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REQUEST FOR THE PROVISION Hornhautbank
OF A TRAN SPLANT Qualitatsmanagementsystem DIN EN ISO 9001:2015

Geschaftsfiihrende Leitung:  Sabine Salla

. . . Telefon: 0241/80 88185
Please complete it legibly and return it to the Telefax: 0241;80 82438

Hornhautbank Aachen (preferably by FAX and/or Email) E-Mail:  au-hornhautbank@ukaachen.de

1. ADDRESS OF THE REQUESTING HOSPITAL / PRACTICE
eAddress ePhone/fax

eDelivery eContact person
2. INFORMATION ON THE PATIENT

The following personal data will be collected and processed exclusively in accordance with the legal requirements. It is used for complete traceability
in connection with tissue donation/transplantation.

The declaration of the consent to the processing and exchange of personal data is given by the patient. yes
eSurname, *
first name
OP scheduled for
oEye R L Re-Tx ? yes  no If yes, when ?
eDisease
R L
Visual Visual
acuity acuity
eEmergency yes no eType of surgery PK DALK DSAEK DMEK
request ? Amniotic Membrane Transplantation
eRequested Transplant Amniotic Membrane 375x3.75mm
Corneal Transplant full thickness Diameter (mm)

Cornea Lamella pre-stripped for DMEK organ cultured without Dextran
Diameter (mm) 7.00 7,25 7,50 7,75 8,00

Cornea Lamella pre-stripped for DMEK organ cultured with Dextran

eDate of surgery eAdditional
information

3.DECLARATION OF COMMITMENT

1.1t is theresponsibility of the transplanting physician to inform the patient about possible complications of transplantation.

2.The graft should be used exclusively for medical care for the patient stated in the letter of request.

3.Due to the Transplantation Act, cornea banks are obliged to document the long-term postoperative course.This entails the obligation
of the transplanting clinic/practice to collect follow-up care data and to make this available to Hornhautbank Aachen on request.

4.Serious postoperative incidents, e.g. endophthalmitis and unclear infectious diseases of the recipient, must be reported immediately
to Hornhautbank Aachen in accordance with Section 40(1) of the German AMWHV(Pharmaceuticals and Active Agent Manufacturing
Ordinance).

Place and Date Signature and stamp

For your information: The expense allowance, which includes the costs for tissue removal and tissue preparation including documentation, is adjusted to the current cost
situation at regular intervals. In addition, there is a transport flat rate based on the distance radius - this is also adjusted at regular intervals to the current cost situation.
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