American Society of Hematology

Sickle Cell Disease Clinical Summary

Contact Information and Demographics

Name: Nickname:

DOB: Preferred Language:

Address:

Cell #: Home #: Best Time to Reach:

E-Mail: Best Way to Reach: [1 Text [1 Phone [ Email
Health Insurance/Plan: Group and ID #:

Health Care Providers (clinical and emergency information)

Specialty Name Clinic or Hospital | Phone # (daytime clinic# | Faxor E-
and after hours paging #) | mail Address

Hematologist

Primary Care

Name and number of Medical Records Department:

Allergy Information:

Educational and Employment Information

Educational Status / Current Grade Level

Name of School Contact Person: Phone:

Special Accommodations (i.e. Individualized Education Program)

Employment Status \ [JEmployed [INot Employed

Name of Employer | Contact Person: Phone:

Special Accommodations:

Sickle Cell History

Diagnosis: SS / SC / SBetaOthal / SBeta+thal / other | Notes:

Has HLA Typing Been Performed? (] YES [ NO If yes, please specify type.

Baseline Values

Baseline Vital Signs:  Ht Wi RR HR BP
Hemoglobin g/dL

Reticulocyte Count %

White Blood Cell Count 10*3/mm3

Total bilirubin mg/dL

Oxygen Saturation %

Myelosuppression




Sickle Cell Complications

ACS: LJYES LINO Stroke: [ YES [J NO

Aplastic Crisis: [J YES [1NO Abnormal TCD: L1 YES [ NO
Dactylitis: [1YES [ NO ICU admissions: [I YES [ NO
Retinopathy: [1 YES L1 NO Pulmonary hypertension: L1 YES [1 NO
Splenic sequestration: [1 YES [1 NO Asthma: [J YES [ NO

Priapism: L1 YES [ NO Bacteremia: [J YES [ NO

AVN: [J YES 1 NO Nephropathy: [1 YES L1 NO

Emergency Care Plan

Emergency Contact: Relationship: Phone:

Preferred Emergency Care Location:

Please request individual care plan for patient, if available.

SC Genotype |

# ED visit for pain in past year |

# hospitalizations for pain in past year |

Pain Plan (i.e. suggested test, treatment, preferred opioid dosing, number of pain episodes per year, other
considerations).

Home Pain Plan:

ED/inpatient pain plan:

Preferred opioid: |

Dosing: |

PCA: LJ YES [J NO

Notes:

Common Emergent Suggested Tests Treatment Considerations
Presenting Problems

Fever




Medications Dose Frequency

Hydroxyurea (] YES [INO
If no reason:

Prior Surgeries, Procedures, and Most Recent Hospitalizations
o Please give dates of most recent admissions for pain

Splenectomy: LIYES [ NO Date

Cholecystectomy: [1YES [ NO Date

Port: L1 YES [ NO Date

Most recent pain admission: Date

Most recent admission for ACS: Date

Transfusion History (Please specify chronic (Please note, known Fyantibodies, reaction, and need for
transfusion or chronic exchange) pre-medication)

Health Maintenance Date Notes

O Cardiology/Echo

O Pulmonary visit

O Dilated eye exam

0 UA/urine Microalbumin

Immunization Summary Date Notes

Pneumovax #1:

Pneumovax #2:

Last meningococcal vaccine:

Last influenza vaccine:

Relationships

If patient is in a relationship, has she/he been counseled re: SCT testing for partner? [1 YES [J NO

Is partner's SCT status known? [1 YES [ NO

Have the following items been offered (hemoglobinopathy test, correct interpretation, referral to genetic counseling)?
[J YES [ NO




FEMALE

Menstrual History

Menses: Onset (Date):

Menstrual pattern (i.e. regular, irregular, absent):

Menstrual complications [] cramps / non-sickle pain [ sickle cell pain

Contraception

Current hormonal contraception use and type:

Previous hormonal contraception use and type:

Contraception complications: [] VTE Thrombosis [] Pulmonary Embolism [ Other:

Pregnancy

Previous pregnancy (list all) (] yes

__ (date preg #1).

(date preg #2) (date preg #3)

Pregnancy outcomes (list all)

L] Live birth

Treatments in pregnancy:
[INone

[ICrizanlizumab

L] miscarriage [IChronic transfusion LIL-Glutamine

[ termination [Itransfusion on demand [IAnticoagulation
[ IHydroxyurea [10ther:
[Voxelotor

Mode of delivery Fetal/infant complications:

[ c-section LJIUGR

[1 Vaginal Delivery (NSVD) [ILow birth weight
[Iprematurity
[other:

Pregnancy complications (maternal):

[J Hypertension/ Pre-eclampsia / eclampsia [ still birth

1 Preterm delivery [ pain crisis

[J VTE/PE L] other:

MALE

Pregnancy

History of getting someone pregnant? [1 YES [ NO

Pregnancy outcome: |




Additional information (i.e. psychosocial issues, family, social background, etc.)

Special information that the patient wants health care professionals to know

Patient/Guardian Signature Print Name Phone Number Date
Primary Care Provider Signature Print Name Phone Number Date
Care Coordinator Signature Print Name Phone Number Date

Please attach the immunization record to this form.




	Untitled

	Name: 
	Nickname: 
	DOB: 
	Preferred Language: 
	Address: 
	Cell  Home: 
	Best T i me to Reach: 
	EMail: 
	Text: Off
	Phone: Off
	Ema: Off
	Health InsuranceP l an: 
	Group and ID: 
	NameHematologist: 
	Clinic or Hospita lHematologist: 
	Phone  dayt i me c l i nic  and after hours paging Hematologist: 
	Fax or E mail AddressHematologist: 
	NamePrimary Care: 
	Clinic or Hospita lPrimary Care: 
	Phone  dayt i me c l i nic  and after hours paging Primary Care: 
	Fax or E mail AddressPrimary Care: 
	Name and number of Medical Records Department: 
	Allergy InformationRow1: 
	Allergy InformationRow2: 
	Educational and Employment Information: 
	Educat i onal Status  Current Grade Leve l: 
	Name of Schoo l: 
	Contact Person Phone: 
	Spec i a l Accommodat i ons  i e Ind i v i dual i zed Educat i on ProgramRow1: 
	undefined: Off
	undefined_2: Off
	Name of Emp l oyer: 
	Contact Person Phone_2: 
	Spec i a l Accommodat i ons: 
	Sickle Cell History: 
	Notes: 
	undefined_3: Off
	undefined_4: Off
	If yes p l ease spec i fy type: 
	Hemoglobin: 
	gdL: 
	Ret i culocyte Count: 
	fill_44: 
	103mm3: 
	Total bilirubin: 
	mgdL: 
	Oxygen Saturat i on: 
	undefined_5: Off
	undefined_6: Off
	undefined_7: Off
	undefined_8: Off
	undefined_9: Off
	undefined_10: Off
	undefined_11: Off
	undefined_12: Off
	undefined_13: Off
	undefined_14: Off
	undefined_15: Off
	undefined_16: Off
	undefined_17: Off
	undefined_18: Off
	on: Off
	YES: Off
	on_2: Off
	YES_2: Off
	undefined_19: Off
	undefined_20: Off
	undefined_21: Off
	undefined_22: Off
	undefined_23: Off
	undefined_24: Off
	undefined_25: Off
	undefined_26: Off
	undefined_27: Off
	undefined_28: Off
	Preferred Emergency Care Locat i on: 
	Please request individual care plan for patient if available: 
	SC Genotype: 
	 ED visit for pain in past year: 
	 hospitalizations for pain in past year: 
	Home Pain P l an: 
	ED i npat i ent pain plan: 
	Preferred opioid: 
	Dos i ng: 
	undefined_29: Off
	undefined_30: Off
	Notes_2: 
	Suggested TestsFever: 
	Treatment Cons i derat i onsFever: 
	FeverRow1: 
	Suggested TestsRow2: 
	Treatment Cons i derat i onsRow2: 
	FeverRow2: 
	Suggested TestsRow3: 
	Treatment Cons i derat i onsRow3: 
	FeverRow3: 
	Suggested TestsRow4: 
	Treatment Cons i derat i onsRow4: 
	Hydroxyurea: Off
	DoseHydroxyurea YES NO If no reason: 
	FrequencyHydroxyurea YES NO If no reason: 
	Hydroxyurea YES NO If no reasonRow1: 
	DoseRow2: 
	FrequencyRow2: 
	Hydroxyurea YES NO If no reasonRow2: 
	DoseRow3: 
	FrequencyRow3: 
	Hydroxyurea YES NO If no reasonRow3: 
	DoseRow4: 
	FrequencyRow4: 
	undefined_31: Off
	undefined_32: Off
	Date: 
	undefined_33: Off
	undefined_34: Off
	Date_2: 
	undefined_35: Off
	undefined_36: Off
	Date_3: 
	Date_4: 
	Date_5: 
	Transfusion History P l ease spec i fy chronic transfus i on or chronic exchangeRow1: 
	P l ease note known Fyant i bodies react i on and need for premedicat i onRow1: 
	Transfusion History P l ease spec i fy chronic transfus i on or chronic exchangeRow2: 
	P l ease note known Fyant i bodies react i on and need for premedicat i onRow2: 
	Transfusion History P l ease spec i fy chronic transfus i on or chronic exchangeRow3: 
	P l ease note known Fyant i bodies react i on and need for premedicat i onRow3: 
	CardiologyEcho: Off
	DateCardiologyEcho: 
	NotesCardiologyEcho: 
	Pulmonary v: Off
	DatePulmonary v i s i t: 
	NotesPulmonary v i s i t: 
	D: Off
	DateD i l ated eye exam: 
	NotesD i l ated eye exam: 
	UAur: Off
	DateUAur i ne M i croalbum i n: 
	NotesUAur i ne M i croalbum i n: 
	DatePneumovax 1: 
	NotesPneumovax 1: 
	DatePneumovax 2: 
	NotesPneumovax 2: 
	DateLast meningococcal vacc i ne: 
	NotesLast meningococcal vacc i ne: 
	DateLast i nf l uenza vacc i ne: 
	NotesLast i nf l uenza vacc i ne: 
	ng for partner: Off
	undefined_37: Off
	undefined_38: Off
	Have the fol: Off
	Menses Onset Date: 
	Menstrual pattern  i e regular i rregular absent: 
	undefined_39: Off
	undefined_40: Off
	Current hormonal contracept i on use and type: 
	Prev i ous hormonal contracept i on use and type: 
	Contracept i on compl i cat i ons VTE Thrombos i s Pulmonary Embol i sm Other: 
	undefined_41: Off
	undefined_42: Off
	undefined_43: Off
	date preg 3: 
	Live birth: Off
	miscarriage: Off
	term: Off
	None: Off
	Chronic transfus: Off
	transfus: Off
	Hydroxyurea_2: Off
	Voxelotor: Off
	Cr: Off
	LG: Off
	Ant: Off
	Other: Off
	csect: Off
	Vaginal Delivery NSVD: Off
	IUGR: Off
	Low birth weight: Off
	prematur: Off
	other: Off
	Hypertens: Off
	Preterm de: Off
	VTEPE: Off
	still birth: Off
	pain crisis: Off
	other_2: Off
	undefined_44: Off
	undefined_45: Off
	Pregnancy outcome: 
	Additional information ie psychosocia l issues family social background etcRow1: 
	nt Name: 
	Care Coord: 
	nt Name_2: 
	Phone Number_2: 
	Date_7: 
	Text1: 
	Text2: 
	Text3: 
	Myelosuppress i on: 
	Emergency Care Plan: 
	Relationship: 
	Phone_ECP: 
	Medications: 
	Check Box4: Off
	date preg 2: 
	mary Care Prov: 
	Phone Number: 
	Date_6: 
	Text5: 
	Text6: 
	Text7: 


