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X-ray Examinat d
[] Chest (PAfLateral) [] Chest (AP/Laleral) Abdomen (Erect)
[] Forearm (L/R)

[0 Wrist/Hand (L/R-B/L)
[ spine (Thoracic)
[ Saft Tissue Neck {AP/Laterat)

[J Extremities (Leg) {L/R-B/L)
[0 shoulder (L/R-B/L)

[] Abdemen [Supine)

[ Spine [Cervical]

[ Pelvis

[0 Extremities {Arm) {L/R-B/L)
[ knee (L/R-B/L)

[ Spine (Lumbar)

[] Skull/Facial Bones
[] Foot/Ankle (L/R-B/L)
[ Elbow (L/R-B/L)
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INPOG-ALL-15-01 (ICiCLe ALL-14)
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Immmmm{M}:<2ynrsusml;zz--:3mrs-mm'; Z3years=12 mg
Intrathecal Methotrexate, (doses as above), days 1, 15, 29, 43

Methotrexate 5000 mg/m?, Iv, on days 1, 15, 29, 43, Infused over 24 hours
Fonn:cmd15mgfm’,N,umsfrumsmnufmmwmmﬁmun,andmumu

6-Mercaptopurine 25 mg/m’/day, po days 1-49; ; In the evening, empty stomach, avold dairy products 2 hours before and after
No Cotrimoxazole, 1 week prior, during this Phase. Restart day 48
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Sample No. 1718 ARNAV D/¢ Rack: Position:  18/67/2026 11:

Patient ID: . s Doclor:
Name il - Birth: Sex:
Sample Comment Nickname: XN-1800
Positive WDF WNR
Diff. Morph. Count o |
WBC 0.38 - [10°3/uL
RBC 2.72 1876/ ul
o 8.8 [g/dL] ,
T 24,5 - (% f
MCv 98.1 fL
HCH_ 29.4  [pg
MCHC 32.7 [g/dL]
PLT 53 [1873/uL]

ROW-SD 43,5 [fL]
ROW-CV 13,2 [%]

PDW 12.4 [fL]

MPV 11.2 [+L]

P-LCR 33.5 %

PCT 0.86 - [%

NRBC 8.1 [10"3/uL] 2.6 [&

NEUT @.01 * 13“3fuL 2.6 * X

LYMPH 8.31 ¢ E*EfuL B1.6 * [%

MOND @.85 * [183/uL] 13.2 * [%

EO 8.e1 * [10~3/uL] —Z2.6°*

BASO 8.60 * [18"3/uL] 8.8 * [%

16 @.08 * [18~3/uL] 2.0 *{

RET 8.17 [% 0.ee46 [18°6/ul]

IRF 0.8 x] _
LFR lee.a [%

MFR 8.0 ,x] -
HFR 0.0 |% l} ! o |
RET-He 33.6 [pe] ' -
IPF _x%

WBC-BF [18~3/uL]

RBC-BF 1876/ul]

MN 1e~3/uL [%) [
PMN IBAEIUL] [%] |
TC-BF# 10~3/ul 'b:«
WBC IP Message RBC IP Message PLT IP Message
Neutropenia Anemia Thrnmhucytnpenia
Lymphopenia

Leukocytopenia
NRBC Present
Blasts/Abn Lympho?
Atypical Lympho?




weiadl W are fafewanem, Kaiawan BARAN CHILDREN HOSPITAL

AL wilRs el A faeel BANGLA SAHIB MARg NEW DELHI. 11000

MICROBIOLOGY LABORATORY
Room No, 232, 2™ Floor, Jica Builiding

. SPECIAL INVESTIGATIONS VoRM | '“'T\
(PCT, Complement, Immunoglobulin Profile, Antoimmunity) ’." O/

Patlent: _M__ Age E"il (yrs)/___ (mths) &wﬂm 1::;:111 :
e [N 05 56 crmo _J&?;mmpnumu Ve (5
/( Dl: e H_TL‘J:_-; ,_’tnnr.m No. of Patient : G-':\' =

nal Ihagnosis; L .
whred ALy __ﬂ{.nf dLF = -Eﬂx.«ﬁ e
i lor Test (Mandatory) e

f Consultant
Signature & Stamp 0 e R Eise

* Only consultant signatures and stomped requisition with proper test irdfom pLEsTI +apied
W he vocoived by the labaratary @ D!;f::':'!nl; Fjr'“'::{:.c:rl
* & e
ONLY FOR LABORATORY USE\/  owcte 056
e - i _—
PCT, COMPLEMENT, IMMUNOGLOBULIN PROFILE
Investipation Required Method of testing Result " Ref. Range
S |
Serum Procalcitonin Level | BRARMS reTcin | @,05 A | asf | Plsee below
| Complement Level C3 et bidumety - “ | 75-135 mg/dl
| Complement Level C4 Immunoturbidimetry B! 9-36 mg/dl
Immunoglobulin A (IgA) | Immunoturbidimetry 70-374 mg/d! (F)
83-406 mg/dl (M)

Immunn;_;tnhulln M (IgM)

Immunoturbidimetry

| 40-250 mg/dl (F)
34-214 mg/dl (M)

Immunoglobulin G (IgG)

Immunoturbidimetry

| 680-1445 mg/dl

I_mﬂmnngluhulln E (IgE)

Immunoturbidimetry

I.u"q:l' H

| Plsee below

.'||r;m|, pfant < LAl ml, L-Syr s <60IU fml, 6-9ye <8000/ mE 10-15yr: 20010/ ml, Adult - <LO0IU/mi | |

—_—

il
|« dnpfml

I

Test interpretation

Risk for progressio

o srvere sepsis

Local bacterial infection is possible. sepsis uniikely

Low sk

i
y&he

HingSml

nl

Systemic infection [sepsis) iy posuble Moderate nsk !r
Systemic INfection [sepus) iy ikely hReport VEH‘HEU‘&_AM
Gystemic Inflammatory response High Inkalifhe

euclunively d/t severe bacterial sepiis or veptic shock

alawall o

New Daini-1120M

Consultant (Microbiology)
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