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| Form 08r: Status Rgport | ettuton sequmingm Patiort
1. Date of Follow-up (mon-day-yr): 2a.Height  [2b. Weight
. ) - - _infem |_~ Ib/kg

iemodynamics: Date: __ _ - =
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4a. Current Patient Residence (check one below):  4b. Current residence ZIP Code (5 digit only):

. |Q Home _Q Other (specify): )

5. Patient Medical Care (at time of this status report), check one primary heading then as applicable under that choice)
Q a. Patient currently followed at our PHTS transplant center (if checked, then check one below indicating degree of care
provided at PHTS center):

Q Almost all (most) medical care is provided at our center.
Q Transplant related care (cardiovascular) and/or severe illness care at our center, other care elsewhere.
Q Only yearly evaluation at our center, we do not follow PHTS events.

If checked, indicate date PHTS event follow-up ceased: - -
If some care by other center/physician, specify center & location:

Q b. Patient followed exclusively at another center: (specify center and location, city/state):

Specify date of last follow-up atyourcenter. ___ - -
6. Non PHTS center care: Please indicate reason for any care being provided at another center (if chosen above):
Q Patient desire, not related to location
Q Patient residence location, financial concerns (not due solely to medical care costs)
Q Patient residence location, convenience
Q Care shifted to another center after transplant per contract with 3rd party payer (mandated by contract).

(if so, date of care shift: ___ __ - _____-_____)

¢. 1rough level (on current dose listed below): Drug: Q Cyclosporine  Q Tacrolimus Level:
Date: __/__/__ (may be after date of this form) QSerum QWhole Blood Method of Level (specify):

8.Medications(List all current meds Q see reverse 25. Development-Cerebral Outcome Score

(see definition) (1-5)

26. Schooling

Q Age appropriate  Q Special School
27. Exercise Capacity

Q Normal

Q Impaired: @ mild Q severe)
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= 28. Treadmill Test
RestingBP: __/ HR:

Maximum: duration: min

Max. BP: / HR: ___

% of Predicted for Age:

29.0.F.C. ___cm (upto age 3 years)
(occipital - frontal circumference)

9. Additional Inmunosuppressive Therapy Since last status report (Form 08r completed) or since Transplant:
Q Total Lymphoid Irrad: Total Dose: cGy QPlasmapheresis O Photopheresis Q Other,specify:

10.Insur- a.Primary (one): QOMedicare QMedicaid QOther Gov. QPrivate QSelf Ddonau:on QFree QOther, specify below®
ance: b.Second:(all that apply):OMedicare OMedicaid QOther Gov. OPrivate QSelf QOdonation QFree  °
Serum Lipids / Renal Function: Date Performed, (nearest this reportduedate): __ _-____-__ __ (print"NA" in spaces if not
{TG LDOL P-!DL [VLDL r.Pa llDL IHDLz P-IDL.’! IBUN [Creat
12, Medical / Surgical Problems Since Last Report ot - - ot:
ot - - ot__- - Ot:__-__-__
ot__ - - ot - - (o] N

| Person Completina this form: | Date Original Form Mailed (do not send canv:




