	Protocol Name:   CSL Hemgenix				
	Patient Name: 

	Visit Date:  
	Date of Birth:  

	Patient NHS Number:  
Infusion Day 
	Hospital Number:  




	Protocol Name:   CSL Hemgenix	
	Patient Name: 

	Visit Date:  
	Date of Birth:

	Patient NHS Number:  
Infusion Day:
	Hospital Number:   



Pre Infusion Clinical Review: 
	
Have any new Adverse Events or Adverse Events of Special Interest been documented data base? 
☐ Yes		☐ No

Have any updates to medication been documented on Baseline worksheet Con Med Section? 
☐ Yes		☐ No
 
Have any new bleeds or updates to previous bleeds and Fix Replacement therapy been documented by patient on Haemtrack?
☐ Yes		☐ No

· If not, please document with details below:





























	


	Height: (Pre-dose)
	
	cm

	Weight: (Pre-dose)
	
	kg


[bookmark: _Hlk153278882]
Infusion (Dosing)
	
Packing Lot/Batch Code: 

	

	Planned Dose (ml): 

	Actual Dose Received (ml): 

	Infusion Start Time: 

	Infusion Stop Time: 

	Was infusion interrupted? 

	☐ Yes		☐ No
(If yes, please specify primary reason below)

	Comments: 





















	
Fix Level Post Infusion	   
	 Time:

	Local FIX assay (one stage):				IU/dl
Local FIX assay (chromogenic):			IU/dl
 



Signature:				                          Date:
Please scan these forms and any Lab/Investigation result documents to:susan.caldwell4@nhs.net
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Page 5 of 6
