IBBM PBMT Initial Certification Application: Case Report Form

Please enter in at least fifty (50) clinical cases utilizing cell saver technique performed during the previous year. This list
must include the Hospital/Clinic, date, surgeon, procedure performed, Surgeon, Procedure Type, Adult/Pediatric.
Procedures must be specific (Total Hip Arthroplasty, Posterior Spinal Fusion, etc.). Procedure categories will not be
accepted (Ortho, Vascular, Emergency, Heart, etc.). Procedure Type must be Autotransfusion, Platelet Gel or Stem Cell

Please submit your completed form to ibbm@amsect.org

Procedure
Type: Ex:
Autotrans
fusion,
platelet
gel, stem
Case # Date (Ex: 01/12/2018) Facility Name Proedure Surgeon Last Name cell Adult or Pediatric
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17

[
0o


mailto:ibbm@amsect.org?subject=Recertification%20Case%20Report%20Form

19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40



