	CAR-T Announcement Form

	



	Referring Hospital: Choose an item.
Referring Physician: Click to add text.
	Date Announcement: Choose a date.



	PATIENT INFORMATION

	Initials: Click to add text. 
Year of Birth: Click to add text. 
	Gender: ☐ Male ☐ Female
Weight: Click to add text. 



	DIAGNOSIS & TREATMENT

	Initial diagnosis: Click to add text. 
Date of first diagnosis: Choose a date. 

Treatment:
	
	Start Date
	Treatment/protocol
	Date relapse
	Complications & Remarks

	Treatment N°1
	Choose a date. 
	Click to add text. 
	Choose a date. 
	Click to add text. 

	Treatment 
N°2
	Choose a date. 
	Click to add text. 
	Choose a date. 
	Click to add text. 

	Treatment N°3
	Choose a date. 
	Click to add text. 
	Choose a date. 
	Click to add text. 



HSCT?
☐ Yes: Choose a date. ☐ No 

GvHD?
☐ Yes, in treatment ☐ Yes, resolved ☐ No ☐ Not Applicable 

Viral reactivation after HSCT?
☐ Yes, in treatment ☐ Yes, resolved ☐ No ☐ Not Applicable 

Fungus infection in the past?
☐ Yes, in treatment ☐ Yes, resolved ☐ No 

Neurotoxicity?
☐ Yes ☐ No 





	
LAST LABORATORY RESULTS

	Blood
	Bone marrow
	
	Extramedullary disease?

	Date last blood result: Choose a date.

Hb: Click to add text. 
WBC: Click to add text.
Lymphocytes: Click to add text. 
CD3 count (if WBC <300/µL): Click to add text.
ANC: Click to add text.
Platelets: Click to add text.
Other: Click to add text. 
	Date last bone marrow puncture: Choose a date.

CD19+:	☐ Yes
	☐ No (exclusion criteria for CAR-T)

Morphology: Click to add text.
Flow: Click to add text.
ASO-qPCR: Click to add text. 
	☐ Yes ☐ No 
Comments: Click to add text. 




	
	
	Cerebrospinal fluid

	
	
	Date last lumbar puncture: Choose a date.

Results: Click to add text.

Previous CNS status:
☐ CNS1 ☐ CNS2 ☐ CNS3 
☐ TLP+



	CURRENT MEDICATION

	Product
	X/week
	X/day
	Amount
	Route of adm.
	Comment

	Click to add text.
	Choose an item.	Choose an item.	Click to add text.
	Choose an item.	Click to add text.

	Click to add text.
	Choose an item.	Choose an item.	Click to add text.
	Choose an item.	Click to add text.

	Click to add text.
	Choose an item.	Choose an item.	Click to add text.
	Choose an item.	Click to add text.

	Click to add text.
	Choose an item.	Choose an item.	Click to add text.
	Choose an item.	Click to add text.

	Click to add text.
	Choose an item.	Choose an item.	Click to add text.
	Choose an item.	Click to add text.

	Click to add text.
	Choose an item.	Choose an item.	Click to add text.
	Choose an item.	Click to add text.

	Wash out respected before leukapheresis? ☐ Yes ☐ NA ☐ No (exclusion criteria for leukapheresis) 

	Last Corticosteroid administration > 7 days before leukapheresis? 
	☐ NA ☐ No ☐ Yes: last administration: Click to add a date. 
Chemotherapy administered > 14 days before leukapheresis?
	☐ NA ☐ No ☐ Yes: last administration: Click to add a date. 
PEG-Asparaginase administered > 4 weeks before leukapheresis? 
	☐ NA ☐ No ☐ Yes: last administration: Click to add a date. 
HSCT done > 12 weeks before leukapheresis?
	☐ NA ☐ No ☐ Yes: date HSCT: Click to add a date. 
Other? Click to add text. 
	☐ NA ☐ No ☐ Yes: last administration: Click to add a date. 



	
PERSONAL INFORMATION (only provide this information to the CAR-T physician and CAR-T coordinator)

	Full Name (First name - second name (if appl) – Last name):
Click to add text. 

Date of Birth: Choose a date.

National Insurance number: Click to add text. 
	Address:
	Click to add text. 
	Click to add text. 

E-mail address of the parents:
 	Click to add text.

Phone number of the parents:
 	Click to add text. 

	Central line? ☐ Yes ☐ No 

	☐ PAC, needle: Choose an item.
☐ Hickman  
☐ Other: Click to add text.
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