
Leukemia/MDS Transformation 
 

Patient Name ________________________________________ 

Patient Initials / SCNIR # ______________________________ 

Person Completing Form ______________________________ 

Date _____ / _____ / _____ 

PATIENT STATUS      

     Alive     

     Expired   Date _____ / _____ / _____  

                        Cause___________________________________ 

DIAGNOSIS 

Leukemia     Date of Diagnosis _____ / _____ / _____ 

     AML (please attach report of immunophenotyping)   

        FAB Type    M0    M1    M2    M3    

                             M4    M4OE    

                             M5   M5A    M5B    

                             M6    M7  

     ALL (please attach report of immunophenotyping) 

     Other (specify) ___________________________________  

 

    MDS     Date of Diagnosis _____ / _____ / _____  

        Refractory Anemia (RA)  

        RA in Leukemic Transformation  

        RA w/ Ringed Sideroblasts (RARS)  

        RA w/ Excess Myeloblasts (RAEB)  

        Chronic Myelomonocytic Leukemia (CMML)  

        Juvenile Myelomonocytic Leukemia (JMML)  

        Other (specify) _________________________________ 

TREATMENT (PLANNED AND/OR RECEIVED)  

Chemotherapy    No   Yes      Start Date ____ / ____ / ____  

    Type (protocol/medication) ___________________________  

    _________________________________________________ 

    _________________________________________________ 

Supportive Cytokine Therapy    No    Yes    

                                                     type _____________________ 

Red Cell Transfusions      No      Yes    

Steroids                              No      Yes          

Platelets                             No      Yes  

Other Treatment Planned _______________________________ 

ADDITIONAL INFORMATION  

Diagnostic Bone Marrow  

    Date ____ / ____ / ____ ( please attach report) 

    Symptoms Preceding the Diagnosis of Leukemia or MDS 

    (e.g. Splenomegaly)  _______________________________ 

    ________________________________________________ 

Cytogenetics at Time of Transformation (please attach report)   

     Normal      Abnormal  

    Date of Cytogenetic Evaluation           _____ / _____ / _____ 

CBC/FBC and Differential at Time of Transformation 

    Red Blood Cells __________   Neutrophils ______________ 

    Hemoglobin______________  Lymphocytes _____________ 

    MCV ___________________  Eosinophils ______________ 

    Platelets _________________  Basophils ________________ 

    White Blood Cells _________  Other (type) ______________ 

 

Current Cytokine Therapy for Neutropenia (G-CSF/Other ) 

    Type _____________________________________________ 

     Continued     Dose ______________    Same      Reduced 

     Interrupted, Resumed     Dose _____    Same      Reduced 

     Discontinued     Date _____ / _____ / _____  

Current Bone Marrow Status of Patient  

     Remission               Stable/No Response  

     Progression             Relapse  

Bone Marrow Transplant 

     No 

     Planned for Date ____ / ____ / ____ 

     Yes, Date ____ / ____ / ____  (please complete BMT form) 



Leukemia/MDS Transformation 
COMMENTS  

 

 

 
 


