
EBAR - Follow up




Patient´s date of birth:





     
Follow-up:

 FORMCHECKBOX 
 6 weeks
 FORMCHECKBOX 
 6 months
 FORMCHECKBOX 
 annual 


Date:


     
Hepatobiliary sequence scintigraphy

 FORMCHECKBOX 
 yes (please attach original report)
 FORMCHECKBOX 
 no

Objective:




Icterus


 FORMCHECKBOX 
 yes, onset:


 FORMCHECKBOX 
 no





Acholic stools

 FORMCHECKBOX 
 yes, onset:


 FORMCHECKBOX 
 no





Ascites


 FORMCHECKBOX 
 yes, onset:


 FORMCHECKBOX 
 no





E. Varices

 FORMCHECKBOX 
 yes, onset:


 FORMCHECKBOX 
 no





Weight:

      Kg

Laboratory:
Bilirubin

total



      (mol/l

other unit:      



Conjugated

      (mol/l

other unit:      





unconjugated

      (mol/l

other unit:      
AST (SGOT)




      U/l

other unit:      


ALT (SGPT)




      U/l

other unit:      
Patient`s date of birth:      
Gamma-glutamyltransferase ((-GT)

      U/l

other unit:      


Alkaline phospatase



      U/l

other unit:       

Protein





      g/l

other unit.      
Prothrombin time (Quick)


      seconds
other unit:      
Partial thromboplastin time
(PTT)

      seconds





Factor II




      AU

other unit:      
Factor V




      AU

other unit:      
Factor VII




      AU

other unit:      
Nutrition




 FORMCHECKBOX 
 breast fed

 FORMCHECKBOX 
 formula



Other





 FORMCHECKBOX 
 yes


 FORMCHECKBOX 
 no






Please specify      
Medication




Vitamins A or/and E


 FORMCHECKBOX 
 yes


 FORMCHECKBOX 
 no

Vitamine K



 FORMCHECKBOX 
 yes


 FORMCHECKBOX 
 no

Vitamin D



 FORMCHECKBOX 
 yes


 FORMCHECKBOX 
 no

Ursodesoxycholic acid

 FORMCHECKBOX 
 yes


 FORMCHECKBOX 
 no

Antibiotics



 FORMCHECKBOX 
 yes


 FORMCHECKBOX 
 no

Others




 FORMCHECKBOX 
 yes


 FORMCHECKBOX 
 no

please specify  
Liver transplantation



 FORMCHECKBOX 
 planned

 FORMCHECKBOX 
 performed, date:     
Institution Code


(provided by EBAR)


PL-01











