
SOUTH AFRICAN ONCOLOGY CONSORTIUM 
BONE MARROW OR STEM CELL TRANSPLANTATION 

 
PATIENT DETAILS 

 
File Nr  Surname  

  

 

 
  

 
   

MEDICAL ONCOLOGIST / CLINICAL HAEMATOLOGIST DETAILS 

 
Dr’s Contact Person  Tel No  Fax No  

 
Practitioner performing transplant if different from above  

 
Pr No  

 
Hospital where transplant is to be done  

 
 

MEDICAL HISTORY 
 

Date of initial diagnosis  
 
Diagnosis  

 
Histology  

 
Grade  

 
Disease Stage T  N  M  Other:  

 
 
 
 
 

 Medical Aid  

First Name  Dep. Code  

Member No  

Date of Birth  Tel No  Cell No  

Principal Member Surname  Initials  

Initials  Attending Dr  

Performance Status     0     1      2  3  4  

Weight    kg Height  ,  m Age  Gender M F 
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     Dates                       Previous Treatment         Outcome (Compulsory) 

   
   
   
   
   
   
   

 
 

TREATMENT 
 

Chemotherapy Planned  Start Date  
 

                 Drug   Dose & Frequency Route Planned
 Cycles

Cost per 
  Cycle 

Nappi Code
(9 Numbers)

1       

2       

3       

4       

5       

6       

7       

8       

9       

10       

11       

12       
 
Immunosuppression and Support – Post Transplant Start Date  

 

                 Drug   Dose & Frequency Route Planned
 Cycles

Cost per 
  Cycle 

Nappi Code
(9 Numbers)

1       

2       

3       

4       

5       

6       

7       
 
Radiotherapy (if applicable) Radiotherapist to send separate codes  
and costing Start Date  
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Please indicate whether the transplant will be: 
 
Autologous            Allograft            Related Donor            Local Registry             Overseas Donor registry                      
 
  

COST STRUCTURE FROM THE BONE MARROW REGISTRY (if applicable) 
 

Professional fee for peripheral stem cells R 

• Collection 

• Storage 

• Re-infusion 
 
Chemotherapy R 

 
Immunosuppression R 

 
Supportive care (antibiotics, growth factors, etc) R 

 
Radiation (if applicable) R 

 
Hospitalisation R 

 
Total Estimated Cost R 

 
 

SUMMARY OF TREATMENT DATES 
 

1 Port Insertion  4 High Dose Chemotherapy  

 Doctor  5 Admission for stem cell  
           transplant  

 Facility  6 Date of Transplant  

2 Harvesting  7 Expected length of stay  days 

3 Radiotherapy  
(if applicable)  8 Level of care General ward   days 

Isolation   days 

High care   days 

 
 
 
 
 
 
 

  

                    Signature of Doctor                  Date 
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