
Severe Chronic Neutropenia International Registry 
Screening Checklist 

 

Referring Physician  

Name __________________________________________________________ Degree __________________ 

Institution ________________________________________________________________________________ 

Address_________________________________________________________________________________ 

City/State/Zip ____________________________________________________________________________ 

Phone (_____) ________________  Fax (_____) ________________  Email __________________________ 

Patient Details 
Initials __________           

Sex   M   F   

Date of Birth _____ / _____ / ____         
                        day       month      year 

Diagnosis 
   Severe Congenital (Kostman’s)  

   Cyclic (Provide documentation of regular cycling,   
    3x/week CBCs for 6 weeks, prior to cytokine if    
    available.) 

   Idiopathic  

   Other (specify) ___________________________ 

   Date of Diagnosis _____ / _____ / _____ 

Inclusion Criteria 
1. Documented ANC <0.5   X 109 /L on  
    three occasions in past three months  
    (if untreated) or in the three months  
    prior to cytokine therapy?    

2. History of recurrent infections?  

3. Bone marrow evaluation consistent    
    with SCN? 
   Date performed ____ / ____ / ____      

4. Cytogenetic evaluation completed? 

5. Is the patient receiving Neupogen?     

6. Secondary MDS/Leukemia with            
    documented history of SCN?      

 

 
 
 
 Yes     No 

 Yes     No 
 
 Yes     No 
 

 Yes     No  
 Yes     No      
 

 Yes     No        

Exclusion Criteria 
1. Neutropenia known to be drug or  
    chemotherapy induced?  
    (duration <5 years)                         Yes     No 

2. Thrombocytopenia (less than  
    50,000/cmm) except in the case  
    of Shwachman-Diamond syndrome  
    or glycogen storage  
    disease type 1b?                            Yes     No 

3. Anemia (less than 8 gm/dl) except      
    in the case of Shwachman-Diamond  
    syndrome or glycogen storage  
    disease type 1b?                            Yes     No         

 
4. Primary MDS/Leukemia?                  

5. Aplastic anemia?      

6. Known immune diseases such as    
    rheumatoid arthritis? 

7. Other hematological disorder? (e.g.  
    Felty’s Syndrome)  

 
 Yes     No 
 Yes     No 

 Yes     No 

 
 Yes     No 

 
 

Comments  
 
 

Return to:     SCNIR                                      
                     Plaza 600 Building                   
                     600 Stewart Street                  
                     Suite 1503                                
                     Seattle, WA 98101 

                     Ph:  (206)  543-9749 
                     Toll free: 1-800-726-4463 
                     Fax: (206) 543-3668 
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