the
scale value of each of the items. While the CBI-L can be scored by factor, Dr. Merluzzi's web-
site (http://www.nd.edu/~tmerluzz/,"Home of the Cancer Behavior Inventory") recommends that
the CBI-B be scored by summing the 14 items. We follow this recommendation for scoring the
TCD abbreviated instrument. The reliability of the TCD abbreviated CBI Self-Efficacy
administered at baseline is measured by Cronbach’s alpha coefficient of 0.86, which is close to
the reported value of 0.85 for the CBI-B.
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FUNCTIONAL ASSESSMENT OF CANCER THERAPY (FACT) (VERSION 3)

I’'m going to read a list of statements that describe situations other people with your iliness have said are important. Please
indicate how true each statement has been for you during the past seven days using the white sheet of paper and the top answer

key--"not at all" to "very much.”
PHYSICAL WELL-BEING

During the past 7 days: Not at
all
1. Thavealackofenergy ............ ... .. ... ... .. 0
2. Thavenausea ............ ...y 0
3. Because of my physical condition, I have trouble meeting the
needs of my family .......... ... ... ... ... ... .. 0
4. Thavepain .......... .. 0
5. I am bothered by side effects of treatment . . .. ......... 0
6. Ingeneral,Ifeelsick ........................ ... 0
7. Tam forced to spend timeinbed ................... 0

8. THINKING ABOUT THOSE LAST 7 QUESTIONS, HOW MUCH WOULD
YOU SAY YOUR PHYSICAL WELL-BEING AFFECTS YOUR QUALITY
OF LIFE (using the second answer key that goes from 0 to 10)?

SOCIAL/FAMILY WELL-BEING

During the past 7 days: : Not at

9. Ifeel distant from my friends . .................... 0
10. I get emotional support from my family .............. 0

111 get support from my friends and neighbors [ 0
12. My family has accepted my illness . . . ............... 0
13. Family communication about my illness is poor . . . ... ... 0
14. I feel close to my partner (or the person who is my main

SUPPOTIL) o vttt i e e 0
15. Have you been sexually active during the past year?

(1) Yes (If yes: 1 am satisfied with my sex life) . ........ 0

(2) No

16. THINKING ABOUT THOSE LAST 7 QUESTIONS, HOW MUCH WOULD
YOU SAY YOUR SOCIAL/FAMILY WELL-BEING AFFECTS YOUR
QUALITY OF LIFE (using the second answer key that goes from 0 to 10)?

A little

bit

bt ik ek ped

Some-

what -

[ SO S

NN NN

Quite Very
a bit much

w
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W W W W w
L S S N N

Circle one number

0123 4567189 10

Not at all

A little

bit

g WHUPS L Y

Some-
what

[SS I S I S R NS I S

Very much
Quite Very
a bit much

3 4

3 4

3 4

3 4

3 4

3 4

3 4

Circle one number

0123 456 789 10

Not at all

Very much
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RELATIONSHIP WITH DOCTOR

The next three questions are about your relationship with your doctor. The doctor I would like you to consider is the doctor you
presently have the most contact with.

During the past 7 days: Not at A little Some- Quite Very
' all bit what a bit much
17. I have confidence in my doctor(s) .................. 0 1 2 3 4
18. My doctor is available to answer my questions . ........ 0 1 2 3 4
19. THINKING ABOUT THOSE LAST 2 QUESTIONS, HOW MUCH WOULD YOU Circle one number
SAY YOUR RELATIONSHIP WITH THE DOCTOR AFFECTS YOUR 0123 456 7 89 10
QUALITY OF LIFE (using the second answer key that goes from 0 to 10)? Not at all Very much

EMOTIONAL WELL-BEING

During the past 7 days: ' , Not at A little Some- Quite Very
all bit what a bit much
20. Ifeelsad ......... .. @i, 0 1 2 3 4
21. I am proud of how I'm coping with my illness ......... 0 1 2 3 4
22. 1 am losing hope in the fight against my illness ......... 0 1 2 3 4
23. Ifeelnervous . ..........coiiiiiiiii 0 1 2 3 4
24. Iworry aboutdying ............ ... ... ... ... ... 0 1 2 3 4
25. 1 worry that my condition will get worse ............. 0 1 2 3 4
26. THINKING ABOUT THOSE LAST 6 QUESTIONS, HOW MUCH WOULD Circle one number
YOU SAY YOUR EMOTIONAL WELL-BEING AFFECTS YOUR QUALITY 0123 456 78 9 10
OF LIFE (using the second answer key that goes from 0 to 10)? Not at all Very much
FUNCTIONAL WELL-BEING
During the past 7 days: Not at A little Some- Quite Very
all bit what a bit much
27. I am able to work (include work in home) ............ 0 1 2 3 4
28. ‘My work (including work in home) is fulfilling ... ... ... 0 1 2 3 4
29. I am able to enjoy life "in the moment” .............. 0 1 2 3 4
30. Thaveaccepted myillness ....................... 0 1 2 3 4
31. Tamsleepingwell . ... ... ... ... ... . ... ... 0 1 2 3 4
32. 1 am enjoying my usual leisure pursuits . ............. 0 1 2 3 4
33. I am content with the quality of my life right now .. ... .. 0 1 2 3 4
34. THINKING ABOUT THOSE LAST 7 QUESTIONS, HOW MUCH WOULD Circle one number

YOU SAY YOUR FUNCTIONAL WELL-BEING AFFECTS YOURQUALITY 0 1 2 3 4 5 6 7 8 9 10
OF LIFE (using the second answer key that goes from 0 to 10)? Not at all Very much
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ADDITIONAL CONCERNS

During the past 7 days:

35.

36.
37.
38.
39.
40.
41.
42.
43,
44.
45.
46.

47. THINKING ABOUT THOSE LAST 12 QUESTIONS, HOW MUCH WOULD
YOU SAY THESE ADDITIONAL CONCERNS AFFECT YOUR QUALITY

1 am concerned about keeping my job (include work at
HOMIE) . ot ot e
I feel distant from other people ... .................
1 worry that the transplant will not work ... ...........
My side effects are worse than I had imagined .........
I have agood appetite .............. ... ........
I like the appearanceof my body .. .................
I am able to get around aroom by myself . . ...........
ITgettiredeasily . ....... . .. it
I am interested in havingsex . .....................
I have concerns about my ability to have children .......
1 have confidence in the transplant nurses . .. ..........
1 regret making the decision to have a bone marrow
transplant . ... ... ...

OF LIFE (using the second answer key that goes from 0 to 10)?

Not at
all

0

O Do OO DO OO0

A little
bit

P bk et ek bk b e peeh eed et et

Not at all

ORI NN NN NN

Some-
what

Quite
a bit

W W WWWWWWwWwWww

3

Very
much
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Circle one number
01 2 3 45 6 7 8 9 10

Very much
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BMT MODULE

For each symptom I'm going to read, Id like you to tell me whether or not you have experienced this symptom during the past
14 days. Then, if you have experienced that symptom during the past 14 days, indicate how severe that symptom was and how
much that symptom interfered with your life during the past 14 days. You’ll need the yellow sheet of paper.

During the past 14 days, have you experienced (if no, code "not at all"):

A. Severity B. Interference
Not A little Quite Very Not Alittle Quite Very
at all bit abit much at all bit a bit much

1. Lossofappetite ................. 1 2 3 4 1 2 3 4
2. Nausea ............ ..., 1 2 3 4 1 2 3 4
3, Vomiting . ............ .. ...... 1 2 3 4 1 2 3 4
4, Chills ...... ... .. . 1 2 3 4 1 2 3 4
5. Diarthea ........... ... ... ... 1 2 3 4 1 2 3 4
6. Constipation ................... 1 2 3 4 1 2 3 4
7. Painful urination ................ 1 2 3 4 1 2 3 4
8.  Skin problems

a. Rashes . ................. ... 1 2 3 4 1 2 3 4

b. Dryness . ................... 1 2 3 4 1 2 3 4

c. Sweating ................... 1 2 3 4 1 2 - 3 4

d. Painful skin ................. 1 -2 3 4 1 2 3 4

e. Skinulcers . .............. ... 1 2 3 4 1 2 3 4

f. Overall ........ ... ... ..... 1 2 3 4 1 2 3 4
9. Hairloss ...................... 1 2 3 4 1 2 3 4
10. Nailloss ........... ... ...... 1 2 3 4 1 2 3 4
11. Eye problems

a. Dryness ............ ... ..... 1 2 3 4 1 2 3 4

b. Grittiness ................... 1 2 3 4 1 2 3 4

c. Burning ............... .. ... 1 2 3 4 1 2 3 4

d. Blurring .. ..... . ... ... ... 1 2 3 4 1 2 3 4

e. Sensitivity to light .. ........ ... 1 2 3 4 1 2 3 4

f. Cataracts . . .................. 1 2 3 4 1 2 3 4

g. Overall ....... R 1 2 3 4 1 2 3 4
12.  Mouth/throat problems

a. Dryness ......... ... ... .... 1 2 3 4 1 2 3 4

b. Soreness ... ................. 1 2 3 4 1 2 3 4

c. Burning ......... e 1 2 3 4 1 2 3 4

d. Overall .................... 1 2 3 4 1 2 3 4
13. Teeth problems (dental caries, etc.) 1 2 3 4 1 2 3 4
14. Abnormal sense of taste for food or

drink ........ ... . 1 4 1 2 3 4
15. Heartburn ..................... 1 2 3 4 1 2 3 4

16. Abdominalpain ................. 1 2 3 4 1 2 3 4
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A. Severity B. Interference
Not A little Quite Very Not A little Quite  Very
at all bit abit much at all bit a bit much
17. Weightloss . ....... ... ... 1 2 3 4 1 2 3 4
18. Sinusitis . .......... ... 1 2 3 4 1 2 3 4
19. Runnynose ..................... 1 3 4 1 2 3 4
20. Breathing problems
a. Coughing .................... 1 2 3 4 1 2 3 4
b. Wheezing . ................... 1 2 3 4 1 2 3 4
c. Bronchitis . . . ................. 1 2 3 4 1 2 3 4
d. Asthma ..................... 1 2 3 4 1 2 3 4
e. Overall ...................... 1 2 3 4 1 2 3 4
21. Painful joints
a. Hipjoints . ................... 1 2 3 4 1 2 3 4
b. Otherjoints .................. 1 2 3 4 1 2 3 4
c. Overall . ........... ... ... .. 1 2 3 4 1 2 3 4
22. Painful muscles .................. 1 2 3 4 1 2 3 4
23. Infections
a. Varicella zoster (VZV) . .......... 1 2 3 4 1 2 3 4
b. Herpes Simplex . . .............. 1 2 3 4 1 2 3 4
c. Cytomegalovirus (CMV) ......... 1 2 3 4 1 2 3 4
d. Pneumonia ................... 1 2 3 4 1 2 3 4
e. Measles ..................... 1 2 3 4 1 2 3 4
f. Chickenpox ................... 1 2 3 4 1 2 3 4
g. Shingles . .............. ... ... 1 2 3 4 1 2 3 4
h. Overall ..................... 1 2 3 4 1 2 3 4
24. Chronic graft-versus-host disease
(GVHD) ... 1 2 3 4 1 2 3 4
25. Minor symptoms or ailments (common
cold, flu, migraine, etc.) ............ 1 2 3 4 1 2 3 4
26. Worried by fear of infection ......... 1 2 3 4 1 2 3 4
27. Worried by thoughts about relapse or
dying . ....... ... . L 1 2 3 4 1 2 3 4
28. Difficulty in maintaining your attention
and train of thought . . ............. 1 2 3 4 1 2 3 4
29. Difficulty in reasoning and thinking
clearly ...... ... ... ... . o, 1 2 3 4 1 2 3 4
30. Difficulty in concentrating on things, like
reading a newspaper or watching
television .......... ... ... . . .. 1 2 3 4 1 2 3 4
31. Have you experienced any other symptoms that I didn’t ask you about?
A. Severity B. Interference
Not  Alittle Quite Very Not A litle Quite Very
at all bit a bit much at all bit abit much
1 2 3 4 1 2 3 4
1 2 3 4 1 2 3 4
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PERCEIVED HEALTH QUESTIONNAIRE (PHQ) and LADDER OF LIFE

The purple sheet has a picture of a health ladder with 10 steps. Suppose that the top of the ladder represents perfect health for
you and the bottom of the ladder represents the worst that your health could be.

I.  On which step would you say your health is right now?

2. On which step would you say the health of the average person your age is?

3. On which step would you say your health was before your illness?

4. On which step would you say your health will be one year from now?

The purple sheet also has a ladder representing the "Ladder of Life." The top of the ladder rcprésents the best possible life for
you. The bottom of the ladder represents the worst possible life for you.

1. On which step of the ladder do you feel you personally stand at the present time?

2. On which step would you say you stood before your illness?

3. Thinking about your future, on which step do you think you will stand about one year from now?

Best possible .
life

Best health for you

10 10

Worst health for
you

Worst possible
life
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SOCIAL SUPPORT RAND MEDICAL OUTCOMES STUDY (MOS)
People sometimes look to other people for companionship, assistance, or other types of support. I'm going to ask you how often
certain kinds of support are available to you. When you answer these questions, think about your current relationships with other

people. You will need the pink sheet to answer these questions. As you see, your answers can be anywhere from "none of the
time" which is a 1 to "all of the time" which is a 5.

In general, how often is there . . .

None A little Some Most All

of the of the of the of the of the
time time time time time

1.  Someone to help you if you were confined to bed ... ... 1 2 3 4
2.  Someone you can count on to listen to you when you need to

17:Y 5 G P 1 2 3 4 5
3.  Someone to give you good advice about a crisis .. ... .. 1 2 3 4 5
4.  Someone to take you to the doctor if you need it .. ... .. 1 2 3 4 5
5. Someone who shows you love and affection ...... D 1 2 3 4 5
6. Someone to have a good time with . ............... 1 2 3 4 5
7. Someone to give you information to help you understand a

SHUALHON . . v it it e e e 1 2 3 4 5
8. Someone to confide in or talk about yourself or your

problems . . . ... e 1 2 3 4 5
9. Someone whohugsyou ........................ N 2 3 4 5
10. Someone to get together with for relaxation .......... T 2 3 4
11. Someone to prepare your meals if you were unable to do it

yourself .. ... ... .. ... 1 2 3 4 5
12. Someone whose advice you really want . ............ 1 2 3 4 5
13. Someone to do things with to help you get your mind off

thINES © o v i et e 1 2 3 4 5
14. Someone to help with daily chores if you were sick ... .. 1 2 3 4 5
15. Someone to share your most private worries and fears with 1 2 3 4
16. Someone to turn to for suggestions about how to deal with a

personal problem . ............ ... . .. L 1 2 3 4 5
17. Someone to do something enjoyable with . ........... 1 2 3 4 5
18. Someone who understands your problems . ........... 1 2 3 4 5
19. Someone to love and make you feel wanted .......... 1 2 3 4 5

I have been asking about support you have been receiving from others. The last question asks about support you give others. In
general, how often is there . . . ,
None A little Some Most All

of the of the of the of the of the
time time time time time

20. Someonetotakecareof ............ ... ... ... ... 1 2 3 4 5
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"BERKMAN & SYME SOCIAL NETWORK INDEX (SNI)

Now, I'm going to ask you some questions about your relationships with your family, friends, co-workers, and so on. We are
interested in how supported you feel by these people.

1. First, about how many close friends do you have? These would be people you feel at ease with and can talk to about what
is on your mind.

#  SNI

2. How many family members or close relatives do you have?

# SNI

3. How many of these friends or relatives do you see at least once a month?

#) SNI

4. Do you belong to any of the following groups?

Yes No

A social or recreational group . .. ................. e 1 2
A labor union, commercial group, or professional organization ............. 1 2
Achurch group . ... ... .. . . e 1 2
A group concerned with children (PTA, Boy Scouts) . ................... 1 2
A group concerned with community betterment, charity, or service .......... 1 2
1 2

A SUPPOIt GIOUP . .. vttt ittt et e e e e e

Any other group (Describe: )

Is there anything you would like to add at this point about your relationships with people and how those were affected by your
illness?
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CANCER BEHAVIOR INVENTORY: SELF-EFFICACY (CBI)

Now I will ask you some questions about things that a person might do when receiving treatment for cancer. We are interested
in your judgment of how confident you are that you can do those things. You will need the blue sheet for these questions. Do

you have that?

I'll read each question. Then, you should tell me how confident you are that you can do that particular behavior. Your answer

can be anywhere from "1," which means that you aren’t at all confident, to "9," which means that you are completely confident. ’

How confident are you about . . .

Not at all Moderately Totally
confident confident confident

Coping with physical changes .....................
Maintaining a positive attitude . . .. ............... ..
Expressing negative feelings about cancer . ............
Keeping busy with activities .. ....................
Maintaining your independence ....................
Seeking consolation .. ....... ... ... Lo
Maintaining asense of humor ... ..................
Actively participating in treatment decisions ... ........
Sharing feelings of concern . .. ....................
Maintaining hope . . . . ... ... ... e
Managing nausea and vomiting . ...................
Seeking support from people and groups outside your family
Expressing personal feelings of anger and hostility . . . . ...
Seeking information about cancer or cancer treatments . . . .
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LIFE ORIENTATION TEST (LOT)

Let’s go now to some questions about how you generally feel. To answer these questions, you'll need the green sheet. Do you
have it? As you can see, you would tell me "0" if you strongly disagree with the item, "1" if you disagree, "2" if you are
neutral, "3" if you agree, and "4" if you strongly agree.

As I ask these questions, try to be as honest as you can because there aren’t any right or wrong answers. Also try not to let your
answer to one question influence how you answer another.

Strongly Strongly
disagree Disagree Neutral Agree agree
1. In uncertain times, I usually expect the best 0 1 2 3 4
2. It'seasyformetorelax .............. 0 1 2 3 4
3. If something can go wrong for me, it will . . 0 1 2 3 4
4. 1 always look on the bright side of things . . 0 1 2 3 4
5. I'm always optimistic about my future .. .. 0 1 2 3 4
6. lenjoymy friendsalot .............. 0 1 2 3 4
7. It's important for me to keep busy . ...... 0 1 2 3 4
8. I hardly ever expect things to go my way . . 0 1 2 3 4
9.  Things never work out the way I want them
10 S 0 1 2 3 4
10. Idon'tgetupsettooeasily ............ 0 1 2 3 4
11. T'm a believer in the idea that "every cloud has
asilverlining” . ......... ... ... ... 0 1 2 3 4
12. I rarely count on good things happening to
141 0 1 2 3 4

13. Overall, I expect more good things to happen
tomethanbad . .................... 0 1 2 3 4
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COPING ORIENTATIONS TO PROBLEMS ENCOUNTERED (COPE)--DISPOSITIONAL

We are interested in how people respond when they confront difficult or stressful problems. There are lots of ways to try to deal
with problems. The next set of questions asks you what you usually do when you encounter difficulties or problems in your life.

Using the tan sheet of paper, tell how much each item I'll read describes your reactions. There are no "right” or "wrong"
answers, so choose the most accurate answer for you--not what you think "most people” would say or do. Indicate what you
usually do when you experience a problem.

A
Don’t A little medium A
at all bit amount lot
1. Igetupset and let my emotionsout ................ 1 2 3 4
2. 1try to get advice from someone about what todo ..... 1 2 3 4
3. IputmytrustinGod ........... ... ... ... ..., .. 1 2 3 4
4. I admit to myself that I can’t deal with it, and quit trying . i 2 3 4
5. I restrain myself from doing anything too quickly ...... 1 2 3 4
6. IseekGod’shelp............. ... ... ... .....: 1 2 3 4
7. Imakeaplanofaction......................... 1 2 3 4
8. Imakejokesaboutit ............... ... ....... 1 2 3 4
9. I accept that this has happened and that it can’t be changed 1 2 3 4
10. Ttry to get emotional support from friends or relatives . . . 1 2 3 4
11. T just give up tryingtoreachmy goal . . ............. 1 2 3 4
12. 1 take additional action to try to get rid of the problem . . . 1 2 3 4
13. I try to lose myself for a while by drinking alcohol or taking
drugs ... 1 2 3 4
14. 1 refuse to believe that it has happened . .. ... ........ 1 2 3 4
15. Tletmy feelingsout ................ ... ... ... .. 1 2 3 4
16. I try to see it in a different light, to make it seem more
POSIIVE . o oottt e e e e e e 1 2 3 4
17. Isleepmorethanusual ..................... . ... 1 2 3 4
18. I try to come up with a strategy about whattodo ...... 1 -2 3 4
19. I focus on dealing with this problem and, if necessary, let
other things slide alittle . ... ..... ... ... ... ... 1 2 3 4
20. I drink alcohol or take drugs, in order to think about it less 1 2 3 4
21. Tkidaroundaboutit........................... 1 2 3 4
22. I look for something good in what is happening ....... 1 2 3 4
23. 1 pretend that it hasn’t really happened . ............. 1 2 3 4
24. I make sure not to make matters worse by acting too soon 1 2 3 4
25. I go to movies or watch TV to think about it less . ... .. 1 2 3 4
26. 1 ask people who have had similar experiences what they )
did ... 1 2 3 4
27. 1 talk to someone abouthow Ifeel ................. 1 2 3 4
28. Tlearntolivewithit .......................... 1 2 3 4
29. 1 put aside other activities in order to concentrate on this . 1 2 3 4
30. 1 do what has to be done, one stepatatime .......... 1 2 3 4

Are there other ways you respond to difficult or stressful situations that you have found helpful?
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COPING ORIENTATIONS TO PROBLEMS ENCOUNTERED (COPE) (SITUATIONAL)

Now, I would like you to think specifically of a difficult or stressful situation you have had to deal with in the past 14 days. Tell
me briefly about that.

Using the tan sheet of paper, tell me how much each item I'll read best describes how you reacted to that situation. Again, there
are no "right” or "wrong" answers, so choose the most accurate answer for you--not what you think "most people” would have
said or done. Indicate what you did when you experienced this particular problem.

A
Don’t A little medium A
at all bit amount lot

1. I got upset and let my emotionsout . ............ L. 1 2 3 4
2. 1 wied to get advice from someone about what todo . ... 1 2 3 4
3. IputmytrustinGod ........ ... ... .. ... .... 1 2 3 4
4. I admitted to myself that I couldn’t deal with it, and quit

YING . H 2 3 4
5. Irestrained myself from doing anything too quickly ... .. 1 2 3 4
6. IsoughtGod'shelp ............. .. ... ......... 1 2 3 4
7. Imadeaplanofaction......................... 1 2 3 4
8  Imadejokesaboutit ................ ... ... ..... 1 2 3 4
9. 1 accepted that this has happened and couldn’t be changed 1 2 3 4
10. I tried to get emotional support from friends or relatives . . 1 2 3 4
11. T just gave up trying to reach my goal ......... e 1 2 3 4
12. 1 took additional action to try to get rid of the problem 1 2 3 4
13. 1 tried to lose myself for a while by drinking alcohol or

taking drugs . ... ... ... 2 3 4
14. I refused to believe that it had happened . . .. ... ... ... 1 2 3 4
15, lletmyfeelingsout ... ... ... ... ... ........... 1 2 '3 4
16. I tried to see it in a different light, to make it seem more

POSHIVE . . . e 1 2 3 4
17. Isleptmorethanusual ......................... 1 2 3 4
18. 1 tried to come up with a strategy about whattodo .. ... 1 2 3 4
19. I focused on dealing with the problem and, when necessary,

let other things slide alittle . . .................... 1 2 3 4
20. 1 drank alcohol or took drugs, in order to think about it less 1 2 3 4
21. 1kidded around aboutit ........................ 1 2 3 4
22. Ilocked for something good in what was happening 1 2 3 4
23. 1 pretended that it hadn’t really happened ............ 1 2 3 4
24. I made sure not to make matters worse by acting too soon 1 2 3 4
25. I went to movies or watched TV to think about it less . .. 1 2 3 4
26. I asked people who had had similar experiences what they

did ................. E R 1 2 3 4
27. T talked to someone about how Ifelt ........ I 1 2 3 4
28, Ilearnedtolivewithit ......................... 1 2 3 4
29. I put aside other activities in order to concentrate on it . . . 1 2 3 4
30. I did what had to be done, one stepatatime ......... 1 2 3 4

Are there other ways you responded to that situation that you found helpful?
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OCCUPATIONAL FUNCTIONING ITEMS
The next set of questions has to do with your working at a job or in the home.
1. Which of the following best describes your current job status?

1 = Employed outside the home, full-time 6 = Temporarily disabled

2 = Employed outside the home, part-time 7 = Permanently disabled
3 = Homemaker 8 = Student

4 = Retired 9 = Other (e.g., volunteer)
5 = Unemployed, looking for work

2. What kind of work do you do at the present time? (Include work done in the home.)

3. At the present time, how many hours do you work each week for which you are paid? How many for which you are not
paid?

paid hours unpaid hours
4.  Have you attempted to work/go to school but found that you weren’t able to?
(1) Yes (2) No

(If yes) What prevents you from working/going to school at the present time?

5. Is your work/school work as important to you now as it was before your diagnosis? (Explore.)

(1) More important
(2) About the same importance
(3) Less important

6. Have you changed your goals concerning your work/education as a result of your diagnosis? (Explore.)

(1) My goals haven’t changed

(2) My goals have changed slightly
(3) My goals have changed quite a bit
(4) My goals have changed completely
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CENTERS FOR EPIDEMIOLOGICAL STUDIES OF DEPRESSION (CES-D)

Now, I am going to ask you some questions about things that may have happened to you during the past week. It’s important to
remember that you think about the past week only when you answer these questions. To answer these questions, you'll need the
red sheet of paper. As you can see, for each question, you can answer that this was true for you less than one day, for 1 to 2

days, for 3 to 4 days, or for 5 to 7 days.

During the past week . . .

Less

than 1to2 3t04 S5t7

1 day days days days
1. I was bothered by things that usually don’t bother me . ... 0 1 2 3
2. 1 did not feel like eating; my appetite was poor . ........ 0 1 2 3
3. I felt that I could not shake off the blues even with help from

my familyorfriends . . .. ......... .. .. ... ... 0 1 2 3

4. 1 felt that I was just as good as other people ...... L 0 1 2 3
5. I had trouble keeping my mind on what I was doing ... .. 0 1 2 3
6. Ifeltdepressed (blueordown) .................... 0 1 2 3
7. Ifelt that everything I did was aneffort .............. 0 1 2 3
8 I felt hopeful about the future .. ................... 0 1 2 3
9. Ithought my life had been a failure .. ............... 0 1 2 3
10. Ifeltfearful ......... ... .. ... . . . ... .. .. . ..., 0 1 2 - 3
11. My sleep wasrestless . ............ e e 0 1 2 3
12 Iwashappy .............. . ... .. ... ... ... ... 0 1 2 3
13. Italkedlessthanusual .......................... 0 1 2 3
14, Ifeltlonely ........... .. . . . 0 1 2 3
15. People were unfriendly .. ........................ 0 1 2 3
16. Tenjoyedlife.......... ... ... . ... ... ... ... ... 0 1 2 3
17. Thadcryingspells ........ .. ... ... ... ... ...... 0 1 2 3
18, Ifeltsad ........... I T 0 1 2 3
19. I felt that people dislikedme .. .................... 0 1 2 3
20. 1 could not "get going” . ....... R 0 1 2 3
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BRADBURN AFFECT BALANCE SCALE

For the next questions that ask about your experiences of the past few weeks, please answer "no,” "sometimes,” or "often.”

During the past few weeks, have you ever felt . . .

No Sometimes Often
1. Particularly excited or interested in something . ... .............. 1 2 3
2. So restless that you couldn’t sit still long inachair .............. 1 2 3
3.  Proud because someone complimented you on something you had done 1 2 3
4. Very lonely or remote from otherpeople ..................... 1 2 3
5.  Pleased about having accomplished something . . .. .............. 1 2 3
6. Bored ...... ... 1 2 3
7. Ontopoftheworld ........... e 1 2 3
8. Depressed or very unhappy .................. .. ... L 1 2 3
9.  That things were going YOUr Way . .. ... .....oouunnnnennnn.. 1 2 3
10. Upset because someone criticized you ....................... 1 2 3
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SEXUAL FUNCTIONING ITEMS
Sometimes the diagnosis and treatment of cancer can affect a person’s sexual activity or feelings of sexual attractiveness to
others. While I know the following questions are personal, it’s important to know how cancer and cancer treatments can affect
this part of your life. We appreciate your answering these questions as best as you can. You’ll need the orange sheet of paper.
1.  Has your doctor told you not to engage in sexual intercourse?

(1) Yes (go to question 5, next page)

(2) No (go to remaining questions)
2. Have you been sexually active in the past six months?

(1) Yes

(2) No (go to question 4, next page)
3. Have you been sexually active in the past four weeks?

(1) Yes (go to remaining questions)

(2) No (go to question 4, next page)

How much has each of the following been a problem to you over the past 4 weeks?

For males: Not a A little A definite A serious

problem problem problem problem
Lack of sexual interest .. ............... .. .. .. ...... 1 2 3 4
Difficulty in achieving/keeping an erection ................ 1 2 3 4
Premature ejaculation .. ........ ... ... . . L. 1 2 3 4
Difficulty in having an o) ¢~ 1 1 ¢ K 1 2 3 4
The appearance of my body ................ ... ....... 1 2 3 4
Seeing myself as sexually attractive .. ................... 1 2 3 4
For females: ' Not a A little A definite A serious

problem problem problem problem
Lack of sexual interest . ............. ... ..., 1 2 3 4
Vaginaldryness . ........ ..., 1 2 3 4
Painful intercourse . ......... ... .. . ... ... 1 2 3 4
Difficulty having anorgasm .......................... 1 2 3 4
The appearanceof my body .......................... 1 2 3 4
Seeing myself as sexually attractive ... .................. 1 2 3 4
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4.

Have any of the fcllowing been a reason for your not being sexually active in the past month? (Skip this question if
answered yes to question 3.) '
Yes No N/A
NOPaner ... ...ttt e 1 2 3
NO OPPOFTURILY . . . v vt e et e e e e 1 2 3
Lack of sexual interest .. ......... ... ... ... i, 1 2 3
The appearance of my body . ................. ... ... 1 2 3
Seeing myself as sexually attractive .. .................. 1 2 3
M - Problems in achieving/keeping an erection ............ 1 2 3
M - Problems in having an orgasm ......... o 1 2 3
M - Premature ejaculation . .. ............ i 1 2 3
F-Vaginaldryness .......... ... ... 1 2 3
F - Painful intercourse .. ...........couuuiivnnnnnnan 1 2 3
F - Difficulty havinganorgasm . ... ................... 1 2 3
Even though your doctor asked you not to engage in sexual intercourse, have any of the following been a problem for you
over the past four weeks? (Skip this question if answered no to question 1.)
Yes No N/A
Lack of sexual interest .. ............. ... ... .. ..... 1 2 3
The appearance of my body . .............. .. ... .... 1 2 3

Seeing myself as sexually attractive . ................... 1 2 3
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6. For females: Have you experienced any of the following symptoms?
Yes No
Hotflashes ... ... ... i i i 1 2
Difficuity with bladder control when laughing orcrying . ............. 1 2
Difficulty with bladder control at other times . .................... 1 2
Wakingup atnight ... ... ... .. ... . . e 1 2
Difficulty falling asleep ......... ... ... ... .. i 1 2
Heavy menstrual flow . ....... ... ... ... .. ... .. . L 1 2
Vaginal discharge . ........... ... ... . i 1 2
Vaginal bleeding orspotting . .............. .. .. ... i 2
Genital itchingfirritation . ............ ... ... . . . . oL 1 2
Vaginal dryness . .. .. ... .. ... 1 2
Pain with intercourse . .. ...... ... ittt e 1 2
Jointpains ... ... ... e 1 2
Night sweats . .. ... . i s 1 2
Coldsweats .. .......... . it 1 2
Difficulty concentrating ... ........... ...ttt i 1 2
Immitability ... ...... .. . e 1 2
Difficulty dealing with the idea of menopause . . .. ................. 1 2
Wondering if my menopause is different than a "regular" menopause . . . . . 1 2
What was the date of your last menstrual period? / / Don’t know
7. For females: Have you ever taken hormone replacement therapy (in other words, have you taken estrogen in any form
other than birth control pills?
(1) Yes (go to question 8)
(2) No (go to question 9)
8. If yes, which of the following best describes your situation?
(1) I took hormone replacement therapy up until my diagnosis and then stopped, and I have not started again.
(2) I took hormone replacement therapy much before my diagnosis and was not taking it at that time, and I have not
started again.
(3) I began taking hormone replacement therapy after my diagnosis and am currently taking it.
(4) T began taking hormone replacement therapy after my diagnosis, but I am not currently taking it.
9. Excluding fertility issues, has your health care provider discussed the effect of your transplant on sexual activity or
functioning?
(1) Yes (2) No
10. (For all respondents:) Is there any other problem you’ve had in this area that I didn’t ask you about?
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MEDICAL OUTCOMES STUDY SHORT FORM 36 (MOS SF36)

In this section, I'm going to ask for your views about your health. This information will help us keep track of how you feel and
how well you are able to do your usual activities.

1. In general, would you say your health is:

(1) Excellent
(2) Very good
(3) Good

(4) Fair

(5) Poor

2. Compared to 1 year ago, how would you rate your health in general now?

(1) Much better than 1 year ago

(2) Somewhat better now than 1 year ago
(3) About the same

(4) Somewhat worse now than 1 year ago
(5) Much worse than 1 year ago

3. The following questions are about activities you might do during a typical day. First, I'd like to know if your physician has
asked you not to do any of these activities. Then, I'd like you to tell me if your health limits you in these activities That
is, does your health limit you a lot, a little, or not at all?

Yes, Yes, No, not Limited
limited limited limited by
a lot a little at all doctor
Vigorous activities, such as running, lifting heavy objects, participating in
SIIENUOUS SPOTES . . o ¢ vt ot e i et et e it e et e et et e 1 2 3 4
Moderate activities, such as moving a table, pushing a vacuum cleaner,
bowling, or playing golf . ...... ... .. ... . ... .. L 1 2 3 4
Lifting or carrying groCeries ... ... ... ...uuiiivnnnnunnannnan 1 2 3 4
Climbing several flightsof stairs . ... ........................... 1 2 3 4
Climbing one flightof stairs . .. ... ... ... ...... ... ......... 1 2 3 4
Bending, kneeling, or stooping . .. ..... . ... ... . . . . ... 1 2 3 4
Walkingmore than I mile ............ ... ........ . ........ ... 1 2 3 4
Walking several blocks . .. ... ... ... ... .. 1 2 3 4
Walking 1 block ........ e 1 2 3 4
Bathing or dressing yourself .. ........ .. ..... ... ... ... ... .... 1 2 3 4

4. During the past four weeks, have you had any of the following problems with your work or other regular daily activities as
a result of your physical health?

Yes No
Cut down the amount of time you spent on work or other activities . . ........ 1 2
Accomplished less than you wouldlike .. ........................... 1 2
Were limited in the kind of work or other activities ... ........... I 1 2
Had difficulty performing the work or other activities (for example, it took extra 1 2

effort) . . .,
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5. During the past four weeks, have you had any of the following problems with your work or other regular daily activities as
a result of any emotional problems (such as feeling depressed or anxious)?

Yes No
Cut down the amount of time you spent on work or other activities . ......... 1 2
Accomplished less than you would like . ............................ 1 2
Didn’t do work or other activities as carefully asusual . ......... ... ..... 1 2.

6.  During the past 4 weeks, to what extent have your physical, health, or emotional problems interfered with your rormal
social activities with family, friends, neighbors, or groups?

(0) Not at all (1) Slightly (2) Moderately (3) Quite a bit (4) Extremely

7. How much bedily pain have you had during the past 4 weeks?

(0) None (1) Very mild  (2) Mild (3) Moderate (4) Severe (5) Very severe

8. During the past 4 weeks, how much did pain interfere with your normal work (including both work outside the home and
housework)?
(0) Not at all (1) Slightly (2) Moderately (3) Quite a bit  (4) Extremely

9. These questions are about how you feel and how things have been with you during the past 4 weeks. For each question,
please give the answer that comes closest to the way you have been feeling. Use the first answer key on the gray sheet of

paper.
All Most A good Some A little "~ None
of the of the bit of of the of the of the
time time the time time time time
Did you feel full of pep ......... 1 2 3 4 5 6
Have you been a very nervous person 1 2 3 4 5 6
Have you felt so down in the dumps
nothing could cheer youup . ... ... 1 2 3 4 5 6
Have you felt calm and peaceful . .. 1 2 3 4 5 6
Did you have a lot of energy . . . ... 1 2. 3 4 5 6
Have you felt downhearted and blue 1 2 3 4 5 6
Did you feel wornout .......... 1 2 3 4 5 6
Have you been a happy person . ... 1 2 3 4 5 6
Did you feel tired ............. 1 2 3 4 5 6
Has your health limited your social
activities (like visiting with friends or
close relatives) ............... 1 2 3 4 5 6

10.  Please choose the answer that best describes how true or false each of the following statements is for you. Use the second
answer key on the gray sheet.

Definitely Mostly Not Mostly Definitely
true true sure false false
I seem to get sick a little easier than other people 1 2 3 4 5
I am as healthy as anybody I know .......... 1 2 3 4 5
I expect my health to get worse . . ... ........ 1 2 3 4 5
My healthis excellent ................... 1 2 3 4 5



TCD HQL BASELINE V02, 04/95 Page 21 Recipient NMDP ID:

DEMOGRAPHIC INFORMATION

This last set of questions will provide us with information about you, your background, and your family. Remember, all your
answers will be kept strictly confidential.

1. What is your current marital status?

1 = single 4 = separated
2 = married 5 = divorced
3 = cohabiting 6 = widowed

2. Do you have any living children? (If yes) How many?

What are their ages?

3. What is the total annual income in your household from all sources (before taxes)?

1 = less than $10,000 5 = $50,000 - $69,999
2 = $10,000 - $19,999 6 = $70,000- $99,999
3 = $20,000 - $29,999 7 = $100,000 or more

4 = $30,000 - $49,999

4.  How many years of education have you completed?

1 = do not have high school degree 5 = have attended/currently attending a 4-year ccllege

2 = high school graduate or GED 6 = 4-year college degree

3 = have attended/currently attending a 2-year 7 = have completed/currently pursuing some graduate work
college or trade school 8 = Master’s degree '

4 = 2-year college degree or trade degree 9 = Doctorate

5. What is your primary source of your health insurance?

1 = Present employment 5 = Veterans Administration
2 = Previous employment 6 = Self-pay

3 = Medicare 7 = None

4 = Medicaid 8 = Other

6.  Approximately what part of your medical expenses over the past year were covered by health insurance?
1 = All (or almost all) 4 = Between one-fourth and one-half
2 = More than three-fourths but less than all 5 = Less than one-fourth
3 = Between one half and three-fourths

7. Are you currently receiving any financial support for disability? 1 = Yes 2 = No
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That’s all the questions we’re going to ask you today. We appreciate ybur assistance with this study to help us Better understand
the feelings and concerns of individuals who are about to undergo transplant.

At this time, I'd like to remind you that I will be calling you again in approximately three months to see how you are doing and
to ask you a much shorter set of questions. Do you have any questions for me right now? Is there anything you want to add that
you think would be important for us to know?

I have one more request before we hang up. It's important that I get the names of two people who do not live with you, who
can tell me how to locate you if I can’t catch you by telephone. Are there two people who you would feel comfortable with me
calling in case I have trouble locating you for the next interview? Would you give me their names?

Name:

Address:

Phone:

Name:

Address:

Phone:

Thank you again fof your help.
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National Marrc.y _D::nor Program® Unrelated / 23 - Recipient , . l O
kecipient Baseline and NMDP ID: R
Transplant Data - Recipient J ,
JCCORE | Last Name: |

Recipient Local 1D (optional):

Registry Use Only

. ' : TC Code:
Sequence N ! 51’& A 3" Today's Date
Number: Month Day Year
Date of Transpiant for which this form
Date AMTX[3T | is being completed: - o =
Received: Product type: [J Marrow 0O PBSC [JCord blood
{(Form 120)  (Form520)  (Form 620)

Research blood samples should be collected before initiation of preparative regimen and sent to Blood Centers

of the Pacific, Irwin Center. See Transplant Center Manual of Operations for instructions.

1. Recipient name: :
(please print) Reg Use Only

2. a State of residence of recipient (for residents of USA). STATE

b. Zip or postal code for place of recipient's residence (USA recipients only): Z//—”?
¢. Country if non-resident of USA: __(CQUNTRY

3. Does the recipient have a U.S. Social Seéurity Number (or Canadian Social insurance Number)? = SNY N

10 yes —= | 4. Social Security Number/Social insurance Number: l l l l l l

.Ono—>| 5 Whynot? SSN LEAS
10 Not U.S. (or Canadian) citizen

20 Less than 5 years old

30 Other, specify:

-

6. Sex 10 Male 201 Female Y SEX,

RACE T
7. Race: If the recipient's parents are from two separate of the following groups, check both. i;?*fi‘i e
Caucasian/White Asian/Pacific Islander 18 [J Mexican American or Chicano
1+ [0 North American or European s [0 South Asian 19 [J South or Central American
2 [ Middie East or North Coast of 10 [J Filipino (Pilipino) 20 [J Hispanic, Otherwise not specified -
Africa , 11 [J Hawaiian or Pacific Islander  Native American
3 [0 White, Otherwise not specified 12 [J Japanese 21 [J Alaskan Native or Aleut
13 O Korean Tribe:
Black 14 O Chinese ‘ 22 13 American Indian
& [J African American 15 [J Southeast Asian Tribe:
5 [ African (both parents born in Africa) 16 O Asian/Pacific Isiander, 23 [0 Native American,
6 [ Caribbean Otherwise not specified Otherwise not specified
7 [J South or Central American Hispanic Other
8 [ Black, Otherwise not specified 17 0 Puerto Rican or Caribbean 24 [J Other, specify:
H . - I W i
\ 8. Date of birth: m,i i ;? g %'f&' {
N Month Day Year

E Mail this form to:
The NMDP Registry
Suite 500

3433 Broadway Street N-E.
Minneapolis, MN 55413 -
~Retaimacopy at the transplant center.

NMDP Form 120, 520, 620 V7 (1-13) November 1998
Copyright © 1998 National Marrow Donor Program. Al rights reserved.




Recipient :
NIDP ID: |

Recipient
Last Name:

v'gat was the Primary Disease for which transplant was performed?

10 Acute
myelogenous
leukemia
{AML)

Y

AMUTYPE

20 Acute
lymphobilastic
" leukemia
(ALL)

Y

1 0 M1, myeloblastic

2 [0 M2, myelocytic

3 [J M3, promyelocytic
(APML, APL)

4 [0 M4, myelomonocytic
(AMML)

5 [J M5, monocytic (AMMOL)

6 O M6, erythrobiastic (AEL)

7 [J M7, megakaryoblastic

8 [J Granulocytic sarcoma

9 O Other, specify

10 O Unknown

Please Complete

Form 120 - Insert |

ALLTYPE

3 [0 Chronic
myelogenous
leukemia

1 0 Mature B-cell (L3)

2 0 T-cell :
3 OO Null cell (early pre-B)
4 [J cALLa (includes pre-B)
5 [J Other, specify

8 [J Unknown

Please Complete
, Form 120 — Insert Il

OMLTYPE

1+ O Ph'+; BCR/ABL+

2 0 Ph'+; BCR/ABL-

3 [ Ph'+; BCR/ABL unknown
4 [J Ph~; BCR/ABL+

5 00 Ph'-; BCR/ABL~

s OO Ph'-; BCR/ABL unknown
7 O Ph' unknown; BCR/ABL+
8 O Ph' unknown; BCR/ABL-
g [J Ph' unknown; BCR/ABL

unknown

Please Complete
Form 120 — Insert lli

NMDP Form 120, 520, 620 V7 (2-13) November 1998
Copyright © 1998 National Marrow Donor Program. All rights reserved.

XDisii M

4 [0 Other
leukemia

OTLUTYPE

MYETY P
5 0 Myelodysplastic/
myeloproliferative
disorders
{Please classify
all preleukemias)

(if recipient has
transformed to
AML, indicate AML
as the primary
disease)

1 [0 Acute undifferentiated
leukemia

2 O Biphenotypic, bilineage or
hybrid leukemia

3 O Acute mast cell leukemia

4 [ Chronic lymphocytic
leukemia (CLL)

5 [ Hairy cell leukemia

6 [J Juvenile CML
{no evidence of
Philadeiphia chromosome
or BCR/ABL)

7 O Prolymphocytic leukemia
(PLL)

8 O Other, specify

9 [J Unknown

Please Complete
Form 120 — insert |V

1 [0 Refractory anemia (RA)

2 O Refractory anemia with
excess blasts (RAEB)

3 [J Refractory anemia with
excess blasts in
transformation (RAEBT)

4 [J Chronic myelomonocytic
leukemia (CMML)

5 [J Acquired idiopathic
sideroblastic anemia
(RARS)

6 [1 Paroxysmal noctumal
hemoglobinuria (PNH)

7 O Polycythemia vera

8 [ Essential or primary
thrombocythemia

9 [0 Myelofibrosis with myeloid
metaplasia

10 [0 Other myelofibrosis or
myelosclerosis

11 [J Other myelodysplasia or
myeloproliferative disorder,

specify

12 [J Unknown

Please Complete
Form 120 - insert V




Recipient
NMDRP D:

-

Recipient

1 Non-Hodgkin
lymphoma

Last Name:

NHLTYPE

7 00 Hodgkin
lymphoma

Small cell iymphocytic
Follicular, predominantly
small cleaved cell
Follicutar, mixed, small
cleaved and large cell
Follicular, predominantly
large cell

Diffuse, small cleaved cell
Diffuse, mixed, small and
large cell

Diffuse, large cell

Large cell, immunoblastic
Lymphoblastic

Small noncleaved cell,
unclassified

Small noncleaved cell,
Burkitt

Small noncleaved cell,
non-Burkitt

Mycosis fungoides
Histiocytic

Mantle zone/intermediate
differentiation

Composite

Other NHL., specify

oo oo 0 g oo

(W]

1 0O
120
130
14 [0
150

16 0
170

18 00 NHL Unknown

Please Complete
Form 120 — Insert IX

Hootyfe

Y

0N s WN -

O Lymphocyte predominant
[ Nodular sclerosis

] Mixed cellularity

0 Lymphocyte depleted

O Other HD, specify

-}

0 HD Unknown

Please Complete
Form 120 - Insert IX

‘NMDP Form 120, 520, 620 V7 (3-13) November 1998 .
Copyright © 1998 National Marrow Donor Program. All rights reserved.

8 0J Muiltiple myeloma/
plasma cell disorder

P

P

My rdir

8 [J Other malignancies

1 [J Multiple myeloma
Please Complete

Form 120 — Insert Vi

2 [ Piasma cell leukemia
3 0 Waldenstrom

macroglobulinemia
0O Other, specify

»

5 O Unknown

Continue with

Question 10 on page §

e

10 00 Severe aplastic
anemia

SRATYPLE

ERYTVPE
11 OO Inherited

abnormalities
of erythrocyte
differentiation
or function
(If recipient
has deveioped
leukemia,
complete insert
for appropriate
jeukemic
diagnosis)

1 [ Neuroblastoma

2 [0 Breast cancer

3 [J Ewing sarcoma

4 [J Small cell lung cancer

5 [J Central nervous system
tumors

6 [ Other, specify

Please Complete

Form 120 - insert ViI

1 [ \diopathic

[ Secondary to hepatitis

[0 Secondary to toxin/
other drug

'O Amegakaryocytosis
{not congenital)

5 [J Other, specify

w N

»

¢ [J Unknown

Please Complete
Form 120 - Insert VIl

1+ [0 Fanconi anemia
2 [0 Diamond-Blackfan anemia

(pure red cell apiasia)

Please Complete
Form 120 - Insert VIl

3 [ Thalassemia major
(B thalassemia)

4 [J Sickle cell anemia

5 [J Other hemoglobinopathy,

specify

¢ [J Other, specify

Continue with
- Question 10 on page 5




Recipient o
NWMDP ID: l

Recipient

Last Name:

!} Severe combined

 immunodeficiency
{SCID) and other
disorders primarily
affecting the
immune system

Y

S

ST e

PLATYPE
13 [ Inherited

abnormalities of
platelets

0 Adenosine deaminase
(ADA) deficiency ~ SCID

2 O Absence of Tand B

celis - SCID

3 O Absence of T, normai B
cell - SCID

[J Omenn syndrome

O Reticular dysgenesis

O Bare lymphocyte syndrome

{J Other SCID, specify

-

~ O K

Please Complete

Form 120 — Insert X
8 [0 Wiskott-Aldrich syndrome

/ Please Complete
‘ Form 120 — Insert Xl

9 [J Ataxia telangiectasia

10 [ HIV infection

11 DiGeorge anomoly

12 [ Chronic granulomatous
disease

[0 Chediak-Higashi syndrome

0 Common variable
immunodeficiency

O X-linked lympho-
proliferative syndrome

[J Leukocyte adhesion
deficiency
(Gp-180 deficiency, CD-18
deficiency, LFA deficiency,
WBC adhesion deficiency)

3 Kostmann neutropenia

O Neutrophil actin deficiency

O Cartilage — hair hypoplasia

[J Combined immuno-
deficiency disease, specify

13
14

15

16

17
18
19
20

O Other immunodeficiences,
specify

21

22 [0 Immune system disorders

unknown

Continue with
Question 10 on page 5

1 [0 Amegakaryocytosis/
congenital thrombo-
cytopenia

2 [0 Glanzmann
thrombasthenia

3 [ Other, specify

4 [J Unknown inherited piatelet
disorder

Continue with
Question 10 on page 5

NMDP Form 120, 520, 620 V7 (4-13) November 1998
Copyright © 1998 National Marrow Donor Program. All rights reserved.

14 [J Inherited disorders
of metabolism

METTYRE

HisTYPE

15 [J Histiocytic disorders

. ad

16 OO Other non-malignant

disease

-

1 [J Osteopetrosis (malignant
infantile osteopetrosis)
2 O Lesch-Nyhan syndrome

Mucopolysaccharidoses

3 [ Hurler syndrome (IH)

4 [J Scheie syndrome (IS)

5 [J Hunter syndrome (li)

s [J Sanfilippo (1)

7 3 Morquio (IV)

8 OO Maroteaux-Lamy (V1)

9 [0 B-Glucuronidase deficiency
(Vi)

10 O Mucopolysaccharidosis V

11 I Other mucopoly-
saccharidosis, specify

Mucolipidoses

12 {J Gaucher disease

13 [J Metachromatic
leukodystrophy

14 [J Adrenoleukodystrophy

15 [0 Krabbe disease (globoid
leukodystrophy)

16 [J Niemann-Pick disease

17 [ l-cell disease

18 [J Wolman disease

19 [J Glycogen storage disease

20 [J Lysosomal storage disease

21 [0 Other mucolipidoses,
specify

22 [0 Unknown inherited
metabolic disorder

Continue with
Question 10 on page 5

1 O Familial erythrophagocytic
lymphohistiocytosis (FEL)
(Familial hemophagocytic
lymphohistiocytosis)

2 O Histiocytosis-X

3 0 Hemophagocytosis

4 [0 Other, specify

Continue with

Question 10 on page 5

Specify

Continue with

Question 10 on page 5




Recipient ! Recipient
NMDP ID: I . Last Name:
( )l Status of Recipient Prior to Conditioning

10.

12.

"3 [ AB Positive

Did the recipient receive blood transfusions at any time prior to conditioning? BT/’.Q.}() /Q

10 yes ™ | 11. Give number (best estimate) of donor exposures:

20 no 10 1-5 50 31-40

3 0O not known 20 6-10 s 41-50
30 11-20 70 >50 don e8>
40 21-30

What is the recipient's blood type? ELATYLE

s [0 A Negative
6 [0 B Negative
7 [ AB Negative
8 [0 O Negative

1 OJ APositive
2 O B Positive

4 [J O Positive

_ Has the recipient ever been pregnant? & VE. EPRE &

10 yes »
200 no

14. Number of pregnancies:

N UM PEES

3 [J not known
4 [ not applicable, recipient is male

was the functional status of the recipient prior to conditioning? )({" A
... Tecipient is 16 years of age or oider, complete the Kamofsky Scale. If the recipient is younger than 16 years of age, compiete the Lansky Scale.

Rate activity of recipients immiediately prior to initiation of conditioning.

KARNOFSKY SCALE > 16 yrs

Check the phrase in the Karnofsky Scale which best
describes the activity status of the recipient:
Able to carry on normal activity; no special care is
needed
1 3100 Normal; no complaints; no evidence of disease -
20 90 Abie to carry on normal activity
3 [J 80 Normal activity with effort
Unable to work; able to live at home, cares for most
personal needs; a varying amount of assistance is
needed .
4 [0 70 Cares for self, unable to carry on normal activity
or to do active work
5 J 60 Requires occasional assistance but is able to care
for most needs
6 O 50 Requires considerable assistance and frequent
medical care
Unable to care for self; requires equivalent of
institutional or hospital care; disease may be
progressing rapidiy
7 [0 40 Disabled; requires special care and assistance
8 0 30 Severely disabled; hospitalization indicated,
; although death not imminent
-J 20 Very sick; hospitalization necessary
10 00 10 Moribund; fatal process progressing rapidly

LANSKY SCALE < 16 yrs

Select the phrase in the Lansky Play-Performance Scale
which best describes the activity status of the recipient:
Able to carry on normal activity; no special care is
needed
1 0100 Fully active
2 90 Minor restriction in physically strenuous play
30 80 Restricted in strenuous play, tires more easily,
otherwise active -
Mild to moderate restriction
4 00 70 Both greater restrictions of, and less time spent in,
active play
5 00 60 Ambulatory up to 50% of time, limited active play
with assistance/supervision
6 O 50 Considerable assistance required for any active
play; fully able to engage in quiet play
Moderate to severe restriction
7 00 40 Able to initiate quiet activities
8 [0 30 Needs considerable assistance for quiet achv:ty
90 20 Limited to very passive activity initiated by others
(e.9.. TV)
10 0] 10 Completely disabled, not even passive play

NMDP Form 120, 520, 620 V7 (5-13) November 1998
~opyright © 1998 National Marrow Donor Program. All rights reserved.




Recipient HE Recipient
NMDP ID: 'l | ) Last Name:
N Qoa« XALS
ere there clinically signincant coexlstmg diseases (e.g., diabetes mellitus) or organ impairment within one month prior to
_Janditioning?
10 yes | Indicate the diagnoses: DX/ 3O X )
20 no DYSIGWEM 17. 1O yes 20 no  Significant hemorrhage (e.g.. CNS or Gl) specily site(s):
DYCoRALT | 18 1O yes 20 no  Coronary artery disease
DXHYPERT| 49 10 yes 20 no  Hypertension
DXOTCAD| 20, 10Oyes 200no  Other cardiac disease, specify:
PXDIAMEL 21. 1Oyes 20no  Diabetes mellitus .
DXTHYDIS| 22 1Oyes 20no  Thyroid disease
QX OT enNdy 23 10 yes 20 no  Other endocrine disease, specify:
DXSET2VE| 24. 1Dyes 2D0no  Seizure disorder
DXOTHONS| 25 1Dyes 20no  Other CNS disease, specify:
DXASTHMA- 26. 1Oyes 20no  Asthma
DRPALMON]| 27. 1Dyes 20no  Pulmonary disease, specify:
DXGENITO | 28. 1Oyes 20no  Genitourinary disease, specify:
OXHASTRO| 29. 1Oyes 20no  Gastrointestinal disease, specify:
DXHEMAID| 30. 1Oyes 20no  Hematologic disease, specify:
OXEANCON 31. 1Oyes 20no  Fanconi anemia
DXDOW N‘a\/ 32. 10yes 20no  Down syndrome
DXOTCHRO| 33 10yes 20no  Other chromosomal disorders, specify:
DX OTMaLL| 34. 1Oyes 20no  History of other malignancy, specify:
DX NE 0GNA 35. 1Oyes 20no Neonatal GVHD
DX OTRE <.2‘ 36. 10yes 20no  Other, specify:

Organ Function Prior To Conditioning

Provide values for recipient’s liver function just prior to conditioning:

37.

40.

43.

46.

-49,

52

Date tested:

What is the upper limit of
normal for your institution?

o Sy T ‘ Month Day Year
AST (SGOT) uL  SE0TATas. 39. uxseOT LA
Y o !
AT f)s‘gm') uL SeATET 4, 42. RCH A e
, L measu a 7% TLTT measurement:
otal slerum D ijﬂ 44, 45 = 1 D mgIdL
" bilirubi . 2 mol/L. E .
bilirubin ¥ 13; a}t?i aM
LDH H U 47. 48. UL
LD LBHBT LDHULN
Did the recipient have known clinical liver disease (e.g., hepatitis) at any time prior to conditioning? | J VE£ IAY; @
10 yes —————>T50 " Specify:
20 no .
51. Date of onset: LIVDS 3*07—
‘Month Day Year
“'hgt was the recipient’s serum creatinine prior to conditioning?
Unit of measurement; :
Xfﬁ CKM’A MOﬂﬂ? - Day Year

NMDP Form 120, 520, 620 V7 (6-13) November 1998
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Recipient
NMDP ID:

Recipient

Last Name:

E»g for serological evidence of prior viral exposure / infection

60. HTLV1 #TeV/

61. Toxoplasma “T2XofitA%
62. Cytomegalovirus antibody {,’?_M‘ v X
63. Epstein-Barr antibody £~ (75T 2 A

1 O positive
1 O3 positive
1 O positive
1 J positive

64. Hepatitis B surface and/or core antibody i+ P i@positive

65. Hepatitis B surface antigenflf f¥2 {5 EMN
66. Hepatitis C antibody /A% ).
67. Hepatitis A antibody HEPCGEMN

68. HIV 5 [J confidential

1 O positive

SO 1 [ positive

1 [J positive

Hi v 1 O positive
1 ] positive

69. Other, specify D1HEID !‘)\}s’

2 [J negative
2 [J negative
2 [J negative
2 O negative
2 [0 negative
2 [ negative
2 [ negative
2 [J negative
2 [J negative
2 [J negative

3 O inconclusive
3 [ inconclusive
3 O inconclusive
3 [ inconclusive
3 [ inconclusive
3 [0 inconclusive
3 O inconclusive
3 OJ inconciusive

-3 [0 inconclusive

3 [J inconclusive

70. Was the recipient treated in an isolation room during the peri-transplant period? _7:So 2 A }l/\f

4 3 not tested
4 [J not tested
4 [ not tested
4 [J not tested
4 [0 not tested
4 [ not tested
4 O not tested
4 [J not tested
4 0 not tested
4 [ not tested

1 0 yes s
20 no

71. Please specify. - T-SOEA{ 7’5’;3
1 3 Conventional private room
2 O Laminar air flow room
3 [J HEPA filtered room

4 [ Positive pressure room
5 0J HEPA filtered plus positive pressure room

6 0J Other, specify:

Pretransplant Conditioning

72. Mate pretransplant conditioning began:

73. Height at initiation of pretransplant conditioning (nearest centimeter without shoes);

74. Weight at initiation of pretransplant conditioning (nearest kilogram without shoes):

75. Was irradiation performed as part of the pretransplant preparative regimen? P £ g¢g§ £ ""}

Month Day

Yoar

e T

£3

YRR

T L Y
om FRETHOH T

o -, HeGES

ti} ¥

1 yes =
20 no

Cont. with 111

76. Source of X-ray therapy:

1 O Linear accelerator 2 0 “Co XRAYSRLE

NMDP Form 120, 520, 620 V7 (8-13)
November 1998 Copyright © 1995 National
Marrow Donor Program. All rights reserved.

77. Calculated dose-rate during irradiation: . cGy (radymin XRAY £ f‘}""]‘g‘”
78. What was the radiation field? ) . g, =, A
1 O Total body PABFIE LS
79. Total dose: <Gy PETET P
80. Starting date: R FA T
Month Day )
81. Wads radiation fractionated? P LF @71 ‘;#‘"A/
VL yes — ™1 82. Dose per fraction:
20 no c:(?:&2 FDP =
83. Number of days: REDRAYS
Py 3 T e Y -
84. Total number of fractions: R AL
85. Was'shielding used? [ 86. Indicate which organs_were shielded:

1 0 yes ————meep

20 no

Cont. with 105

a. Lungs RFSRLUN D ‘Oyes DOno
b. Eyes & % Dyes DOno
c. Liver »: Oyes DOno
d. Kidney PF4 1 1] . Oyes Ono
e. Other, specify: . i  Dyes DOno




Recipient - ‘ Recipient T
NMDP ID: - |- Last Name: |
Q&)‘F’g‘:“}\jw - 2 [ Total lymphoid or nodal regions
oV , e
&2 b 87. Total dose: <Gy LLNTOT z}{j%g
88. Starting date: LT
Month Day Year
89. Was radiation fractionated?
"1 0 yes —————9 Dose per fraction: T
L NERAGYN i‘\‘2 O no cGy LN F
,‘ 91. Number of days: LNDAY S
92. Total number of fractions: INFO ;{:ﬂx’g

Y

Cont. with 105

re bl
% 3& VAL ?) "3 [J Thoraco-abdominal regions
( S
L 93. Total dose:
94. Starting date:
Month Day Year
j‘"/!va:j" radiation fractionated?
1 L yes —————>1 96. Dose per fraction: AT O
~SAFRAC/N T 20 no oGyl ADFF
‘ 97. Number of days: TADAYS
' 98. Total number of fractions: TH FERACTR
ABF“: —~4 ] Other, specify:
R S , Specify:
N& Lo 99. Total dose: OSTO T oS
i . cGy e 'k-,j 101
100. Starting date: OS5t
Month Day Year
101. Was radiation fractionated? :
. 1 0 yes .
102. Dose per fraction:
0S FRACY N 20 no pe ey OSDPE
' 103. Number of days: OSDAYE
104. Total number of fractions: 0%

NMDP Form 120, 520, 620 V7 (9-13) November 1998
Copyright © 1998 National Marrow Donor Program. All rights reserved.
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. Recipient

Recipient i
NMDP ID: . l Last Name:
105. Was additional radiation given to other sites? /Q’lef XRT
10 yes —————> | 105 Was CNS irradiation performed?
20no  CNSIERMLS 1D yes 20no Dose: cGy
. . G AL L R p
} 107. Was gonadal irradiation performed?
GOVIREAD 10 yes 20 no Dose: e cGy
Spy 1RRAD | 108, Was splenic iradiation performed?
1 O yes 20no Dose: L cGy
OTH R 43 45| 109, Other site, specify: - -
10 yes 20 no Dose: cGy
FADDT | 110. Date radiation started:
Month Day Year
111. Were drugs given for pretransplant condotcomng'? PTX DR&GY /\]
10 yes ———> ] )
20 no PTroR { &_f Pre-Marrow Infusion Date Started
‘ Total Dose (in mg) Month Day Year
112. ALG ALS, ATG, ATS ,
/}(@ma ACaD
. iDyss iDmo ms
113. Busulfan (Myleran) ,. ; &)
10 yes 2 O no B LSULEG S, mg 2 TEY
114. Methylpredmsulone $ )
10 yes 2 O no MEF T Y XS mg 'Uir,{ ;
ETHMTH
100{;!! 201v 30 both
115. Prednisone Y .., . .
1Oyes 20 n{ REANI2S mg L
116. Other corticosteroid 5~ 2
1O yes 20 no grror00% mg I |
specify:
117. Cyclophosphamnde
10yes 20 no <D0% mg SAL
118. Cytarabine (Ara-C) 1
10yes 20 no mg
119. Etoposide (VP-16) Jf _ .
10yes 20no pﬁf‘}'ﬁ mg G2
120. Melphalan (L-Pam) 4 . .o0S
10 yes 2DnoM€\ﬁ“a mg
¥ HEWPHRDT
10oral 201V 30 both TWZoTDT
121. Thiotepa 1’03
10 yes 2Dno’rm mg ‘&(
122. Intrathecal methotrexate I
10 yes ZDMT/NMT)(DO( mg 4
123. Nitrosourea <
10 yes ZDno 1@099 mg o
124. Monocional antlbodyQ Qﬁﬁs o
10yes 20 nov&g mg
specify: <, fﬁ
125. Other ct(I,OO
10yes 2 D no G‘\x mg
specify:

NMDP Form 120, 520, 620 V7 (10-13) November 1998
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Recipient — Recipient ) l } ‘
NMDP ID: ) jl | Last Name:

k sompatibility Tests
For each of the following tests indicate whether it was a basis for matching the donor to the recipient:

126. Ciass | HLA Serology CLSTHLA 1 O matched 2 [ mismatched 3 O not done
127. Mixed Lymphocyte Cuiture (MLC) MLl 1 OJ matched 2 O mismatched 3 O not done
128. Restriction Fragment Length Polymorphism (RFLP) ‘RF:LP 1 O matched 2 [ mismatched 3 [J not done
129. Isoelectric Focusing (IEF) TEF 1 O matched 20 mismatched 3 [J not done
130. Cytotoxic Lymphocyte Precursors (CTLP) atTLP 1 O matched 2 [J mismatched 3 O not done
131. Helper T Lymphocyte Precursors (HTLP) HT LP "1 [J matched 2 O mismatched 3 O not done
132. Class | Sequence Specific Oligo Probe (Class | SSOP) <5$ QP X 1 [J matched 2 [ mismatched 3 [0 not done
133. Class !l Sequence Specific Oligo Probe (Class 1l SSOP) £$ofP1T 1 O matched 2 O mismatched 3 [ not done
134. Other. specify: 1 O matched 2 [J mismatched 3 OJ not done

Transplant Maneuver

i Questions 135-158 are for marrow only. For peripheral blood stem cells, continue with question 153 and complete Form 580.

| For cord blood, continue with question 159 and complete Form 680.

135. Copy donor reference number from specimen here: » [ - DONE Q”F:I\)C)
136. Date of receipt of marrow at your facility.. M—A REECTHT
Month Day Year -
137, Time (24-hour clock) at receipt of marow: : ; g :‘3';_":’;" time . MARRECEN
MALRECT M —r T aylight savings time
13c. otorage temperature during transport: STDETEME 1 O Refrigerated at 1-8°C 2 0 Room temperature
‘ NCCR&FBZ-
138." Nucleated cell count of the marrow before 3;'3 * x 10%mi :,? * x 10Ymi
processing (uncorrected cell count): NCCBEFB1.
) < Ba Ba &EF:S‘-"’
(\)CCW thrge: * x 10"/ml fou% * x 10'/&{@
140. Method used to determine nucleated cell count: 1 [J Coulter counter 2 [0 Manual count
’ N CCMETT¥ 3 [J Other, specify:
141. Total volume of marrow before processing: . m. VOUBETDE,

142. Was the marrow manipulated at your facility prior to transplant?

;g :‘zsm ANTPYN | 143. Was the mamow manipulated for volume reduction only? 1D yes 2 0 no MANVEONL
144. Was the marrow plasma depleted only? 10yes 20n0 MANPLAS
‘ 145. Was the marrow manipulated for ABO incompatibility only? 1O yes 20 no MAN QRO
146. :Ivés ;:: marrow manipulated for GVHD prophylaxis?
147. Specify method used: MAN METDA
20 no MANCL\./HD 1 [J Antibody + complement
l 2 [J Antibody + toxin
3 [J Antibody affinity column
4 [J Soybean lectin only .
: 5 [J Sheep red blood cell rosetting only
6 [J Soybean lectin and sheep red blood cell rosetting
7 [J Elutriation
8 [J Immunomagnetic beads
9 [J Antibody coated plates
NMDP Form 120, 520, 620 V7 (11-13) 10 3 Soybean lectin and antibody coated plates
November 1998 Copyright @»1998 National 11 O Other, specify:
Marrow Donor Program. Afl rights reserved.
|




Recipient ! Recipient
NMDP ID: ) ) Last Name:
148. If antibodies were used during marrow manipulation, indicate which antibodies
were used:
a antiCD2 ANTI(DL1Oyes 20 no
b. anti CD3 310vyes 20n0
c. antiCD4 g 10Oyes 200no
d. anti CD5 10yes 20no
e. anti CD6 b 10yes 20n0
f. antiCD7 10yes 20no
g. anti CD8 t0yes 200no
h. anti CD34 34, Oyes 20no
i. Other dq 1DOyes 200no specify:
j. No antibodies used 2} ANTINONE
149. What assays were performed to determine the number of T-cells left in the marrow
after processing? .
a. Flow cytometry 10yes 20no FLEYTASY
b. Limiting dilution assay1 O yes 20 no LDA ASY
c. Other T VERASY1 Oyes 20no  specify:
d. Not done & NO ASSAY S
150. Time (24-hour clock) at start of infusion: - : 1 O standard time o
ime (24-ho ) THTT ML v . 2 [J daylight savings time Tx 2oNE
_ r Minute
17 ‘tal volume of marrow infused on the day of transplant: . m. VOLTNFA S
152.° Cell count of infused marrow (uncorrected cell count): . ciom  NUCLTIN =
183. Method used to determine cell count: 1 O Coulter counter AL y-
. 2 O Manual count CLOTME
3 O Other, specify:
154. Was a fraction of the collected marrow cwopreséwed for back-up infusion?

157.

10 yes ——meeeei
20 no

CRMo YN

155. Total volume of cryopreserved marrow: o L. &VQVO L
LRYONCE

156. Nucleated cell count of cryopreserved marrow: .

x 10'/mi

Was there any adverse reaction associated with the infusion?

10 yes e
20no

ADNERSE T

158. Specify:

NMDP Form 120, 520, 620 V7 {12-13) November 1998
Copyright © 1998 National Marrow Donor Program. All rights reserved.




Recipient ~ Recipient
NMDP D: | Last Name:
1 ‘as this the first transpiant for this recipient?
1Dyes
20 no 160. What was (were) the prior stem cell source(s)?

- RS

167. Signed:

a. Autologous RWAT OO

20 no

10 yes ——— | 151, 2 Bone marrow AUTEM 10 yes
20 no b. Peripheral biood A L4451 0 yes 20 no
b. Allogeneic, unrelated AL LOLIAN &
10 yes ——— | 165 2. Bone marrow ALUEM 10 yes 20 no
20 no b. Peripheral blood AL A P® 10 yes 20 no
c. Cord blood AL, 10 yes 20 no
c. Allogeneic, related R weé
;g r:,s ™ 1163. a. Bone marrow 10 yes 20 no
PR b. Peripheral biood .10 yes 20 no
ALWC &L ¢. Cord blood 10 yes 20no

164. Date of the last transplant (transplant just before current transpliant):

PreroedT

Month Day Year

165. Reason for cumrent transplant:
13 No engraftment @Eﬁ SONTA
2 [ Partial engraftment
3 0 Gratft failure/rejection
4 [J Persistent malignancy
5 [J Recurrent malignancy
s OJ Other, specify:

166. Source of stem cells for current transplant: QELLS RCE
1 [J Autologous ~
1 [J Cryopreserved bone marrow
2 [J Cryopreserved peripheral biood stem cells CELL SC’TP
2 OJ Aliogeneic, unrelated
1 OJ Fresh, original donor bone marrow
2 [0 Cryopreserved original donor bone marrow
3 O Fresh, second donor bone marrow
4 [J Fresh, original donor mobilized peripheral blood stem cells
5 [ Cryopreserved original donor mobilized peripheral blood stem cells
6 [ Fresh, second donor mobilized peripheral blood stem cells
7 CJ NMDP cord blood
8 [J Non-NMDP cord biood
3 [J Allogeneic, related
1 [J Bone marrow
2 [J Peripheral blood
3 O Cord blood

Please print name:

ane: (

Person completing form

?ax: {

E-mail address:

NMDP Form 120, 520, 620 V7 (13-13) November 1998 :
Copyright © 1998 Nationa! Marrow Donor Program. All rights reserved.




oA J IV Vel 3 e el

National Marrow Donor Program® Unrelated Recipient ¥
insert | - Acute Myelogenous NMDP ID: - -
Leukemia Recipient ’
Last Name: i

Recipient Local 1D (optional): '

. NA24 DT
Registry Use Only Today's Date: TC Code:
Sequence Month Day Year
Number; Date of Transplant for which this form
is being completed:
Date Month Day Year
ived: Product type: [0 Marrow [0 PBSC [ Cord blood
Received: 4 {Form 120} (Form 520) (Form 620)

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

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

1. What was the date of diagnosis of Acute Myelogenous Leukemia? A MLDT
h Month Day Year

2. Was this a secondary (therapy-linked) leukemia?

; g ::25 3. Cite prior disease (malignant or nonmalignant):

1 O Hodgkin lymphoma . 3 P
C;;& (/Obw i< 2 [0 Non-Hodgkin lymphoma ISP QT’TP
3 O Other, specify:

4. What was the date of diagnosis of prior disease? DI: < {f:} @ D{“
5. Treatment for prior disease included: ~ Month Year
a. Radiation 10yes 20n0 TETEADIA

|, b.Chemotherapy 10yes 20n0 TRITCOREMO
TRIDTHYIN ¢ Other 1Oyes 200no  If yes, specify:
d. Unknown 10yes 20n0 -

Did the recipient have a documented antecedent hematologic disorder (preleukemia or myelodysplastic syndrome)?
1 yes )
20 no A HD-LQ(}Q}D 7. What was the date of diagnosis of antecedent hematologic disorder?

L=

A H DI AC\ S::)T Month Year
8. What was the classification of hematologic disorder at diagnosis? (complete Form 120, insert V)
Cont. with 11 10 Refractory anemia (RA) RRCLASS |

2 O Refractory anemia with excess blasts (RAEB)
3 [0 Refractory anemia with excess blasts in transformation (RAEBT)
4 [J Chronic myelomonocytic leukemia (CMML)
s [J Acquired idiopathic sideroblastic anemia
6 LJ Paroxysmal nocturnal hemoglobinuria (PNH)
7 J Polycythemia vera
8 ) Essential thromobocythemia
9 [J Myelofibrosis with myeloid metaplasia
10 [J Acute myelofibrosis or myelosclerosis
11 [J Other myelodysplasia or myeloproliferative disorder, specify:
12 [J Acquired aplastic anemia
13 J Unknown

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

NMDP Form 120, 520, 620. Insert | V2 (1-3) November 1988 Retain a copy at the transplant center.
~opyright © 1998 National Marrow Donor Program. All rights reserved.




Rezipient Recipient
JMDP ID: Last Name:

9. Did recipient have a cytogenetic abnormality at any time during the course of the disease?

C{AAMLYN

! g izs 10. What was (were) the cytogentic abnormality(ies)?
2 0 ok a Monosomy7 10yes 20n0  MONOSO']
3 1 unknown b.Trsomy8 1D0yes 20n0 “rg\%0&
c. 5q- 1Oyes 20no FIVEQ
CYAA ML Q7] «% d. Other 10yes 20no If yes, specify:
1. Did recipient have a predisposing condition prior to the diagnosis of leukemia?
1+ 3 yes "
20 no 12. Piease specify:

: 1 0 Fanconi anemia 'PDCA MUFA
PDCAM L\/N 2 [J Bloom syndrome POLA MLRS

3 [0 Down syndrome PO LA ML DS

PocAN™ L% —»4 D Other, specify:

{ematologic Findings at Diagnosis of Acute Myelogenous Leukemia

3. WBC.
1 [ known i —I . X 10'/1_ 3/ _5
2 [3 not known WECAML. 107 /mm=" .
4. Blasts in blood: :
13 known e N %
2 D not known - (’:’3@& ML
5. 3 in bone marrow:
e KPOWI s o %
23 not known B AMAM L.
6. Was extramedullary disease present at diagnosis?
10 yes o
17. Please specify sites:
2 E noDAN\LV N a. Central nervous system 1D yes 20n0 EMDAM LCN
EM b. Other EpADAMLDT 10 yes 200 no I yes, specify:

8. Were cytogenetics tested at diagnosis, prior to start of treatment? CYR ML TS T

10 yes 19. Number of metaphases examined:
20 yes, but no _ METAMLEX

evaluable 20. Was karyotype normal?

metaphases ; g yes 21. Specify the abnormality(ies):
30 no KN nxf\L N a. 8:21 1Oyes 20n0 KAAMLFZ4
4 [0 unknown A 4 b. 15,17 10yes 20n0 kK AAML 4 <1
Q\/AML/-'(gT ¢. 5q~ 10yes 20 no KAMM_gQ

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

KAAMLOTH
2. Was a first complete remission achieved?
10 yes 23. Date: _
v FRAMLYN FRAML DY
1 Month Day Year

Cont. with 29

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



Rezipient Recipient
NMDP ID: Last Name:

24

F
3

-.a relapse occur pretransplant?

‘yes

2dno 25. Date of first relapse: Q ELAML D,T

Month Day Year

\. ,
kE E‘LA MLY N 26. Did the first relapse occur on chemotherapy? 1 0 yes 2 no RE LAML CH

27. Was additional therapy given after the first relapse?

/N B yes ———» 8 "Indicate what therapy was given: v
{ 20no a. Chemotherapy 1 yes 20 no THAMLCHM
RELA MUTWA b. Radiation 10yes 20n0 TRAMLRAD
c. Surgery 10yes 20n0 T™HAMISRG
d. Immunotherapy 1 yes 20 no  THAMLTMM
e. Other 10 yes 20 no If yes, specify:
TRAMLOTH

‘9. What was the status of primary disease immediately prior to conditioning of recipient for transplant? STATAML
1 [ Primary Induction Failure all Cont. with 31
2 [J 1st Complete Remission (no previous marrow or extrameduliary relapse)
30 2nd CR
40 3rd CR
5[0 >4th CR
6 [J 1st relapse » 1 [J medullary 2 [ extramedullary 30 both
» 2nd relapse —» 1 [J meduliary 20 extramedullary 30 both
0. What was the initial date this disease status was achieved? : ‘57'7)4/‘4 LoT
~Month Day Year
iematologic Findings Just Prior to Conditioning ,
1. WBC: . x 109/L ) mu") WRCAMLTIN
| - er 107 jm
2. Blasts in biood: . % BLAAMLIN
3. Blasts in bone marrow: . % -——» 34. Date of bone marrow examination:
Month . Day Year

BLMAMULIN

BMA D
Continue with question 10 on page 5 of the Form 120, 520, 620. B ML DT

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



yational Marrow Donor Program® Unrelated ‘DRectptent ’ ,
Iinsert Il -~ Acute Lymphoblastic NMDP ID: \

Leukemia Recipient
Last Name:

Recipient Local 1D (optional):

. iraAvEE TCCoim:
Registry Use Only o%gy's Date: TC Code:
Sequence ' Month Day Year
Number: Date of Transplant for which this form
is being completed:
Date Month Day Year
ived: Product 0O Marrow O PBSC [ Cord biood
Received: type (Form 120)  (Fom520)  (Form 620)

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

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

1. What was the date of diagnosis of Acute Lymphoblastic Leukemia? TQ LL DT
: Month Day Year

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

g YES§ =" 1 3. Please specify:
e 10 Fanconi anemia ‘PDCA LLF A
¥ ALY N 200 Bloom syndrome {3t ;cA L1 5‘%

3 L] Down syndrome F°13(  LL_ T3
40 Other, specify: . PDC L O

Hematologic Findings at Diagnosis of Acute Lymphoblastic Leukemia

4.  WBC:
R T P —— . x 109/L \M{?}C ALL
2[3J not known

5. Blasts in blood: A .
10 known e . % %% éﬁ%ﬁu
2 [J not known :

6. Blasts in bone marrow:
Sy
I8 T T S —— . % ?’;23 pA s
2 not known :

7. Was extrameduilary dlsease present at diagnosis?

10 yes 8. Please specify site(s):
20no ' a.CNs EmpAry L enl 10yes 20n0 30 unknown
EMD#LL\J/ K b. Testes =ity a1\ TE Oyes 200no 30 unknown

¢. Mediastinum o pgy we B yes 20no 30 unknown
d. Other s'te(s)ﬁM‘)z;pLoT 10yes 20no 30 unknown

If yes, specify:

Mail to NMDP Registry with Form 120, 520, 620.
NMDP Form 120, 520, 620, Insert Il V2 (1~3) November 1998 Retain a copy at the transplant center.
Copyright © 1998 National Marrow Donor Program. All rights reserved.




ecipient . Recipient
NMDP ID: B Last Name:

‘Jere cytogenetics tested at diagnosis, prior to start of treatment?
+J yes ————— | 10 Number of metaphases examined: fAEZYTA LI "_‘i»

‘20 yes, but no ) \
evaluable 11. Was karyotype normal? ‘
. metaphases 0 yes 12. Specify the abnormality(ies): o
'/ 30no é}%no-—;—]» ~ a. Hyperdipioid 10yes 200 no kA bLATTT
; 4 [0 unknown ' {“{ML"‘;/ : b. Hypodiploid 10yes 20no |~ R WLy Fo 0
CONALLTS T | c. 9:22 10yes 2000 A &1 LCT272
: d. 814 10yes 20n0 K AALLG 14
e 14,18 1t0Oyes 20n0oASLLAG )
£ 411 10yes 20nogAA L L4
g. Other abnormality 100 yes 20 no o/ 3L L OT H-
If yes, specify: '
13. xvza;s a first complete remission achieved?
(1A yes : 14. Date: | o
\20no FROALL DT
e FRALLYN Mot Doy Vosr .
B Cont it 20 -
15. Did a relapse (marrow or éxtrameduﬂary) occur pretransplant?
AL] yes — i . ,
16. Date of first relapse: -
Ono P RELALLDT
RELaL RN Month Day Year

17. Did the first relapse occur on chemotherapy? 100 yes 200 no ?15 i 3~\LL Cir
18. Was additional therapy given after the first relapse?

10 yes —— | 19 Indicate what therapy was given:
P\ztg&bi:}”‘ . a.Chemotherapy 1D yes 20 no “Ti4 ALL. CH M
¥ b. Radiation 10yes 20n0 il WA
c. Surgery 10yes 20n0 Tl Ll SRG
d. immunotherapy 100yes 200 no —1{ A LL | AARA
e. Other 10yes 20no~ypin vy OTLE
If yes, specify:

. What was the status of primary disease just prior to conditioning of recipient for transplant?

' IJ Primary Induction Failure =y
‘{2 ] 1st Complete Remission (no previous marrow or extramedullary relapse)

N
[«

STATALL

/30 2ndCR
40 3rd CR
50 > 4th CR
6 1st relap;e » 1] medullary 2 [J extramedullary 30 both> STATALLYZ
O 2 2nd relapse — » 1 0 medullary 2 [ extramedullary 3 0 both R
21. What was the initial date of this disease‘status? ' %T‘T%‘h{‘ 15 Li}"{‘“

Month Day Year

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



Recipient
KMDP ID:

Recipient
Last Name:

'" atologic Findings Just Prior to Conditioning

22. WBC:

23. Blasts in blood:

24. Biasts in bone marmow:

x 109 NG AL L e

% RLALLL I

% -—p 25. Date of bone marrow examination:

Blmaniing

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

NMDP Form 120, 520, 620, insert It V2 (3-3) November 1998
Copyright © 1998 National Marrow Donor Program. All rights reserved.
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1 47 5 ¢ L
National Marrow Donor Program® Unrelated- D - [
Insert Il - Chronic Myelogenous NMDP ID: N
Leukemia (CML) Recipient
Last Name:

Recipient Local ID (optional):

; ADT CCODE
Registry Use Only %é%y's Date: —;C Code:
Sequence ' Month Day Year
Number: Date of Transplant for which this form
is being completed:
Date Month Day Year
Received: Product type: [J Marrow [0 PBSC [J Cord blood
{Form 120)  (Form 520)  (Form 620)

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

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

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

Month Day Year

Hematologic Findings at Diagnosis of Chronic Myelogenous Leukemia

2. Hemoglobin (only recipients untransfused within 4 weeks): . g/dL O unknown HG Q>CM L-
3. Hematocrit (only recipients untransfused within 4 weeks): . % 0 unknown H ctTC M L
latelets (only recipients untransfused within 4 weeks): R x 109/L 9"unkncm PLTT M-
5. WBC: . x109%L O unknown W{ACCML
6. Eosinophils: . % 0 unknown EOSC ML
7. Basophils: . % O unknown %pg}/,(‘_,ML
8. Blasts: . % 2 unknown '@)L$CML*
9. Did the recipient receive a splenectomy?
1 Oyes 10. Date:
(72Dno , SPLCMLDT
%DLE NCML- Month Day Yesr
11. Did the recipient receive chemo- or immuno-therapy at any time prior to pre-transplant conditioning?
1O yes 12. Please specify drugs used:
52 L no a. Busulfan 10yes 20no RUSULFAN
CHEMIMMT ' '

b. Hydroxyurea -10yes 20no H\[DQQ\(\{ U
c. interferonalpha 10 yes 20 no ALPE—\ AONT
d.Interferon gamma 100 yes 20 no (A pMMANNT

e. Anegrilide "Oyes 20n0 ANE GRIL |
f. Other drug 10yes 200no OTHCIVN
If yes, specify:

R Vail to NMDP Registry with Form 120, 520, 620.
NMDP Form 120, 520, 620 insert 1l V3 {1~3) November 1998 ) Retain a copy at the transp[ant center.
Copyright © 1998 Nationa! Marrow Donor Program. All rights reserved.’



Recipient
NMDP D:

Recipient
- Last Name:

**Ihat was the status of the primary disease just prior to conditioning of recipient for transplant?

O First chronic [T R s 8 Cont. with 20

2 [J Accelerated phase ———e—pm

STATCM L

10Oyes 200 no

10yes 20no
10yes 20 no

10yes 20 no

10yes 20 no

20 no
20 no
20 no
20 no
200 no
20 no

10 yes
10 yes
10 yes
100 yes
10 yes
10 yes

10yes 20 no

Cont. with 20

14. Was this the first accelerated phase?
FIRSTACC

15. Indicate which of the following were present:

Anemia (hemoglobin < 8 g/dL) ANE M 1 A

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

Thrombocytopenia (platelets < 105/mm3) unresponsive to busulfan

or hydroxyurgla —WROM@LO

Thrombocytosis (platelets > 105/mm3) unresponsive to busulfan

or hydroxyurea™} HEDSM &+ 17 . DALPSH
Palpable spienomegaly unresponsive to busulfan or hydroxPﬁea
Development of extramedullary disease DYEV £ M) {S

2 10% Blasts in blood or mamow BLASTRAO

> 20% Blasts plus promyelocytes in blood or marrow BLP:%‘VSQC
2 20% Basophils plus eosinophiles in blood RASOPH 20
Clonal marrow cytogenetic abnormality(ies) in addition to the

single Philadelphia chromosome arising from the standard t(9;22)

translocation (" M\ C)‘T‘A >N

Other, specify: #\ CLGT;%‘}!? \}

“¥3 0 Blastic o] 111 - S ———

16. How many biast crises has the recipient ever experienced?

10 0ne 20 Twoormore BLSTCRIS

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

2 [J Myeloid only

4 0J Unknown (indeterminate results)

Cont. with 20

jt_}
J
§'<\3 0J Lymphoid and myeloid
0

chronic phase (for those
recipients who have not

v
=y
! -+
had a previous BMT) 8—_/
+
L

10 Two
20 Three
33 Four or more

Cont. with 20

4 [0 Second or greater ——---&,ha. How many chronic phases has the recipient experienced?

5 [J Chronic phase
-\ . following previous BMT E

A

19. Please specify:
~ [ First chronic phase post BMT
\2 O > Second chronic phase post BMT

Cont. with 20

CRPHTY

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



Recipient X Recipient
NMDP ID: N Last Name:

“in Four Weeks Prior to Conditioning
Zvu. vid recipient receive red blood cell transfusions within four weeks prior to conditioning?

10 yes™y AN S
20 no/QE)C'TQA B
21. Did recipient receive platelet transfusions within four weeks prior to conditioning?
10 yes\, RANS -
20 ) PLETT S
Peripheral Blood Findings Immediately Prior to Conditioning
22. Hemoglobin (only recipients untransfused within 4 weeks): o g/dL O not done H-G: BCM- IN
23. Hematocrit (only recipients untransfused within 4 weeks): . % O not done++ CT{:ML “\1
24. Platelets (only recipients untransfused within 4 weeks): . x10%. 0 notdone PLTCTMLIN
25 WBC: . | . x 109 [ not done WRC CML [N
26. Eosinophils: _ . % 'O not done FOSCM L N
27. Bésophils: . . % D not done B A <ot {\I
28. Blasts: ‘ . % O not done R .S ChAL. Y}
Most Recent Bone Marrow Findings A PMOMLDT
" > Tate of the most recent bone marrow examination prior to conditioning (Should be
hin 30 days of conditioning but not more than six months prior to conditioning): Month Day Year
30: lndiczte the percent of blasts and promﬁelocytes present according to the laboratory's reporting method:
; %;\a{\% &?;\;S . % Bprgﬁﬁmgz . %
b. OJ Blasts plus promyelocytes: . % BMB LPROM

c. [J Blasts plus promyelocytes < 5% BM@L@@@ 5

31. Myeiofibrosis:
1 g absent \
2] mild . :
3 [J moderate / M\/ ELOSEV

4 [J severe
5 J unknown

32. Was Philagdelphia chromosome (9;22 translocation or variant) present?
1L yes
3 [ not test

33. Was other cytogenetic abnormality present?

100 yes g

20 no C AC.ML\] 34. Please specify:

3 [ not tested

35. Was BCR-ABL rearranged?
* 71 yes

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

NMDP Form 120, 520, 620 Insert ili V3 {3-3) November 1998
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waiional . ... v Donor Program® Unrelated Recipient l N
160-Day Follow-Up Visit of NMDP ID: | g
ecipient g7 Recipient —
Fecip Last Name: ’ , , , | I
Related Unique Recipient ( !
Number (UPN): ! i
Registry Use Only Unrelated Recipient Local ’ ‘ | ! f
and Related 1D (optional): P
Nomber Today's Date: | | | Tccose | | |
Month Day Year
Date Date of Trans;:lan; for which this form ’
i ted:
Receved. is being complete Y o L
Product type: [0 Marrow [ PBSC [ Cord blood
{Form 130) (Form 830)  (Form 630)

Unrelated Donor Marrow Transp!ant and Related Donor Marrow Transplant for CML Recipient

| Information should come from an actual examination by the transplant center physician, or the private physician
| who is following the recipient post-transplant. Research blood samples from recipients receiving marrow from

| unrelated donors should be collected and sent to Blood Centers of the Pacific, Irwin Center. See Manual of
| Operations for detailed instructions.

\ X

1. Date of actual contact with recipient to determine medical status for this follow-up report:

. Month Day Year
2. Did recipient receive a subsequent stem cell infusion (bone marrow, mobilized peripheral blood stem cells, cord blood) prior to
day 100 after the transplant for which this form is being completed? <TTE(N\C L2

7 YES i Answers to subsequent questions shouid reflect clinical status immediately prior to start of
:no conditioning for subsequent stem cell infusion. Be sure to answer questions 167-169 on page 18.

3. Did reciprient die prior to day 100 after the transplant for which this form is being completed? D\ g_)b 3
10 yes e Answers to subsequent questions should reflect clinical status immediately prior to death.

2 0 no e Answers to subsequent questions should refiect clinical status on day of actual contact for this
follow-up evaluation (approximately 100 days post-transpiant).

4. Has recipient received an infusion of peripheral blood mononuciear cells or lymphocytes from the original donor?D‘Bﬂx(_D{_%

10 yes e

20 no 5. Date the first infusion was given: '%V\C/'DT 3)
Month Day Year
6. Recipient weight within 2 weeks of first infusion: kg DPJ mL\”—T —5
7. Total number of infusions: P IHMCNumMM %
8. Total dose of mononuciear cells: . x 1010 ’\3 % MnC_tn MC—%
9. Indication for the infusion(s) of donor celis: %MC \UD5
1 [ Reiapse

2 [J Treatment for B cell lymphoproliferative disorder

3 D) Prophylaxis against B cell lymphoproliferative disorder
4 [J Graft failure

5 0J Viral infection, specify:
6 OJ Other, specify:

Mail this form to:
“The NMDP Registry, Suite 500

NMDP Form 130, 530. 630 VB (1-18) November 1998 3433 Broadway St. N.E., Minneapolis, MN 55413
Copynght © 1998 National Marrow Donor Program. Al rights reservad. | Retain a copy at the transplant center.




Recipient

o T

z:fg:g ) ) Last Name: [ [

H toponet:c Reconstitution Post-Transplant
1. Has the recipient received hematopoietic, lymphoid growth factors or cytokines post-transplant? 1 LGFC
]
1D yes 1. ts as planned therapy to promote engraf:ment per protocol: i

20 o Specify agenis given as o t?au stanted;CSE P D@ Date stopped G_;ch? P DE’S

Yes Ne Month Day Year Day Year

VI IR »
O fb‘;&j e oS 10 20 L]
LANS! e PD L
LAz € — b GM-CSF 63W 1 | | (, A
Py P DIy
?LA’N?;& <— ¢ PIXY-321 10 20 P()(\_QC)[
| LB eD & A
’PL.QB"‘ <}— d. Interleukin ~ 3 (IL-3) 1 0o 20 U39 s
-___ e. Stem Cell Factor 10 20 SCE P e
PLANSS S (sehsc rp b B
W’U% <+— f Binoed growth factor 10 2 ] %FP-BC
trial. épecify Agent:
PLAN3ZT &t mﬁ'&m%% 10 20 QTR@P'I
12. Specify additional agents given: prDD A<

Codes for Indication of Therapy
. Intervention for detay/dectne in absolute neutrophi! count (ANC)

. Intervention for detay/dechne o platelets
3. Intervention tor delay/dechne i both ANC and platelets
. Intervention for delay/dechne i red blood cell counts

5. Antleukemuc or turmor agent (prevention)
6. Antleukemic or tumor agent {treatment)
7. Other mtervention therapy

Date staned Date stopped indication
S ﬁf\-D Yes No Month Day Yasr Month Oay Yaar (above)
AL 34 <—-~<;a’ G-CSF 65 Z 0 20 GLIRARE R EI N
ADDLD Vet — | G lomea® 10 20 e hdEE e
VA — tw
ADBL‘33 éxs%mhrOpaq'ﬁg 10 20 6‘2/ \,{T A ]:E;’:B | L
fyou3H é——:—rd. Thn'amtw::poieei?i5 10 20 T I 243(“-\7) &l D &
&’DDL’SSQ-—;—Cé’Tr;%nﬁk% é))ug)z) 10 20 T D A DG?O) ] Y
LD AD —
R’D@lﬁé g._._-— f. Imeﬂeukm —%I?a) 10 20 T £yy - DIE Q> v
ADDLIT é_____, g tmerteukm % QI.>~6) 10 20 LGN B ]
P ) mEL
R_rv»‘__ggé. )%li_;z‘ BS 10 20 p J \{ ADEB |
ADDL39 ‘E‘—-—S——'Ctn Stem Cell ?ctor 10 20 S EN 0 2 BE &
L —
R’WLB‘O"&} lf?ig %ﬁ% +0 20 [ANY pH“P\ O 2 M
Cpg,f\'\r‘r\b E}& o
H’DD‘-’B\\ G k. Interferon gam) 10 20 (J P (\,l\ (h pLDEB
PeEADR2 == L T
M 3i2 < B 10 o0 ZECE/REER]N
GT HpArBes — L
ADP3R <f— mOmensoeaty” — 10 20 el M oeR) | ] 1
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Reci Recipient [P
t ]
3::3:#:!‘): i - Last Name: | v
G' _ 'opoiesis
heMPsC-

13. .. (was) there evidence of hematopoietic recovery following the initial bone marrow infusion? (Check only one)

10 Yes. "‘"‘"“‘T 14. Date ANC > 500/mm? (first of 3 consecutive lab values ! ‘ i '
ANC > 500/mm taken on different days): A’MC NDT R S Be: -

achieved and -
sustained for 3 15 Was ANC > 1.000/mm? achieved and sustained for 3 consecutive lab values taken on different

consecutive lab days? P\ N NO
values with no 100 yes Date (first of 3 consecutive ! !

subseguent 20 no lab values taken on

i . {77, Month
dechne different dSYMCNU Dl 3

Day Year

VR — NC\
2 0 ves 16. Date ANC > 500/mm?3 (first of 3@,,”%\,3&;;;5

ANC 2 500/mm? IC Month Day Yesr
for 3 consecutive N '
o 17. Was ANC > 1,000/mm?3 aﬁﬂeved\/agd&étlx\s!m?aed for 3 consecutive days?

lab values with

subsequent ; EDJ yes s Date (first of 3

decline in ANC no consecutive da -

to < 500/mm3 P l\rr Y D!PQJ Month Day Year

h
;o;g;:ater than 18. Date of decline in ANC to < 500/mm3 for greater than 3 days (first of 3 days that ANC declined):
ANCYDDTS
m Da : Y

Actual CBC on first day of deciine: on y .
20. Neutrophiis: o % PVNC._ NeE D 3
21. Lymphocytes: . % P(/\) C. L\f n ’5

10 yes ———i
20 nno

Continue with 27

23. Date of ANC recovery:
P\ '\y C"\) a DT‘% Month Day Year

Actual CBC on first day of recovery:

24. WBC: . x 10'/L )‘\I\'C. RL\)%CB
25. Neutrophils: o % pNCRNVE U3
26. Lymphaocytes: . % ACNCPL M 3

| 22. Did recipient recover and maintain ANC > 500/mm? following the decline? AN (N RN )|

3 [J No. ANC > 500/mm3 was not achieved and
there was no evidence of recurrent disease

in the bone marrow gl Continue with 27

7 No, ANC > 500/mm3 was not achieved and
ithere was documenied persistient disease

in the bone marrow post-transplant ——————- FSNErE———rye,
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Recipient
- Last Name:

N I I I R

o)
¢ > 500/mm3 or a deciine in ANC: P N C P RS

Rectpsef\t )
NMDP 1D
2" ;pected etiology of failure to achieve AN
‘Persistent disease or relapse
10 yes
20 no

b. immune mediated rejection

10 yes e
20 no

c. Graft versus host disease

10 yes
20 no
d Non-viral infection
10 yes
20 no

e. Suspected viral infec

10 yes ——ei
20 no

f. Documented viral infection

10 yes e
20 no

PAASCION DS

28. Immune mediated etiology: AN CTM3A
a. 10yes 20 no Celiular ANC\M 32
b. 1O yes 200 no Antibody /& Ne Tm32
c. 1O vyes 200 no Third party engraftment AN CX M
d. 1Oyes 20 no Unknown ANCIMSS

ANCGUHWD™S

ANCNVIDY

on

29. Suspected virus: @q\) (__%\j %Y—Lﬂ’ ANCSN3 |
a. 10yes 200 no Cytomegalovirus (CMV) Ancsi3a
b. 1D yes 200 no Human Herpesvirus Type 6 (HHVE)ANCSYR
c. 10 yes 20 no Herpes Simplex Virus (HSV) AN <sy 34
d. 10yes 20 no Varicella ANCSV3s
e. 1Oyes 20 no Other, specify: ANCS\ 36

PIC OV D »

30. Virus involved: finc DU

1Ovyes 20 no Cytomegalovirus (CMV) AN DN

1O yes 200 no Human Herpesvirus Type 6 (HHVE) ANCDUZS
1D yes 200 no Herpes Simplex Virus (HSV) AN <DV 34

10 yes 20 no Varicella AN DY 35

1Dyes 20 no Other. specify: ANCDUIC

capow

g. Antimicrobial therapy -Pr NC A ) Ve \\

10 yes i

20 n
8 2am3|
h. Undetermined
10 yes

31. Therapy:

a. 1Oyes 20 no Ganciclovir ANCAIN 32
b. 1D yes 20 no Bactnm, Septra, Trimethoprim/Sulfamethoxazole AN CAIn 33

c. 10yes 20 no Other. specify: _ANCAMD

20 no ANCUUDg

Megakaryopoiesis

The following questions relate to initial platelet recovery. All dates should reflect no transfusions in previous 7 days, and the firstof 3

consecutive laboratory values.

32. Was a platelet count of > 20.000 achieved?

10 yes e

PLIaNYNO 3

33. Date piatelets > 20,000:

PLlia=DTR

Month Day Yesr

200 MO el Continue with 38
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o Name: L

Recipiém N _
NMDP 1D

3 sa platelet count of > 50.000 achieved? PLISH NS
1100 yes ——eeei
35. Date platelets > 50.000: PL,\ < bT?)

Month Day Year
Y [ T Y —— Continue with 38 B

36. Was a platelet count of > 100.000 achieved? P LAVON W %
10 yes ————t-
37. Date plateiets > 100,000: P LA ILD D..\_g

Month Day Year
20 no =
38. Was recipient ever platelet transfusion independent? ? L YU \\} 1N 5
10 yes ————1| 39 |s the date of the last platelet transfusion known?

10 yes ——— PULITTKND

20 no
Month Day Yesr

If recprent was plataiet transfusion ndependent for > 14 days snd then subseguently expenenced a dechne in piatelet count ang
reguimed piateiet transfusions. record date of last piateiet transiusion defore deckne i counts. i reciprent has not required platele!
transfusions since mitial piatelet recovary, record date of iast plateiet transfusion.

20 no —————n R with 51

40. After initial recovery to platelet count 2 20,000 did the platelet count dacline to < 20,000 for 3 con;ecuﬁve laboratory values or a
decline to < 20,000 for one laboratory value and the recipient received a platelet transfusion? PLOYT Y DT 3

"D YeS "1 11 Date of the first day piatelet cofiacclned b%;?zo.ooo:

42. Did platelet count recover? {_ ) 2, Month Day Year
10 yes i Continue with 43 ' PL_ 1 DI 3

P u Py Continue with 49
Finl | pammmmm——_, Continue with 49

The following date questions relate to subsequent platelet recovery following a decline of plateiet count to below 20,000. All dates
should reflect no transfusions in previous 7 days, and the first of 3 consecutive iaboratory values.

43. Was a platelet count of > 20.000 achieved? LS N 7>
100 yes i
44 Date platelets > 20.000: PLs 2T

Month Day Year
Fin ] e Continue with 49

© 45. Was a platelet count of > 50.000 achieved? PLSSH N D
10 e
yes 46. Date platelets > 50,000; Pl T3

Month Day Year
Pu . Continue with 49

47.'Was a platelet count of > 100,000 achieved? PLSi0y oD

10 yes e v ‘
20 3’:, 48. Date platelets > 100,000: PCI)) DDTB
Month . Day Year

49. Is recipient now receiving platelet transfusions?

1Dye5-—-——-->— QL$()\€,C_'_3>

200 no ————»| 50. Is the date of the last platelet transfusion known? -5 1K NN B
; 10 yes ———p

20 no : - LS IV 3\,
Month Day Year
if pistsiet count 2 100.000 achisved. continue with question 56. Otherwise continue with queston 51,
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Recipient
Last Name:

" Recipiént . ;

NMDP ID:

* spected etiology of failure to achieve a platelet count > 100.000 or decline in platelet count to < 20.000

., Persistent disease or relapse ‘ »
Py e

1D yes
20 no

b Immune mediated rejection g T HRS
'Dyes 52. immune mediated etiology: P LTINS}

20 no
' a. 1Oyes 20 no Celular PLTEM3>

b. 10 vyes 200 no Antibody PLT IM3>
¢ 10yes 20 no Third party engraftment fCTT WD
d. 10yes 20 no Unknown PLTIMm3S

¢ Graft versus host disease ‘

1[0 yes

20 no (‘)L:V &0 \'\“bs
d Non-viral infection

10 yes
20 no pL’TM\)\B

e. Suspected viral infection PSS vl

! g yes ———-| 53 Suspected virus: LT SV31
zino a. 10 yes 20 no Cytomegalovirus (CMV) PLT S22

. 10Ovyes 20 no Varicella peFeg-3 OLTSV3S

. 1Oyes 20 no Human Herpesvirus Type 6 (HHVE) PLTSV 3>

b
c. 10vyes 20 no Herpes Simplex Virus (HSV) PLT Su3H
d
e

. 10Oyes 20 no Other, specify: _SLT SV36

f Documented viral infection 0\ T ™S\ 25 |

;[Dj yes > | 54 Virus invoived: PLT OV
no a. 10yes 20 no Cytomegalovirus (CMV) PLTOV 32

1Oyes 20 no Herpes Simplex Virus (HSV) PTOV3H
10yes 20 no Varicella PLTDYU DS

1D yes 20 no Human Herpesvirus Type 6 (HHVE) P LT DU3™S

o000

1DOyes 20 no Other. specify. . DLTOV3C

g Antimicrobial therapy P A MM BN
1

; S ::ZS 55. Therapy: PL TAM |
a. '1Oyes 20 no Ganciclovir PLTAMD2

b. 10 vyes 20 no Bactrim, Septra, Trimethoprim/Sulfamethoxazole P TAMS

c. 10yes 20 no Other. specify: _PeTAM 3¢!

h. Veno-occlusive disease (VOD)

o QLUTVOD
i. Undetermined
100 yes
20 no (LT oo
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Recipleﬁt N ) Recipient , I { R
NMDP 1D: Last Name: |
Er opoiesis
56. . .és recipient received red blood cell (RBC) transfusions within 20 days of the day of contact? QB . @6(’_"’5
'Dyes 57. is the date of the last R ’

2 0] NO e

10 yes

20 no (=~ SC e NW N
Month Day R Year @% C—-bT ,S

58. Did (does) recipient have evidence of hemolysis? + \f MO < ’))

10 yes i

59. Specify criteria:
20 no pecify

Current Hematologic Findings

60. Date of most recent CBC: & WV ’)D

Month Day Year

Actual CBC values:

61. WBC: Jdo o DeTuw 2
62. Neutrophils: . % T NS ULREN
63 ' 'mphocytes: ol | % PVC/"T L‘HMB
64.  moglobin: . g/dL BT ™G oY ?)
65. Hematocnt: . % ’PY X “»V (X «5
66. Platelets. . x 10°L AT D T 'DD

67. Were chimerism studies performed prior to date of contact? i\ ) ,N\STB B
N R R el  COMplete table on following page

b T g COntinue with 68
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Los Name. L 1]

Recup»eﬁt R )

| L0

NMDP ID:

.Acn*o Graft vs. Host Disease (GVHD)

& s specific therapy used post transpiant to prevent acute GVHD or promote engraftment? P{L

o B

10 yes ——————>"1| =0 For each agent histed below indica‘te whether or not it was used to prevent acute GVHD or

20 no promote engraftment: AG>

100 20 Methotrexate PRAG32

10 20 Cyclosporine PRAG33

10 20 Conicosteroids CRAG >

10 20 ALS,ALG ATS, ATGVRAGSS

10 200 Azathioprine PRAGCI G

10 20 Cyclophosphamide PRAC 27

10 20 In vivo anti T-lymphocyte monocional antibody, specify:

PRACR D

10 20 In vivo immunotoxin, specify. _[CRAG 39
10 20 Blinded randomized trial, specify agent TRACS o

TTTowe e anow

. 10 20 Other. specify: AG23

70 Did acute GVHD occur? P N B DN A2

10 yes ————1 71 Maximun overall grade: 10| 201 s0Om «sOVPALIBD /\f\(a?)

72. Kamofsky/Lansky score at time of maximum severity of acute GVHD:
(Refer to page 15 for complete scale) YL VH D . L2

73. What was the diagnosis based on? 1 [J Histologic evidence @E\é

3 0 Progressed to chronic GVHD
4 [J Not known

B2 0 Bom

linical ev

74. Date of onset: PVCD\) B D*TB
Month Day Year
75. Is acute GVHD still present at time of this report?
100 Yes REYVRD (RS
20 No

Continue with 82

List the maximum severity of organ involvement attributed to acute GVHD:

76. Skin - AGU S Kand
1 [J Stage 0 —No rash
2 [J Stage 1 —Maculopapular rash, < 25% of body surface
3 [ Stage 2 — Maculopapular rash, 25-50% of body surface
4 [J Stage 3 - Generalized erythroderma
5 [ Stage 4 — Generalized erythroderma with bulbous formation and desquamation

20 nno

77. Intestinal tract (use mi/day for adult recipients and mi/m2/day for pediatric recipients) AU IAT 53

1 [0 Stage 0 — No diarrhea

2 [ Stage 0 - Diarrhea < 500 mi/day or < 280 mi/m2/day

30 Stage 1 ~ Diarrhea > 500 but < 1000 mi/day or 280-555 miim?/day
4 [ Stage 2 - Diahrrea > 1000 but < 1500 mi/day or 556-833 mim2/day
5 O Stage 3 — Diarrhea > 1500 ml/day or > 833 mi/m?/day

6 [J Stage 4 — Severe abdominal pain, with or without ileus

78. Liver [ Q\[ L \fEB
1 [J Stage 0 - Bilirubin < 2.0 mg/dL (< 34 ymol/L)
2 [J Stage 1 — Bilirubin 2.0-3.0 mg/dL (34-51 pmol/l.)
1 Stage 2 — Bilirubin 3.1-6.0 mg/dL (51.1-102 pmol/L)
/Stage 3 - Bilirubin 6.1-15.0 mg/dL (102.1-255 pymol/l)
5 L] Stage 4 - Bilirubin > 15.0 mg/dL (> 255 umoliL)
6 [J Not evaluable, other liver process present
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- Il | lastheme |1 | L L L U p b | L L0

7¢  serorgan involvement? GOT‘H 3 \/‘\’ﬂ

3 yes —— a. 'Dyes 20 no UpperGltract A &ETH2R2

20no b. 1Dyes 20no Lung AGOoTH32
c. 10 yes 200 no Other specify: AcetysH !

B0. Was specific therapy used to treat acute GVHD? T ﬁ,f\(p N | 3)

10J yes —————"1 g4 For each agent listed below indicate whether or not it was used to treat AGVHD (if recipient was
20no already receiving agent, indicate if dose was increased). "TRAG™
yes no increasd
10 20 30 Methotrexate TRAG32
10 20 300 Cyclosporine TRAG32
10 20 300 Systemic corticosteroids TRAG>
10 20 30 Topical corticosteroids TRAE>S
10 20 30 ALS ALG ATS, ATG TRAG 3c
10 20 30 Azathioprine TRA G377
10 20 30 Cyciophosphamide 7 RAG3E
10 20 30 Thalidomide TRAG™A
10 20 30  in vivo anti THymphocyte monoclonal antibody, specify ZEA&3/0
10 20 30  In vivo immunotoxin, specify: ZHAG&3//
10 20 30 Blinded randomized trial, specify agent: 724 & 572
10 20 30  Other, specity. _ Z7A< 3/3

~xT T Jemeanow

Chronic Graft vs. Host Disease
82. Has recipient developed clinical chronic GVHD? C@\) H D\/ N 3

1 YOS meemmmmi 4
ino 83. Hfate of onset: C&VHD DT
. Month Day Year
B4 /Kamofsky/Lansky score at diagnosis of chronic GVHD: CURD KR
l (Refer to page 15 for compiete scale) C& ﬂ—ﬁ G 2
LU TN | 85/ Platelet count at diagnosis of chronic GVHD: . x 10LC (SUHD PL‘,S
86. Total serum bilirubin at diagnosis of chronic GVHD: :";5";;;’,;?""’;’%%%’0?1{-) 72!9:\ R

87. V%nat was the diagnosis based on? /’\\’\vﬁ—b\\’“" D %T?)
1 [J Histologic evidence
20 Clinical evidence =~ CGAHD €\ ’b
30 Both

88. Maximum grade of chronic GVHD: C (U DN (5™

1 D Limited (Localized skin involvement and/or hepatic dysfunction due to chronic GVHD)

2 0 Extensive (Generalized skin involvement or localized skin involvement and/or hepatic
dysfunction due to chronic GVHD, pius;
- Liver histology showing chronic aggressive hepatitis, bridging necrosis or cirrhosis; or,
- Invoivement of eye: Schirmer's test with < & mm wetting; or
- Invoivement of minor salivary glands or oral mucosa demonstrated on iabial biopsy, or
- Invoivement of any other target organ
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Recipient
NMDP 1D:

I

Recipient t ;

L]

B Last Name:

CONRDEATY

89. Indicate if there was organ involvement with chronic GVHD from list below:

80.

10 yes 20 no Oralinvolvement C GUH 33

10 yes 200 no Cutaneous invoivement G Gyl 3t
10 yes 20 no Xerophthaimia (dry eyes)C GUH32

1D yes 200 no Chronic diarrhea CGOH3 7

10 yes 20 no Weightioss C GUW ™9

1D yes 200 no Contractures C Gul 32

1D yes 20 no Mucositis. specify site: <G\ Lo
1D vyes 200 no Esophogeal involvementC G\ HAS
1Dyes 20 no Chronic nausea/vomitingC GV H3&

10 yes 20 no Other Gl tract involvement< GUH3¥

1D yes 20 no Hepatitisthepatic involvementC GV H3 o
10 yes 20 no Arthritis/arthralgia (joint pain) Ca v 1431

1D yes 200 no Obstructive lung disease Ccou2 1>
10 yes 20 no Serositis, specify site: < GUHS et

1O yes 20 no Myositis/myalgia (tenderness/pain in muscles) CGOK3 1S
10 yes 20 no Thrombocytopenia CGOH 3IC

pPOB33~xT IO Ssa0Ow

10 yes 20 no Other, specify: <GVR3 (7

Was specific therapy used to treat chronic GVHD? "\ (20X | -

Dose
ncreased.  no longer
stii akng  stli aking

203
20
2]
20
20
20
20
20

20
20
20

Yes.

g No
3 40
30l «0
30 «0
3D «0
3D <0
a0 «0
abd «0
30 «D
A «Q0
30 40
30 «0

10 yes —["91 For each agent listed below indicate whether or not it was used to treat
20 no chronic GVHD: TRCG3 |
Yos.
a. ALS, ALG ATS, ATG TRCG 32 10
b. Azathioprine TRCG 33 10
c. Cyclosporine TRC &3+ 10
d. Systemic corticosteroids v Rce>s™ 10
e. Topical corticosteroids TR CE3& 10
{. Cyclophosphamide TRC G 37 10
g. Thalidomide TRc & 3% 10
h. In vivo anti T-lymphocyte monocional 10
antibody, specify. T RCG>T
i. In vivo immunotoxin, 10
specify: TRC G3lo
j. Blinded randomized trial, specify 10
agent: TReG3l) 4
k. Other, specify: .. TR<CC312. 10
92, is the recipient still receiving treatment for chronic GVHD? T@L(s'\i ;\}}
10 yes
2 0 no = | 93. Date final treatment was administered:
""%
TRCDTD
Month Day Yosr

94, Is chronic GVHD still present?

o CeURDPRDS

3 0 no symptoms, recipient still receiving treatment
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- - peyonienti I I T O T O I O I O O B R

o Treatment and Clinical Status Post-Transplant
g5 .vere transfusions given at any time after the start of conditioning to present? /r [Aaus \( MB
; g Z'eos =" | 96. Did recipient receive only CMV seronegative biood products?
D CMUNEED
97. Were blood products filtered to reduce leukocytes?

10 yes (bp HLT—S

20 no

Did recipient receive any of the fonowmg agents for infection prophylaxis after start of conditioning to present? 1N fﬁ&)q

1D yes ———— g specify: TNPR

2t e a. 1Ovyes 20 no Polyclonal IV gamma globulin (not ATG):SNW%Z
b. 10 yes 200 no IV amphotericin TNPR33

c. 1Ovyes 20 no Fluconazole TNVR 3+

d. 1O yes 20 no Iitraconazole xNPR3y

e. 1Ovyes 20 no Other systemic antifungal agent, specify: LNTR3C
f. 1D0yes 200 no Acyclovir TNPR37

g. 1Oyes 20 no GanciclovirTNER3Y
h
H
J
k
|
m

98.

.10 yes 20 no Foscamet T WPR2G
1O yes 20 no Other antiviral agent, specify: . ZENPR 3o
. 10 yes 200 no Trimethoprim/sulfamethoxazole (Bactrim, Septra) T NPR3N
. 1Dyes 20 no Pentamidine -TNTRIVL
. 1D yes 20 no Other pneumocystis prophylaxis, specify: NI ORI
_1D0Oyes 20no Other, specify: ZINTR3I

Ory,..a Function
Puimonary Function

100. Did recipient develop interstitial pneumonitis after the start of conditioning to present? (Inte: al pneumonitis is characterized
by hypoxia and diffuse interstitial infiltrates on chest x-ray not caused by fiuid overioad.) ,\) ':7)

10 yes —————i o~
20 o 101. What was the date of onset? PODT S
Y
102. Were diagnostic tests done? & NTS "D'y' T3 -
1 g yes —»| 103. Diagnosis was evaluated by: P NDIAD )43
. . 2L no a. 1O yes 20 no Bronchoalveolar lavage PNDIA R}
Cont th 107 9
b. 1O yes 200 no Transbronchial biopsy PN DITA32-

c. 10 yes 20 no Open lung biopsy SN T A 3>
d.1Oyes 20no Autopsy PNDT A3
e.1Dyes 20no Other, specify. TNDTG 35"

104. Was an organism isolated? Pl\) Ol 3% %

10 yes —»| 405 Etiology: © N (3 !

20no . 1Dyes 200no Pneumocystis carinii PNe 152
(idiopathic) .10yes 20no Aspergillus CNo 133

10yes 20no Cytomegalovirus £No 1>

. 1DOyes 20no Herpes simpiex PNo I3 S

. 10yes 20n0 Adenovius PNo 36 o0y
1Dyes 20no Human Herpesvirus Type 6 (HHV6)
1D0yes 200no Other virus, specify: £No 3%
1Dyes 20no Other, specify: _£No 139

SO ~eoapow®

106. Has interstitial pneumonitis resolved? 10Oyes 20n0 1PN RSS) >
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Zecipient
NMDP ID:

— 4

107 ' recipient dev

Last Name: l l l ‘

elop pulmonary abnormalities other than interstitial pneumonitis after the start of conditioning to present773

§yes._.._....—.-—-—’
zidno

|

0O yes =
20 no

ANLVAGS

1[0 yes
20 no

10 yes ——p
20 no

1Dyes-—-o—
20 no

108. Did recipient develop Acute Respiratory Distress Syndrome (ARDS)? P AN ?;. /

AR DT,

Year

Preci

111. Diagnosis was evaluated by: P"Z‘DI A ?)2&5-

109. Date of onset:
Month Day
110. Were diagnostic tests done? _f\
10 yes —»
20 no a.10yes 20 no
b.1Dyes 20 no
c. 1Oyes 20no
d 1Dyes 20no
e 1Oyes 20no

Bronchoalveolar lavageqrdIA 3
Transbronchial biopsy ARDIA 32
Open lung biopsy RDIT A X2
Autopsy ARDL A-34
Other. specify:

1)

A4

112. Did recipient develop bronchiolitis obliterans? SN 2,

113. Date of onset:

114. Were diagnostic tests done?

BODTS

Month

Day,

Year

Boteg ST

10 yes ——»-
20 no

115. Diagnosis was evaluated by: B (0 D& xS

b
c
d.
e

10 yes

.10 yes
.10 yes

10 yes

.10 yes

20 no
20 no
20 no
20 no
20 no

Bronchoalveolar lavageRapips
Transbronchial biopsyRaprAa=a.
Open lung biopsy ReDTAR3
Autopsy Bedia3ay

Other, specify. SoDEARS”

116. Did recipient develop puimonary hemorrhage? P ) 1) ’5

117.Date of onset:

PrDTS

Month

Day

118. Were diagnostic tests done?

Year

PHTEST S

119, Diagnosis was evaluated by: { 14+ D &2 xS

1] yes ~—p

20 no a. 1D vyes
b. 110 yes
c. 1D yes
d. 1O yes
e. 10 yes

20 no
200 no
2l no
20 no
20 no

Bronchoalveolar lavage PHDT AP
Transbronchial biopsy PRDIA 3
Open_lung biopsy P¥DITA
Autopsy PHWDIA 34

Other, specify: 25

120. Did recipient develop other pulmonary abnormalities? e Q‘ﬁ‘\tgn.’s

121. Specify:

Liver Function

122. Recipient’s maximum known total bilirubin:

MABET™D

Unit of measurement:

ax (BmeE A

° 10 mgidL  or

20 pmollL Mm

123. Date of maximum known total bilirubin:

ey BT

Month

124 " cipient's bilirubin on day of contact: .

CONBETY™S

NMDP Form 130, 530, 630 VB (13-18) November 1998
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Year

Unit of measurement:
10 mgidl  or

2 m:g BNSA 2,



Recipient

NMDP D!

- lasthame: L L L L L bbb bt

127 ' the recipient dev

ent?

10 yes
1D yes
1 [ yes
10 yes
10 yes
100 yes

~®oooUw

126. Did recipient develop liver toxicity after the start of conditioning to present? { -\ \_{ ‘\)’%
1 O yes ———ep

20 no

Kidney Function

131. Recipient's serum creatinine on day of contact: . mgidl. <G PCLEeEH™

New Malignancy

132. Did a new mahgnancy lymphoproliferative or myeloproliferative disorder appear? 1\: (\r\\/ /\)%

20 no
20 no
20 no
20 no
20 no
20 no

P Byl
Jaundice pALF 3l
Hepatomegaly pLe 32
Right upper quadrant pain A ¥ 3
Ascites ALE3Y
Weight gain (> 5%) Ac-F 35

elop any of the following clinical signs/symptoms of abnormal liver function after the start of conditioning 10

Other. specify. ALE 36

127. Date of onset:

128. Etiology: Mom&’,g Y veur
LTeT
1 0 Veno-occlusive disease (VOD)

2 [ Other. specify:

LTDY D

3 00 VOD and other, specify:

4 0 Unknown

129. Diagnosis was based on: L\ DA oy

10yes 20 no Biopsy LT DTS
1D0yes 20no Autopsy LD x A3

1D yes 20 no Clinical signs and symptoms L. TD.x.A> |
10vyes 20 no Elevated liver enzymes L+ D TA>2

LIS

130. Has liver toxicity resolved? (1 Q\CSL.\) 3
1 yes
20no

_1Ovyes 20no Other, specify, <Y DIA3S

10 yes
20 no

133. Diagnosis; (\) MDD ey
.10yes 20 no AMUMDS NMDTIA3 N

10 yes 20 no B-cell lymphoproliferative disorder NNDITATY
1Dyes 20 no Other lymphoma, specify: LM DIHID

1D yes 20 no Skin cancer, specify: _ AN A/DIA 34

X NN EEE

1O yes 20no Solid tumor, specify: ALMD TR DS
10 yes 20 no Other, specify, including site: NMPIA >C

134. Date of diagnosis:

Month Day Year

N ST 2

Survival and Functional Status
135. Was recipient discharged from hospital after transpiant? \ VSO N A\
10 yes ™ 1 136. Date of first discharge from hospital after transplant:

20 no

DISCR DT

Month

137. Total number of inpatient days in first 100 days post-transplant:

Year

DRV

NMDP Form 130, 530, 630 V8 (14-18) November 1998
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Recipient _ Recipient
NMDP 1D: ) Last Name:

137 ‘s the recipient alive on the day of contact? A LN g \l ’\) 3)

-

20 no years

] yes ———————= (139 |f the recipient was alive on the day of contact, complete the Karnofsky Scale for recipients 16
or older and the Lansky Scale for recipients younger than 16. Rate activity of recipients

hospitalized for therapy according to how they were functioning before hospitalization.

KARNOFSKY SCALE216yrs PLIE

Check the phrase in the Karnofsky Scale which best
describes the activity status of the recipient;
Able to carry on normal activity; no special care is

needed
1 0100 Normal: no complaints; no evidence of disease .

2 0 90 Able to carry on normal activity
3 O 80 Normal activity with effort
Unable to work; able to live at home, cares for most
personal needs; a varying amount of assistance is
needed
4 [0 70 Cares for self: unabie to carry on normal activity
or to do active work
5 [0 60 Reguires occasional assistance but is abie to care
for most needs
6§ O 50 Requires considerable assistance and frequent
medical care
Unable to care for self; requires equivalent of
institutional or hospital care; disease may be
progressing rapidly
7 {3 40 Disabled; requires special care and assistance
.0 30 Severely disabled: hospitalization indicated,
' although death not imminent
9 [0 20 Very sick; hospitalization necessary
© 10 0 10 Moribund; fatal process progressing rapidly

b % | LANSKY SCALE <16 yrs

Seiect the phrase in the Lansky Play-Performance Scale

which best describes the activity status of the recipient:

Able to carry on normal activity; no special care is

neaded

1 0100 Fully active
2 O 90 Minor restriction in physically strenuous play
3 [0 B0 Restricted in strenuous play. tires more easily.

otherwise active

Mild to moderate restriction

4 O 70 Both greater restrictions of, and less time spent in.
active play
5 0 60 Ambulatory up to 50% of time. limited active play
with assistance/supervision
s [0 50 Considerable assistance required for any active

piay; fully able to engage in quiet play

Moderate to severe restriction

7 [J 40 Able to initiate quiet activities
8 0 30 Needs considerable assistance for quiet activity
9 O 20 Limited to very passive activity initiated by others
(e.g.. TV) o A
10 J 10 Compietely disabled, not even passive play

Disease Status and Treatment Post-Transplant

Questions 140166 are disease specific questions. For this section, only answer the questions that pertain to the
| disease that was reported for this recipient on the Form 120, 520, 620.

Leukemia, Lymphoma, MDS, Other Malignancy (If recipient's original diagnosis was CML only answer questions 146-163.)

140. What is (was) the status of recipient's disease at time of this report or at time of death? LS T AT R

1 O First complete
remission post
transplant
(no hematologic

evidence of . .
disease) Continue with 167

2 0] Therapy-induced | 141 Date of first relapse: |
complete

LLRELDT

remission after Montn

Day Year

persistent disease | 14> gite of relapse: | t_ K SN \/

or relapse post
transplant —ee——pe

persistent
diSEASE wemmmsrsmnien

NMDP Form 130, 530. 630 VB (15-18) November 1998
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a. 10O yes 20 no Blood and/or bone marrow L. RS3}
b. 10 yes 20 no CNS LL R333
/Relapse or

c. 10yes 20 no Testes LLWS3D

d. 10 yes 20 no Other, specify: CLRS3




. a recipient |
Recipient . i ) | T
NMDP ID: Last Name: ‘ l ‘ l l i !
143. Was patient treated for post-transpiant relapse? | L. QT '5 ?<. } Q
; g :r:s 144. What treatments were given? LURT 2\ b
a. 1O yes 200 no Interferon gammal LRT 32 ; !
b. 100 yes 200 no Intedferon aipha LRV 33 I
c. 10 yes 20 no Chemotherapy L. QT 3%\ ;
d. 1D yes 200 no Withdrawat of immunosuppression LLRT 3S i
e. 10 yes 20 no Immunotoxins LLRT3C |
f 1Dyes 20 no Donor leukocytes L L R 37 i
g. 10 yes 200 no Second transplant LLRT 32X
h. 10 yes 20 no Growth factors, specify. =K1 2T
i, 10yes 20 no Other, specify: _LRT 3o
145. Did the patient acheive a hematologic remission?
10 yes
200 no LLHEMLZES
30 not applicable
Continue with 167
CML Only

146. Did Chronic Myelogenous Leukemia recur (include clinical and/or cytogenetic relapse) post-transplant? Q {\/) QgQ N~/ /\) D)
100 yes ——eeere

147. Was post-transplant relapse extrameduliary only? C_ M SN, pS %

20 no 1O ves —
.0 :’m 148. Date of extramedullary relapse:
C- M gm DT% Month Day Yesr
149. Site of relapse, specify:

Continue with 163 Continue with 157

150. Was initial post-transplant relapse cytogenetic only? ' M. \/ \_/ (\) %
10 yes —»
20 no

151. Date of cytogenetic relapse:

! )
(,;U\ pa M D’T?} Month Year

152. Did hematologic evidence of CML subsequently appear’c Pt 6\/ l\)
10 yes =

153. Date of hematologic relapse.:

20no C MHE DT
‘ e
Month Day Yeur
Cont. with 157 Rt In':;t’ial hematglogip.relapsg ﬁndings.were consistent
with: .
10 Chronic phase CrahE N 3

2 [J Acccelerated phase
30 Blast phase

Continue with 157

155. Were initial post-transplant relapse hematologic findings consistent with: \\ PT COL) R

1 [J Chronic phase =i — A
2 [ Accelerated or blast phase —»- 153. Date of relapse: CW\ Al b—T?_)

Month Day Year

NMDP Form 130, 530, 630 V8 (16-18) November 1998
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Recipient
NMDP ID:

10 yes —
20 no

Recipient
Last Name:

I N B

157. Was recipient treated for post-transplant relapse? C (\r\ \ Q_\) N ?)

158. What treatments were given? ( [\YT P72~ Q

10 yes 20 no
.1Dyes 20 no
10yes 20 no
10yes 20 no
10yes 20 no
10yes 20 no
1Dyes 20 no
10yes 20 no
i. 1Dyes 20 no

TO e 00OCw .

interferon gamma vt Ry 2|

interferon alpha < poveey 32
Chemotherapy Crv QT 33

Withdrawal of immunosuppression CYTTRT 3 .
Immunotoxins C NTTRT 35

Donor leukocytes ConTRY 26

Second transplant COTYRT37

Growth factors, specify: Conx QU 3¥

Other, specify: SONTRT 27

159. Did recipient achieve hematologic remission? C MM 85 O)

10 yes
200 no
3 [ not applicable

160. Did recipient achieve cytogenetic remission? .\~ C N N 'S

10 yes e
2 [J No mrmsmmemeeipen
3 [J not applicable,

extramedullary

relapse only
4 [J not
tested

Cont. with 163

161. Date bone marrow examined: C_pnC 207 3

Month Day Yaar
162. Did recipient achieve chronic phase?
10 yes C el ff
20 no
3 [J not applicable, cytogenetic reiapse only

Continue with 163

163. At the time of this report, CML was (check one box only): (_ M LSTAT g

1 [0 Absent

2 [J Present on cytogenetic testing only
3 O in chronic phase

4 [ In acceierated phase

5 [J in blast phase

Continue with 167

'Aplastic Anemia, Nonmalignant Hematologic Disorders, inborn Errors of Metabolism
164. What was the status of original disease at the time of this report? {\, D Y AT ’>>

1 O Cured

2 [J improved

3 O Unchanged
4 [0 Worse

5 [0 Unknown

Continue with 167

NMDP Form 130, 530, 630 VB (17-18) November 1998
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D : L) tashame: [ {1 1 U111 L L LT 1

odeficiency Disease (For SCIDS complete insert I: for WAS complete insert Il. and answer questions 165 and 166 )

165. . ,.fat was the status of T-cell function at this visit or at the time of death? L DT%'T [l 3

1 [J Absent (< 10% normal response)

2 [0 Normal

30 Parnial

4 [J Unknown

What was the status of B-cell function at this visit or at the time of death? ] _ D (b ST)‘*T 3

1 [J Absent (< 10% normal response)
2 [J Normal

3 [ Partial

4 [J Unknown

"

166.

Subsequent Stem Cell Infusion
~omplete this section if recipient has received a subsequent stem cell infusion. If the donor is a second unrelated donor. complete a
+ew Form 120, 520. 620 for baselne information relative to the subsequent infusion.

167. Date of subsequent stem cell infusion: XCITR .
Month Day Year

168. What was the indication for subsequent stem cell infusion? N | IA) D 3

1 [J Graft failure/rejection
2 O Recurrence of disease
3 [0 Other, specify:

16¢  rce of stem cells: <5 (C_ | SRC. A
i 2 Autologous
1 0 Cryopreserved bone marrow
2 O Cryopreserved peripheral blood stem cells
2 ? Aliogeneic, unrelated
1 [0 Fresh, onginal donor bone marrow
2 O Cryopreserved original donor bone marrow
3 [0 Fresh, second donor bone marrow
4 O Fresh, original donor mobilized peripheral blood stem celis
5 [J Cryopreserved original donor mobilized peripheral blood stem celis
6 [J Fresh, second donor maobilized peripheral blood stem cells
#03 NMDP cord blood
8:00 Non-NMDP cord biood
3 [T Allogeneic, related
1 3 Bone marrow
2 [0 Peripheral biood
3 [0 Cord biocod

170. Signed:

Person compieting form
Please print name:

“hone: ( )

A )

E-mail address:

NMDP Form 130. 530. 630 V8 (18-18) November 1998
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S [ Y T

National Marrow Donor Program® Unrelated Recipient - -
Six Month to Two Year NMDP ID:
rollow-Up Visit of Recipient Recipient

Last Name:

Related Unique Recipient

Number (UPN):
Registry Use Only Unrelated Recipient Local
‘Sj and Related 1D (optional):
Sequence 1A
Nu?nber: ““éi} Today's Date: TC Code:
EE ! Month Day Year
Date Date of Transplant for which this form
Received: is being completed:
Month Day Year
Visit: O 6month O 1year [J2year
Product type: [J Marrow [0 PBSC [J Cord biood
(Form 140) {Form 540) {Form 640)

Unrelated Donor Marrow Transplant and Related Donor Marrow Transplant for CML Recipient

| Information should come from a@n actual examination by the transplant center physician, or the private physician
| who is following the recipient post-transplant.

1. Date of actual contact with recipient to determine medical status for this follow-up report:
Month Day Year
2. Did recipient receive a subsequent stem cell infusion (bone marrow, mobilized peripheral blood stem cells, cord blood) since last
report? <y MC&U‘}’
* 0 yes e Answer gquestions 164—166 on page 18.
Jno
3. Did recipient die since last report? D|ED 4
10 yes ———— Answers to subsequent questions should reflect clinical status immediately prior to death.
20 N0 i Answers to subsequent questions should reflect clinical status on day of actual contact for this

follow-up evaluation.

4. Has recipient received an infusion of peripheral blood mononuciear celis or lymphocytes from the donor since last report?
100 yes

20 no 5. Date the first infusion was given: PBF‘/CDT‘—!‘ |
Month Day Year
PHEMEDLH
(;D 6. Recipient weight within 2 weeks of first infusion: kg 'PQ M(C WT! q'
7. Total number of infusions: CPPMCNUM 4'
8. Total dose of mononuclear cells: . x 1010 P @m C m NC L}»

9. Indication for the infusion(s) of donor cells:
1 [J Relapse Y
2 [J Treatment for B cell lymphoproliferative disorder P% M C’ZNQ 4/
3 0 Prophylaxis against B cell lymphoproliferative disorder
4 [0 Gratt failure
5 [J Viral infection, specify:
6 O Other, specify:

[ Mail this form to:
The NMDP Registry, Suite 500,

NMDP Form 140, 540, 640 V5 (1~18) November 1998 ' 3433 Broadway St. N.E., Minneapolis, MN 55413
Copyright © 1998 National Marrow Donor Program. Al rights reserved. Retain a copy at the transplant center.




Récipient
NMDP ID:

Recipient
- Last Name:

.atopoietic Reconstitution Post-Transplant

10. Has the recipient received hematopoietic, lymphoid growth factors or cytokines since last report? H LJ FCL/’

100 yes e
20 no

acsrap BY(e4
aMaD gy [ed
geyreb Gdjed
THROAD G4 |EY
TL2AD
TR AD
TLbRD
PIXYAD
SCYAP
iQLQHAD
GAMMAD

RGFAD
OMEAD

11. Specify agents given: —
' . Date started :’% Date stopped Code
Y N?“\g Month Day Yoar Month Day Year {below)
s G.CSF 10 20
b. GM-CSF - 10 20
¢. Erythropoietin 10 20
d. Thrombopoietin 10 20
e. interleukin -2 (IL-2) 10 20
{. Interleukin -3 (IL-3) 10 20
g. Interfeukin -6 (IL6) 10 20
h. PIXY - 321 10 20
i. Stem Cell Factor 10 20
(SCF)
j- Interferon aipha 10 20
k. Interferon gamma 10 20
I. Blinded growth factor 10 20
trial, specify agent:
m. Other, specify: 10 20

Codes for Indication of Therapy

. Intervention for delay/deckne i absolute neutrophil count (ANC)

OO X 13

. tntervention for delay/d
. Intervention for delay/d

N platelets
e 1n both ANC and plateiets

5. Antiteukeric or tumor agent {prevention)
6. Antileukemic or tumor agent (freatment)
7. Other intervention therapy

. Intervention for delay/deciine n red blood cell counts

12
factors or cytokines post-transplant?

= oy HLGF €204

20 no
300 unknown

After being off growth factors for at least 30 days, did the recipient receive other courses of growth

NMDP Form 140, 540, 640 V5 (2~18) November 1998 .
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Recipiem' Recipient
RNMDP ID: - - Last Name:

.ulopoiesis H{?M e 4
13. Did the recipient achieve an initial hematopoietic recovery (ANC > 500/mm? for 3 consecutive lab values obtained on different
days) since last report? ,

10 Yes ——————| 14, Date ANC > 500/mm?3 (first of 3 consecutive lab values):
n N C N t}”r\v*‘ Month Day Year
15. Was ANC > 1,000/mm3 achieved and sustained for 3 consecutive lab values?
10 yes » Date (first of 3 consecutive
20 noANCNWYN {+ lab values): ,
. . Q N C N® ET(—% Month Day Year

2 O No, recipient's initial hematopoietic recovery was recorded on a previous report

Continue with 16

30 No, recipient has never achieved an ANC > 500/mm?3 for three consecutive lab values obtained on different days and there
is no evidence of recurrent disease

E Continue with 26

4 [0 No, recipient has never achieved an ANC > 500/mm?3 for three consecutive lab values obtained on different days and there
was documented persistent malignant disease post-transplant

Continue with 68

16. Following initial hematopoietic recovery (ANC > 500/mm?3 for three consecutive lab values obtained on different days) did the
. recipient experience a subsequent decline in ANC to < 500/mm?3 for greater than three days since last report?

, g xzs ™ | 17. Date of decline in ANC to < 500/mm?3 for greater than
, \ 3 days (first of 3 days that ANC declined):
;’J%;}Eﬁ\i { 1) L% Month Day Year
Actual CBC on first day of decline: p NC’\/ bb T"'
Continue with 31 18. WBC: . x 109/L {Q NC w 5‘%{LL}
19. Neutrophils: . % ANC NEU 4+
20. Lymphocytes: . % ANCLYM Y

21. Did recipient recover and maintain ANC > 500/mm?3 following the decline?

; g z:s 22. Date of ANC recovery:
» Month Day Year
A %\5’(\/&\{ N “" Actual CBC on first day of recovery: ANCER DT
23. WBC: o Jx1om ane Rwey
24. Neutrophils: . % ANCE N =14 ¢,+
: §QS§ ;‘« 3 {
25 Lymphocytes: L_J%  ANCR LY Mt

NMDP Form 140, 540, 640 V5 (3~18) November 1998
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Recipient
NMDP 1D:

Recipient
Last Name:

uspected etiology of failure to achieve ANC > 500/mm3 or a decline in ANC:

a. Persistent disease
or relapse
10 yes
20 no

ANEPBE Y

b. immune mediated

rejiection .
0 yes ——ep |
éz 0 "%NC.‘SZN"‘X

c. Graft versus
host disease

Mmune mediated etiology:
a. 10vyes 200 no Celiular

5 b Oyes 200 no Antibody
c. 10vyes 200 no Third party engraftment
d. 10yes 200 no Unknown

132 AN GV MDY,

d. Non-viral infection

10 yes \[‘le[
20 no ANC N
e. Suspected viral 28. Suspected virus:
infection ' .
a. 10yes 20 no Cytomegalovirus (CMV)
b. 1Oyes 200 no Human Herpesvirus Type 6 (HHV6)
c. 1D0yes 20 no Herpes Simplex Virus (HSV)
d. 1Ovyes 20 no Varicella
. e. 1l yes 200 no Other, specify:
¢ Documented viral . )
infection . 129, yms involved: '
7D yes a. 10yes 200 no Cytomegalovirus (CMV)
20 no b. 1Dyes 20 no Human Herpesvirus Type 6 (HHV6)
D\ Lh{iﬂ c. 1Oyes 200 no Herpes Simplex Virus (HSV)
ANG d 10Oyes 200 no Varicella
{9!( e. 10yes 20 no Other, specify:
g. Antimicrobial \.\"% .
therapy \\K}:{A 30. Therapy: o
A a. 10yes 200 no Ganciclovir

10 ves ——p
20 no

b. 10yes 20 no
c. 10yes 20 no

Bactrim, Septra, Trimethoprim/Sulfamethoxazole
Other, specify:

h. Undetermined N

10 yes )
20 no AN CV}\D 4
Megakaryopoiesis

The following questions relate to initial platelet recovery. All dates should reflect no transfusions in previous 7 days, and the first of 3
consecutive laboratory values obtained on different days.

31. Did recipient achieve an initial platelet count of > 20,000 since last report? Pi.l Zhﬁéq

R n R e Continue with 32

2 [0 No, recipient achieved a platelet count of > 20,000 prior to current report but < 50,000 i
3 [J No, recipient achieved a platelet count of > 50,000 prior to current report but < 100,000 —emp

01 No, recipient achieved a platelet count of > 100,000 prior to current report
s [ No, recipient never achieved a platelet count of > 20,000

NMDP Form 140, 540, 640 V5 (4-18) November 1998
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g Continue with 40

g Continue with 49




Recipient
NMDP ID:

Recipient
- Last Name:

Vas a platelet count of > 20.000 achieved? PU'J: QY N Lf‘

10 yes ———e—ip

33. Date platelets > 20,000:

PLT2ADTH

P ] E—— C O Ntinue with 38

34. Was a plateiet count of > 50,000 achieved?

10 yes —ee————

P u T PR Continue with 38

36. Was a platelet count of > 100,000 achieved?

100 yes e
200 no

38. Was recipient ever platelet transfusion independent?

1 0 yes i

Month Day Year
PLLS YNH

35. Date platelets > 50,000: P S i;y?wq

Month Day Year

PLAOYNY
37. Date piatelets > 100,000: PLT iﬁ DT +
' Month Day Yaar ‘ '
PUTTZ YN
39. is the date of the last platelet transfusion known?
o PLITT DT
PLLTI NS Month  Day Year

if recipient was plateiet transfusion independent for > 14 days and then subsequently experienced » decine in piatelet count and
required piatsiet transtusions, record date of last platelet transtusion before decine in counts. If recipient has not required platelet
transfusions since initial pistelet recovery, record date of last pistelet transfusion.

20 n‘o s (ontinue with 51

\fter initial recovery to platelet count > 20,000 did the platelet count decline to < 20,000 for 3 consecutive laboratory values or a

decline to < 20,000 for one laboratory value and the recipient received a platelet transfusion?

41. Date of the first day platelet count declined below 20,000:

42. Has platelet count recovered?

10 yes i Continue with 43
% Fin ] e Continue with 49

Month Day Year

PLEDD T

10 yes
PLIDYNY
PLTRYN
- 20no

Continue wit 49

The following date questions relate to subsequent platelet recovery following a decline of piatelet count to below 20,000. All dates

should reflect no transfusions in previous 7 days, and the first of 3 consecutive laboratory values.

43. Was a platelet count of > 20,000 achieved?

10
yes 44. Date platelets > 20,000: p LSZ D’T’{-—
P LS ZVN L[' ‘ Month Day Year
2 Do
45. \)\Vas a piatelet count of > 50,000 achieved?
10 yes
, 46. Date platelets > 50,000: PLSSDTY-
p&% S \fIN LF Month Day Yeur
20no
47. Was a platelet count of > 100,000 achieved?
O yes
2O no 48. Date piatelets > 100,000: }{3& S4ON T‘f
{*)Lg ﬁi} yN “4 Month Day Year -

NMDP Form 140, 540, 640 V5 (5-18) November 1998
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Recipient

NMDP ID:

; recipient now receiving platelet transfusions?

10 yes g Continue with 51

50. Is the date of the last piatelet transfusion known?

10 yes ~meeeg PLSDTL/V

20

no

PLSPECH

Recipient
Last Name:

20 no

3 D prevaous% L?ported

Day Year

i plme!et cnum 2 100 000 achieved. continue with question 56. Otherwise continue with question §1.

51. Suspected etiology of failure to achieve a platelet count > 100,000 or decline in platelet count to < 20,000:

a. Persistent disease

or relapse
10 yes

20 no

b. |

mmune mediated

PLITIMYALS
c. Graft versus
host disease

10 yes

20no LT GVIA DY

1. Non-viral infection

10 yes
20 no

€. Suspected viral

PLYPDRY

c.
d.

20 no
20 no
200 no
20 no

52. Immune mediated etiology:

reingt ;
10 yes g
20 no

Cellular

Antibody

Third party engraftment
Unknown

PLTN VIY

53. Suspected virus:

i ion , .
1O yes N1Oyes 20 no Cytomegalovirus (CMV)
20 no {1 Oyes 200 no Human Herpesvirus Type 6 (HHV6)
.}10yes 20 no Herpes Simplex Virus (HSV)
PLTSVH AL 41 0yes 20 no Varicella
/10 yes 20 no Other, specify:
f %?:;r;inted viral 54. Virus involved:
10 ves — a. 10yes 20 no Cytomegalovirus (CMV)
.0 :: os b. 10yes 200 no Human Herpesvirus Type 6 (HHV6)
c. 10yes 20 no Herpes Simplex Virus (HSV)
PLTOVHUX 6 d. 1O yes 20no Varicella
e. 1Dyes 20 no Other, specify:
g. /;\';'\timicrobiat 55. Therapy:
erapy _
10 yes i a. 10O yes 20 no Ganciclovir
20 no b. 1Oyes 200 no Bactrim, Septra, Trimethoprim/Sulfamethoxazole
_ o1 2 ify:
OLT A M‘—f‘*("% c. 10yes 20 no Other, specify:
h. Veno-occlusive disease (VOD)
10 yes )
20n0 PLT VO D4
i. Undetermined
100 yes |
20no pLria Np L/'
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Recipient
NMDRP 1D:

L g

Recipient
Last Name:

ropoiesis

56. Has recipient received red blood cell (RBC) transfusions within 20 days of the day of contact?

10 yes
2 [ no =i

RECRecy

57. Is the date of the last RBC transfusion known?

1[0 yes =

20 no RBC [Ny

RBCOTY

58. Did (does) recipient have evidence of hemolysis?

L R R —
200 no

HEMONS o

59. Specify criteria:

(e.g., fragmented red celis, spherocytes, hemoglobinuria, etc.)

Current Hematologic Findings

60. Date of most recent CBC:

Actual CBC resuits:

61.

62.

‘64.
65.

66.

67.

RO TY

Month Day Year

WBC: o |x10 PO TWERCY

Neutrophils: . % A{‘f TNEU L

cymphocytes: . % <L \/ M L‘%’

Hemoglobin: . g/dl O not tested NETRGBY
Hematocrit: . % 0 not tested PCT H ey
Platelets: . x 109/L ACT f{‘&”i’qu

Were chimerism studies performed prior to date of contact? (. NI MS T D'-f'

1[0 yes i

P u ] - pa——

Complete table on following page

Continue with 68
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L.ast Name:

Recipient

Recipient
NMDP ID:
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Recipient Recipient
NMDP ID: Last Name:

t vs. Host Disease (GVHD)

68. (For six month report only) Was acute GVHD present at time of 100-day post-transplant report?

10 yes ————1 59 Is acute GVHD still present at time of this report?
20no 10 yes Y
3 not known 20 no AGVHBNOW
AGYHDAOE 3 O progressed to chronic GVHD
4 [J not known

70. Did acute GVHD occur for the first time (or a fiare-up that was more severe) after the 100-day post-transplant report or since

previous report?

e | 71. Maximun overall grade: 10J 1 sDm s«
; g ::ce:s(){av;{ b)/j\}q ° AG \f = &M
O 72. Kamofsky/Lansky score at time of maximum seventy of acute GVHD:
3 L not known (Refer to page 15 for complete scale)
' 73. What was the diagnosis based on? 1 [J Histologic evidenée 2 0 Clinical evidence 3 [ Both
74. Date of onset: A VH TSM
Month Day Year AOaVeHDT "-sf“
75. Is acute GVHD still present at time of this report?
10 Yes

3 00 Progressed to chronic GVHD
4 [J Not known

List the maximum severity of organ involvement attributed to acute GVHD:

76. Skin "
10 Stage 0 —No rash AVQ Sl Nt

2[J Stage 1 —Maculopapular rash, < 25% of body surface

3 0 Stage 2 — Maculopapular rash, 25-50% of body surface

4 [ Stage 3 —Generalized erythroderma

5 [J Stage 4 —Generalized erythroderma with bulbous formation and desgamation

'77 “intestinal tract (use ml/day for adult recipients and mi/m2/day for pediatric recipients)

* 1D Stage 0 ~ No diarrhea -y

2 [] Stage 0 - Diarrhea < 500 mi/day or < 280 mllmzlday Rvat NTey

- 300 Stage 1 - Diarrhea > 500 but < 1000 ml/day or 280-555 mi/m2/day

4 [ Stage 2 - Diahrrea > 1000 but < 1500 ml/day or 556-833 mUm2/day

. 5[0 Stage 3 - Diarrhea > 1500 ml/day or > 833 mim2/day

.8 0 Stage 4 — Severe abdominal pain, with or without ileus

78. Liver FARVIA 'y V=
1 [J Stage 0 — Bilirubin < 2.0 mg/dL {< 34 pmol/L)

2 [J Stage 1 - Bilirubin 2.0-3.0 mg/dL (34-51 pmol/L)

3 0 Stage 2 ~ Bilirubin 3.1-6.0 mg/dL (51.1-102 pmoliL)

4 [J Stage 3 - Bilirubin 6.1-15.0 mg/dL (102.1-255 pmol/L)
_ 500 Stage 4 ~ Bilirubin > 15.0 mg/dL (> 255 pmol/L)

“sD Not evaluable other liver process present

79. Other organ involvement?

1Oyes—| 4 10yes 20n0 Upper Gl tract
2[3"'}0“ b. 1Oyes 20no Lung
ﬁi{i@?}%f«i}f}g c. 10yes 20 no Other, specify:

NMDP Form 140, 540, 640 V5 (9-18) November 1998
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Recipient
NMDP ID:

Recipient
Last Name:

80. Was specific therapy used to treat acute GVHD?

200 no

TRAGH X3

10 yes —»- 81. For each agent listed below indicate whether or not it was used to treat
AGVHD (if recipient was already receiving agent, indicate if dose was
increased):

yes no increasd ’

a. 10 20 300 Methotrexate

b. 10 20 30 Cyclosporine

c. 10 20 30 Systemic corticosteroids

d 100 210 300 Topical corticosteroids

e. 10 20 30 ALS ALG ATS,ATG

f. 10 20 30 Azathioprine

g 10 20 30 Cyclophosphamide

h. 100 20 30 Thalidomide

i. 10 20 30 In vivo anti T-lymphocyte monocional
antibody, specify:

j 10 20 30 In vivo immunotoxin,
specify:

k. 10 20 30 Biinded randomized trial,
specify agent:

.. 10 20 30 Other agents,

" specify:

82 Did recipient have chronic GVHD at tlme of last report?

TR, Coinuic with 9 | CAVHDLRY

.Ono

- 83. Has recipient developed clinical chronic GVHD since last report?

1 [0 yes i

20 ’I’@QVH DY

Continue with 96

84. Date of onset: ’{,,fé Dgﬂ
Month Day Year
85. Karnofsky/Lansky score at diagnosis of chronic GVHD: ; :
(Refer to page 15 for complete scale) Cé\ v H {3}&&‘»{
86. Platelet count at diagnosis of chronic GVHD: . x 109/1-1:@ VI DPU.%
- , . . . Unit of measurement:
87. Total serum bilirubin at diagnosis of chronic GVHD: 10 mg/dL. 20 pmoliL

88. What was the diagnosis based on? . " aB
1 0 Histologic evidence é& \! H Df%uz q* iﬁ V f ‘& { ‘4

20 Clinical evidence

3 Both

89. Maximum grade of chronic GVHD:

1 0 Limited (Localized skin involvement and/or hepatic dysfunction due to chronic GVHD)
2 [ Extensive (Generalized skin involvement or localized skin involvement and/or hepatic dysfunction due to chronic GVHD,

plus;

CuVH devd

- 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

NMDP Form 140, 540, 640 V5 (10-18) November 1998
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Recipient
NMDP ID:

Recipient
Last Name:

dicate if there was organ involvement with chronic GVHD from list below:

a. 10yes 20 no Cutaneous invoivement COLVH 4 W
b. 10 yes 200 no Xerophthalmia (dry eyes) ~— | &2 ' '
c. 10 yes 200 no Oral involvement : &3

d. 10yes 20 no Mucositis, specify site: i

e. 10 yes 20 no Esophogeal involvement 73

f. 10 yes 20 no Chronic nausea/vomiting 1P

g. 10O yes 20 no Chronic diarrhea 47

h. 10 yes 20 no Other Gl tract involvement W

i. 1DOyes 20 no Weight loss 9

j. 10 yes 20 no Hepatitis/hepatic involvement Yo

k. 1D yes 200 no Arthrtis/arthralgia (joint pain) oyl

. 1D yes 200 no Contractures Y2

m. 10 yes 20 no Obstructive lung disease f Y13

n. 10 vyes 20 no Serositis, specify site: (7@ 4 e

o. 1D yes 20 no Myositisimyalgia (tenderness/pain in musclesy’ 4/ &

p. 10 yes 200 no Thrombocytopenia ran

g. 10O yes 20 no Other, specify: Wil

91. Was specific therapy used to treat chronic GVHD?

130 yes ~mmmmeeeeeeip
200 no

Azathioprine
Cyclosporine

Thalidomide

Te~oopoow

specify:

Systemic corticosteroids
Topical corticosteroids
Cyclophosphamide

“i‘:wé% 5?:12‘ ’

ALS, ALG ATS, ATG

TROC Y
TRGCYS
TRLECU b

In vivo anti T-lymphocyte monoclional

antibody, specify:
in vivo immunotoxin,

agent:

j- Blinded randomized trial, specify

k. Other, specify:

10 yes
20 no ————p-

93. Is the recipient still receiving treatment for chronic GVHD?

Dose
Yes,  increased,
still taking  still taking
10 20
10 20
10 20
10 20
10 20
10 23
10 203
10 20
13 20d
18] 20
100 20

92. For each agent listed below indicate whether or not it was used to treat chronic GVHD:

Yes,
no longer
taking
3
30
30
agd
i
30
a0
30

30
30
30

TREAYNY

No
a0
40
«0
40
40
40
40
<0

«0
40
«0

94. Date final treatment administered:

TRCC 7ot

Month

Day

Year

95. Is chronic GVHD still present?

10 yes
20 no

CaoN HDPRAY

3 O no symptoms, recipient still receiving treatment
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Recipient
NMDP 1D:

sr Function Post-Transplant

Puimonary Function

Recipient
Last Name:

96. Has recipient developed interstitial pneumonitis since last report? (interstitial pneumonitis is characterized by hypoxia and
diffuse interstitial infiltrates on chest x-ray. not caused by fluid overicad.)

1 [0 yes i
20 no

PRMNY

97. Date of onset:

Month Day

98. Were diagnostic tests done?

Year

PNDTY

10 yes —
20 no

PNTEST

99. Diagnosis was evaluated by:

a. 10O vyes 200 no Bronchoalveolar lavage »
b. 1O yes 20 no Transbronchial biopsy 42
c. 10 yes 20 no Open lung biopsy 43
d. 1DOyes 200 no Autopsy ,

e. 10 yes 20] no Other, specify: %64%

100. Was an organism isolated?

1[0 yes —i
20 no
(idiopathic)

[P OT 9

101. Ef
¢} a
2 b
¥3e¢.
Y d.
YSe.
L 7
%

iology:
10yes
10yes
10 yes
1DOyes
t0Ovyes
10yes
10yes
10yes

200no
20no
20no

20no
20no
20no

2l no Pneumocystis carinii

Asperygillus

Cytomegalovirus

Herpes simplex

20 no Adenovirus

Human Herpesvirus Type 6 (HHVS)
Other virus, specify:

Other, specify:

102. Has interstitial pneumonitis resolved?

100 yes
20no

PNRESLVY

103. Did recipient develop pulmonary abnormalities other than interstitial pneumonitis since the last report?
104. Did recipient develop Acute Respiratory Distress Syndrome (ARDS)?

100 yes i

20 no PPS\/NL}

Continue with 118

103 yes s
20 no

AN NY

105. Date of onset:

Month
106. Were diagnostic tests done?

Day

REDT |

Year

10 yes ]
20no

Mreqend

b.
c.
d
e

107. Diagnosis was evaluated by:

1D0vyes 20 no
10vyes 20 no
10yes 20 no
10yes 20 no
10 yes 200 no

ARD| A B
Bronchoalveolar lavage <£/
Transbronchial biopsy ¢/Z.

Open lung biopsy 443
Autopsy &
Other, specify: (LS

NMDP Form 140, 540, 640 V5 (12-18) November 1998 _
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Recipient
NMDP ID:

Recipient
Last Name:

108. Did recipient develop bronchiolitis obliterans?

100 yes ——i
20 no

ByyYNY

10 yes wi
20 no

109. Date of onset:

BobTY

Month

Day

110. Were diagnostic tests done?

Year

10 yes ——p

111. Diagnosis was evaiuated by:

8o bgw

20 no a. 10 yes 20 no BronchoalVeolar lavage 4/
gigvg’%’{ﬁ b. 1Dyes 20 no Transbronchial biopsy /2
c. 1Dyes 20 no Open lung biopsy  ¢£3
d 1DOyes 20 no Autopsy gf/
e. 10yes 20 no Other, specify:
112. Did recipient develop puimonary hemorrhage?
113. Date of onset: o
PHDTH
Month Day Year

Qﬁ#M%

PaoniEly

114. Were diagnostic tests done?

10 yes —-
20 no

PHTIESTY

115. Diagnosis was evaluated by: M
. 20 no Bronchoalveolar lavage &f/

Pooow

10 yes
.10 yes
10 yes
10 yes
10 yes

20 no Transbronchial biopsy &2
2[J no Open lung biopsy &3
20 no Autopsy &
20 no Other, specify:

116. Did recipient develop other pulmonary abnormalities sice last report?

10 yes i

20 no 117. Specify:
Liver Function A A
118. Recipient's maximum known total bilirubin: . Unit of measurement: WAKBME kfy
A 10mg/idl or 20 pmolt O not tested
MAXRE 7YY .
119. Date of maximum known total bilirubin: Mav & BT L%
Month Day Year
120. Recipient's most recent bilirubin: . Unit of measurement: .
1Omgdl or 20 pmollL MER
CONBQTYH umoll. ¢ N 13
121. Date of most recent bilirubin: CONRB DT L}‘
Month Day Year
1 ?2. Did the recipient deveiop any of the following clmucal s:gns/symptoms of abnormal liver function since the last report?
a. 10yes 200 no Jaundice
b. 1Oyes 200 no Hepatomegaly 42—
c. 1Dyes 20 no Right upper quadrant pain é §§x
d 10yes 200 no Ascites
e. 10yes 20 no Weight gain (> 5%) 55
f. 1Oyes 20no Other, specify: 7
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Recipient Recipient
NMDP ID: Last Name:

Jid recipient develop liver toxicity since the last report? -

10 yes —————1 154 Date of onset: ’

20no 2 e LT &7‘4
' Month Day Yesr

wgy N ‘L?‘ 125. Etiology:

1 O Veno-occlusive disease (VOD) [>T i=TioL
2 [J Other, specify:

3 [0 VOD and other, specify:

4 0] Unknown
126. Diagnosis was based on: . )
a. 10O yes 20 no Clinical signs and symptoms LT DI A’“ 4|

b. 10 yes 20 no Eievated liver enzymes
c. 1Oyes 20 no Biopsy

d. 10O yes 200 no Autopsy J Y
e. 1D0yes 20 no Other, specify: 4 IS

127. Has liver toxicity resolved?

10 yes v
20 no LTeSL "-f
Kidney Function
128. Recipient's most recent serum creatinine: . mgdL SER s ALV
129. Date of serum creatinine: CE E C@ b g%
Month Day Year

r Organ Impairmant/Disorder
130. Since the last reported contact has the recipient developed any other clinically significant organ impairment or disorder?

; g YES =" 131. From the list below, indicate what organ impairment/disorder occurred
cne a. 10 yes 20 no Renal failure requiring dialysis T DORY |
TOYN J b. 10 yes 20 no TTP/HUS or similar syndrome W
o c. 10 yes 200 no Hemorrhage, specify site:
d 10yes 20 no Seizures &!‘f
e. 1O yes 20 no Cataracts
f. 1Oyes 200 no Hypothyroidism ié(a
g. 1Dyes 20 no Gonadal dysfunction 7y
h. 10 yes 200 no Growth disturbance/growth hormgne deﬁcnency L{?
i. 10 yes 20 no Hemorraghic cystitis
j. 10yes 20 no Other, specify: )0

New Malignancy .
132. Did a new malignancy, iymphoproliferative or myeloproliferative disorder appear since the last report?

;gyes 133, Diagnosis: PRV S
no , a. 10 yes 20n0 AMULMDS e NMDT Ay
N M‘? ;\;Lfv b. 1O yes 200 no B-cell iymphoproliferative disorder Ye
c. 10 yes 20 no Other lymphoma, specify: : o3
d. 1DOyes 200 no Skin cancer, specify: | L4
e.1Oyes 20 no  Solid tumor, specify: / s
f 1Oyes 20 no Other, specify, including site: v 7/
134. Date of diagnosis: NME T
Month Day Year ’
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Recipient Recipient
WMDP ID: Last Name:

‘ vas the recipient alive on the day of contact? (If recipient died on date of contact, check “no.”)

1O yes 136. If the recipient was alive on the day of contact, complete the Kamofsky Scale for recipients
20no ) 16 years or older and the Lansky Scale for recipients younger than 16. Rate activity of recipients
AL,Q’\JE:\} N f"i' hospitalized for therapy according to how they were functioning before hospitalization.

ALTNEXLY KARNOFSKY SCALE > 16 yrs

Check the phrase in the Karnofsky Scale which best
describes the activity status of the recipient:
Able to carry on normal activity; no special care Is
needed
1 3100 Normal; no complaints; no evidence of disease
2 00 90 Able to carry on normal activity
3 [0 B0 Normal activity with effort
Unable to work; able to live at home, cares for most
personal needs; a varying amount of assistance is
needed
4 3 70 Cares for self, unable to carry on normal activity
. or to do active work
5 [J 60 Regquires occasional assistance but is able to care
for most needs
6 [0 50 Requires considerable assistance and frequent
medical care
Unable to care for self; requires equivalent of
institutional or hospital care; disease may be
‘progressing rapidly
7'0 40 Disabled; requires special care and assistance
80 30 Severely disabled; hospitalization indicated,
although death not imminent
"~ 90 20 Very sick; hospitalization necessary
10 0 10 Moribund; fatal process progressing rapidly

LANSKY SCALE <16 yrs

Select the phrase in the Lansky Play-Performance Scale
which best describes the activity status of the recipient:
Able to carry on normal activity; no special care is
neesded
1 3100 Fully active .
2 3 90 Minor restriction in physically strenuous play
3 0 80 Restricted in strenuous play, tires more easily,
otherwise active
Mild to moderate restriction
4 1 70 Both greater restrictions of, and less time spent in,
active play
5 0 60 Ambulatory up to 50% of time, limited active play
with assistance/supervision
6 O 50 Considerable assistance required for any active
play; fully able to engage in quiet play
Moderate to severe restriction
70 40 Able to initiate quiet activities
8 1 30 Needs considerable assistance for quiet activity
9 [0 20 Limited to very passive activity initiated by others
(eg..TV)
10 0 10 Completely disabled, not even passive play

Disease Status and Treatment Post-Transplant

i Questions 137-163 are disease specific questions. For this section, only answer the questions that pertain to the

| disease that was reported for this recipient on the Form 120, 520, 620.

Leukemia, Lymphoma, MDS, Other Malignancy (if recipient’s original diagnosis was CML only answer questions 143-160.)

137. What is (was) the status of recipient's disease at time of this report or at time of death?

1 O First complete o s
remission post ;{j‘}“ﬁ“ﬁdf
transplant .

{no hematologic
evidence of

disease) Continue with 164

2 0 Therapy-induced

138. Date of first relapse:
complete

Ll REL DT

remission after Month
persistent disease
or relapse post

transplant ——»-

139. Site of relapse:

.10yes 20 no CNS

» [0 Relapse or b
c.10vyes 200 no Testes
d

persistent
disease ————p

NMDP Form 140, 540, 640 V5 (15-18) November 1998
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.10 vyes 20 no Other, specify:

Day Year




Recipient Recipient

NMDP ID: Last Name:

140. Was recipient treated for post-transplant relapse?

10 yes e

141. What treatments were given? R ’
20 no o ‘»
a. 10 yes 20 no Interferon gamma %32 ¢ ‘«{ b f Q

.10 vyes 20 no interferon alpha
.10 yes 20 no Chemotherapy
.10 yes 20 no Withdrawal of immunosuppression

10 yes 20 no Donor leukocytes
.10 vyes 20 no Second transplant

.10 vyes 20 no Growth factors, specify:

b
¢
d
e. 10 yes 200 no Immunotoxins
f.
g
h
i. 1Oyes 20 no Other, specify:

142. Did the recipient acheive a hematologic remission?

10 yes
it 4

N

20 no
30 not applicable

Continue with 164

LLHEm

.

CML Only
143. Did Chronic Myelogenous Leukemia recur (include clinical and/or cytogenetic relapse) post-transplant?
: g :"zs ™ | 144. Was post-transplant relapse extramedullary only? Cremily7 sjz
1 CHMECY M ; g 3;25 145. Date of extrameduliary relapse:
AT AN AL Month Day Year
LHEMY N 146. Site of relapse, specify:

Continue with 160 Continue with 154

147. Was initial post-transplant relapse cytogenetic only?

10 yes =
20 no

148. Date of cytogenetic relapse:

. ombu D Month Ds
LY y Year
@?@5{;‘;\?”‘% 149. Did hematologic evidence of CML subsegquently appear?

10 yes —a-
20 no

M %Vl’w M HEDY
Month Day Year

R RITE | 151. Initial hematologic relapse findings were consistent
with:

1 0 Chronic phase PP
20 Acccelerated phase L ?'% HECS M‘%
3 [ Blast phase

Continue with 154

150. Date of hematologic relapse:

152. Were initial post-transplant relapse hematologic findings consistent with:

1 [J Chronic phase

2 0 Accelerated or blast phase —» 153. Date of relapse: {;?"i f}?g}?"f
CmPTeond
Month Day Year

NMDP Form 140, 540, 640 V5 (16—~18) November 1998
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Recipient Recipient

NMDP ID: Last Name:

154. Was recipient treated for post-transplant relapse?

1 — .
D yes 155. What treatments were given?

20no .10yes 20 no Interferon gamma 4 MTRLIX
~ 2 {gg ;5 v .10 yes 20 no Interferon alpha fie' T é?éf 5%
i:ﬁ% S/ 10Oyes 20 no Chemotherapy

.10 yes 200 no Withdrawal of immunosuppression
10 yes 200 no immunotoxins

10O yes 200 no Donor leukocytes

10 yes 20 no Second transplant

TO CTo a0 oD

.10 yes 200 no Growth factors, specify:
i. 10yes 20 no Other, specify:

156. Did recipient achieve hematologic remission?
100 yes

. 200 no Cm Hemigd

3 [J not applicable
157. Did recipient achieve cytogenetic remission?

10 yes ———p . M Tl
20 o 158. Date bone marrow examined: (O£ DHTL

3 0 not applicable, .

extramedullary Month Day Year
. relapse only 159. Did recipient achieve chronic phase?
4 [J not 10yes ., W T.Y
N tested 20n0 L HC KLY *}
uﬁéiif Ajbd 3 not applicable, cytogenetic relapse only

Continue with 160
Cont. with 160

160. At the time of this report, CML was (check one box only):
1 [J Absent

2 [0 Present on cytogenetic testing only M ALl
3 0 In chronic phase C ML STAT é’%
4 [J In accelerated phase :
50 In blast phase

Continue with 164

Aplastic Anemia, Nonmalignant Hematologic Disorders, Inborn Errors of Metabolism

161. What was the status of original disease at the time of this report?

1 [ Cured

20 improved n Mmoraer
3 0 Unchanged Ni LSTA f H .
4 [J Worse
5 O Unknown

Continue with 164
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Recipient Recipient
HNMDP ID: Last Name:

¥ inodeficiency Disease (For SCIDS complete insert I; for WAS complete Insert Il, and answer questions 162 and 163.)

162. What was the status of T-cell function at this visit or at the time of death?

1 [0 Absent (< 10% normal response)
2 0 Nomal

30 Partial —fé} gﬂiﬁf{[ﬂi

4 [J Unknown

163. What was the status of B-cell function at this visit or at the time of death?
10 Absent (< 10% normal response)

2 [J Normal . IR o
30 Partial TOES TR &

4 [0 Unknown

Subsequent Stem Cell Infusion
Complete this section if recipient has received a subsequent stem cell infusion. If the donor is a second unrelated donor, complete a
new Form 120, 520, 620 for baseline information relative to the subsequent infusion.

164. Date of subsequent stem cell infusion: f‘éi{}f L{
Month Day Year

165. What was the indication for subsequent stem cell infusion?

10 Graft failure/rejection Nt b T
2 O Recurrence of disease ‘i::(, St W=
.30 Other, specify:

17 ource of stem celis: 7
1 O Autologous , éC‘}:@KC @'4’
1 [J Cryopreserved bone marrow
2 OO Cryopreserved peripheral biood stem cells s y
2 [ Allogeneic, unrelated < TSR (Fef
1 [0 Fresh, original donor bone marrow ‘
2 [J Cryopreserved original donor bone marrow
3 [ Fresh, second donor bone marrow
4 DI Fresh, original donor mobilized peripheral blood stem cells
5 OJ Cryopreserved original donor mobilized peripheral blood stem cells
6 [J Fresh, second donor mobilized peripheral blood stem cells
] NMDP cord blood
“§'03 Non-NMDP cord blood
3 [ Allogeneic, related
1 IJ Bone marrow
2 O Peripheral blood
3 0 Cord blood

167. Signed:

Person completing form
Piease print name:

Phone: ( )

r'ax: { )

E-mail address:
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.4ational Marrow Donor Program®
vaarly Follow-Up for Greater Than

iwo Years Post-Transplant

Registry Use Only

Seqguence
Numbper:

Date
Receved -

Survival Status

Unrelated * Recipient ‘
NMOP 1D | .

Recipient i | ; —
Last Name l ! ’ ‘ ' ‘ ‘ !
Related Unique Recioient [~ l ! T

Numper (UPN): ! P
Unrelated Recipient Local ‘ T
:md geh d D (optional): ! i
To ay's%ate: ‘ | | ' TC Ccae

Montmn Day Year

Eoliow-up Visit for which this form is ""T'— F() “ V) K

being compieted:

Date of Transpiant for which this form l i | i ; L
1s being compieted: Cu vt Kd’y vy Day Year ;

Product type: O Marmow 0 PBSC 0 Cord blood

{Form 150) (Form 550) {Form 6500

+ O yes

recaluw\

1 |Is the recipient alive? r
!

2. Give gate of mos! recent contact:

Continue with question 4

11 fecCnidt

Mont Day Year

> 0Ono

3. Give date of death:

Complete Form 190 and

continue with question 5
Answers 1o subseguent questions should refiect clinical status just pnor 1o ceath

1

|
Month Day Ycllr c&@cd/ ]’\ d""’

Functional Status NS F\a\(* lap
smpiete the Kamofsky Scale for recipeints 16 years or older and the Lansky Scale for recipients younger than 16.

.ate activity of recipients hospitalized for therapy according to how they were functioning before hospitaiization.

KARNOFSKY SCALE > 16 yrs
Check the pnrase in the Kamofsky Scale which best
gescribes tne activity status of the recipient:
* Able to carry on normal activity; no special care is

" needed

1 7100 Normal: no compiaints: no evidence of disease
20 80 Able to carry on normal activity

30 80 Normal activry with effort

Unable to work: able to live at home, cares for most
personal needs; a varying amount of assistance is

needed

¢ O 70 Cares for self. unable to carmy on normal activity

or to go active work

5 T 80 Reguires pccasional assistance but 1s able to

care for most needs

& O 50 Requires consigerable assisiance and frequent

medical care

Unable to care for self; requires equivalent of
institutional or hospital care; disease may be

progressing rapidly

70 40 Disabled: requires special care and assistance

8 0 30 Severely disableg; hospitalization indicated,
aithough oeath not imminent

2 0 20 Very sick: hospitalization necessary

120 10 Mornbund: fatal process progressing rapidly

}'MDP Sorm 150, E5C. €50 V2 (1-4) Novemper 1998
zzvez=: & 1998 Nanonal Marrow Donor Program. All nghts reserved.

LANSKY SCALE < 16 yrs

Seiect the phrase in the Lansky Play-Performance Scale
which best descnibes the activity status of the recipient:
Able to carry on normal activity; no special care is
nesded )
1 1100 Fuliy active
2 0 90 Minor restnction in physically strenuous play
30 80 Restncted in strenuous piay, tires more easily,
otherwise active
Mild to moderate restriction
« [J 70 Both greater restnctions of, and less time spent in,
active play '
5 0 60 Ambulatory up to 50% of time. limited active play
with assistance/supervision
s O 50 Consigerabie assistance required for any acuve
piay; fully able to engage in quiet piay
Moderate to severe restriction
70 40 Abie to intiate quiet activities
8 O 30 Needs consigerable assistance for quiet activity
9 O 20 Limuted to very passive activity snitiated by others
(eg..TV)
10 O 10 Compieteiy disabled, not even passive play

Mail this form to:
The NMDP Registry, Suite 500, 3433 Broadway St NE.

Minneapolis, MN 55413
Retain a copy at the transplant center.



h ; Recipient
. t i
z:acé?«g l ’ - | '«{ Last Name: ! ’ l j |
onic GVHD
5 Did the recipient have chronic GVHD at the time of the last report?
‘Dyes Chrnpguhd
20no
6. Did tghe recipient develop chronic GVHD since the last report?
O es -
7. Date of onset: f ‘ : i d I’\d+
Chumpned | o e ——a—— (9N
78 no

indicate the maximum grade of GVHD 'since the [ast report:

cguhd rh%)r

+ O Limited (Locauzed sxin invoivement andror hepatic dysfunction due to chromic GVHD)
- OJ Extensive {Generanzed skin involvement or iocalized skin invoivemnent and/or hepatic dysfunction due to cnromic GVHD). plus

- Liver histology showing chronic aggressive hepatmis, bndging necrosis or Cirrhoses; or.

- invoivemnent of eye. Schirmer’s test with < 5 mm wetting; or

- invoivement of any other target organ

is chronic GVHD still present at the tme of this report?

1 O yes v 8dhd{)pej

:0Ono

New Malignancies
Jid a new mahgnancy. lymphoproliferative or myeloproliferative disorder appear?

- Involvement of minor salivary glands or oral mucosa demonstrated on labial biopsy. or

E ves 11. Diagnosis:
s=m S— a. 1Oyes 20no AMUMDS t\W\d(CLS-l
nMm \( n. 1T yes 20 no B-cell lymphoproliferative disorder N

1+ Dyes 20 no Other iymphoma, specify:

D diaS3

mdiaS 2

1Oyes 20no Solid tumor. specify: __inin AV S S~

1 Dyes 20 no Other. specify, inciuding site:

b

c

d 1DOyes 20n0 Skincancer specify: __Nondic SY
e

f.

nmdlonst

12. Date of diagnosis: ’ ’

|

Montn Day

Year

nmd+435

Other Organ Impairmant/Disorder
13 Since the iast reporied contact has the recipient deveioped any other dinically significant organ impairment or disorder?

ov‘\mgc\\(‘

; g 3:;5 """ | 14.From the list beiow, indicate what organ impairment/disorder occurred:
*a. 10Oyes 20 no Renal failure requiring dialysis O rend

b. 1Oyes 20 no TTP/HUS or similar syndrome o+t phud

c. 1O yes 20 no Hemorrhage. specify site: 08 he mane

d. 10Oyes 20n0 Seizures Orse 22UV
1O yes 20 no Cataracts o cater

o ~on

i.
’ “j. 1Oyes 20 no Other. specy: pooXhon

1O yes 200 no Hypothyroidism d(‘h\‘ P‘ﬁ h
10 yes 20 no Gonadal dysfunction OGO
10 yes 20 no Growth disturbance/growtti hormone deficiency OY‘C‘)PONH\
1Oyes 20 no Hemorraghic cystiis o~ C\ g+

NMD2 Zcem 150 35C. €50 V2 (2—4) Novemper 1998

voz"r & 223 Nauonal Marrow Donor Program Al ngnts reserved.



Recipient ‘ J l ’ ! i l :

[Yod 1 .
..‘-,AxDD:lrl‘D . ' ) | | Last Name:

1

p] se Status Post-Transplant
Jnly answer the section that corresponds with the

15. Acute and Chronic Leukemias, Lymphomas, Other Malignancies :’CLCOJ\’CJ'\ ~N
1 O Complete rermission

diagnosis listed on Form 120, 520, 620.

2 O Chemotnerapy ]
fi for of relapse:
induced remission 16. Date. of first relapse for this type ps
afier persistent | | I aC ut chd+
disease of relapse rrpv Day Year

post-transplant -
3 O Hematologic

relapse ————————t-
4 O Cytogenetic

relapse — -

s D Extrameauliary
(RIANSE e

O First relapse date for this type of relapse previously reported

17 Apiastic Anemia. Nonmaiignant Hemnatologic Disorders, Inbom Errors of Metabolism

p 0 Cured

> O improved < o
3 O Unchanged ap SAnhem

« O Worse
5 O Unknown

m -nodeficiency Disease
8 ,vnhat was the status of T-cell function at this visit or at the time of death?
- [ Apsent {< 10% normal response)

: T Normal +Ce\ Sr&'e\]\’

: O Parual
+ O Unxnown
What was the siatus of B-cell function at this visit or at the time of death?

- 7 Absent (< 10% normal response) _
: 2 Normal

: 3 Pariat bcd 54”0»

: Z Unknown

o

subsequent Stem Cell Infusion

=—zorete this section if patient has received a subsequent stem cell infusion i the donor was a second unreiated donor, compiete
-aw “orm 120. 520. 620 for baseiine information relanve to the subsequent infusion.

Date of subsequent stem cell infusion: ! l ‘ l ( SC\\ d,\’S—
Montn Day ; Year .

21 What was the indication for the subsequent stem cell infusion?
. O Grafufailure rejection €« -
: O Recurrent disease SCu “C\' S

~J Otner. specify

)
V]
n

5]
3]

= &80

£50 550 V2 (3~4) Novemper 1988
*£25 Nauonal Marrow Donor Program. All ngnts reserved
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v



Recipient ‘ l l

eciprent | ' ‘ g0 ;.i——]
f’ LI R N Last Name:

wADPID |

%

1 2 wrceofstemecets SC vsec a §

. O Autologous
1+ O Cryopreserved bone marrow
2 O Cryopreserved peripheral biood stem cells
2D Aliogenerc. unrelated
1 O Fresh. ongmnal donor bone marrow TN pe — Sc ( Src b S‘
2 D Cryopreserved original donor bone marrow
3 O Fresn. second donor bone marrow
« [ Fresn. onginal donor mobilized penpheral biood stem cells
s O Cryopreserved onginal gonor mobiized peripneral biood stem celis
¢ O Fresh, second donor mobilized penpheral biood stern celis
79 0 NMDP cord biood
fD Non-NMDP cord blood
3 O Aliogeneic. retated
1 O Bene marrow
2 O Penpheral blood
3 0 Cord biood
23 Signea.
' Person compisong form

Please print name.

aone number ( )

Fax numper ( )

£.-mai agaress

-~ P Yo an R
»: o s £5C 850 V2 (4~4) Novermber 1998
SYTETT S TE35 Nanona Marrow Donor Program. All ngnts reserved.



	DisclaimerBox0: Persons using assistive technology may not be able to fully access information in this file. For assistance, e-mail biolincc@imsweb.com. Include the Web site and filename in your message.


