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CENTRUM ORGANIZACYJNO-KOORDYNACYJNE ds. TRANSPLANTACJI

Centralny Rejestr Potencjalnych Niespokrewnionych Dawców Szpiku

i Krwi Pępowinowej POLTRANSPLANT 

02-001 Warszawa, Al. Jerozolimskie 87





Warszawa, 2 stycznia 2017 r.

Tel/fax (+48-22) 627 07 48  e-mail: rejestr@szpik.info 


WORK-UP SCHEDULE
TO:

	Patient Name:

Patient Registry:

Patient Registry ID:

Donor Registry ID:
	Donor ID:

Donor Registry: 

	
	The donor is willing to proceed with the work-up and collection for your patient.

DC representative signature:

	Please find below details of the work-up and collection plan:

Product type:________________________________________________________

Date of donor physical examination:______________________________________

Date of pre-collection sample draw and shipment:___________________________

Expected donor clearance  date:_________________________________________

Collection date(s):____________________________________________________



	Please find attached: -

1.Verification of Cell Product

2. List of donor infectious disease tests
	DC representative signature:

Date:


Verification of Cell Product
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□HPC, Marrow                            □HPC, Apheresis                      □T-Cells, Apheresis


	PATIENT/DONOR DATA

	Patient name:
	Patient ID
(assigned by patient registry)

	Patient Registry:
	Patient ID

(assigned by donor registry)

	Transplant Center:
	

	Date of Birth:
	Gender:
	Weight in kg:
	Blood group/RhD:

	Donor Registry:
	Donor ID:
	

	Date of Birth:
	Gender:
	Weight in kg:
	Blood group/RhD:


	SECTION A: to be completed by the donor center

	Total number of           cells requested by transplant center:                     x 10^....    .

	Comments:

	Person completing form:
	Date(YYYY-MM-DD)
	Donor Center signature




	SECTION B: to be completed by the collection/apheresis center

	Institution:

Address:

Attention:

Phone:

Fax:

e-mail:
	Number of..............................cells that may be collected:…x10^…

	
	Collection date(s) (YYYY-MM-DD)

	
	Start date G-CSF(YYYY-MM-DD)

	
	Anticoagulants:  □Heparin       □ ACD      □EDTA        □Other:.......... Volume/ratio

	
	Peripheral blood to be collected at the time of the collection:

□ml heparin                                □ml no anti-coagulant

□ml product tube, type:              □ml EDTA

□ml ACD

	Based on experience at this center, we feel that the requested amount of cells is:

□feasible    □Not feasible
Note that this is not a guarantee that the requested number of cells will be supplied. The number            of collected cells may be larger or smaller.

	Comments:

	Person completing  form
	Date(YYYY-MM-DD)
	Collection/apheresis center signature:
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	PATIENT/DONOR DATA

	Patient name:
	Patient ID

(assigned by patient registry)

	Patient Registry:
	Patient ID

(assigned by donor registry)


DISCLAIMER:

The cell products collected from this donor are intended solely for the purpose of immediate therapeutic treatment for the above mentioned patient. Any planned cryopreservation of the cell products prior to initial infusion to the patientmay only occur with the advance written approval from the donor center.
Excess cells may be stored for future therapeutic treatment for this patient. No other uses of these cells are
permissible. Cells not used for the therapeutic treatment of the above mentioned patient must be disposed of

properly and details must be provided to the donor center.

The donor center must be provided detailed information concerning the use and/or disposal of all portions of this cell 
product. By accepting these cells, the transplant physician also accepts these terms and conditions. Deviations from

these terms are not permitted without prior written approval from the donor center.

Any serious product events and/or adverse reactions must be reported both to the donor's registry and transplant 
center. Corresponding SEAR/SPEAR reports must be completed by the registry providing the product, submitted to

the WMDA Office and details must provided to the donor center.
	SECTION C: transplant center acceptance of terms provided by donor & collection/apheresis centers:

	Person completing  form
	Date(YYYY-MM-DD)
	Transplant center signature:


