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 Center of exchange
Please announce your hospital by filling the following questions in order to become a center of exchange

	Institution/Organization       
	Department       

	Street      
	P.O. Box      
	Postal Code       

	City/Town      
	State/Province       
	Country      


1. What oncology services are provided by your hospital?  

Surgical  FORMCHECKBOX 
 chemotherapy  FORMCHECKBOX 
  radiotherapy FORMCHECKBOX 
 Nuclear medicine  FORMCHECKBOX 
 diagnostic examinations  FORMCHECKBOX 

2. How many new cancer patients do you have per year  FORMDROPDOWN 

3. How many chemotherapies per year?  FORMDROPDOWN 
 

4. Do you work in a general  FORMCHECKBOX 
or oncology hospital FORMCHECKBOX 

5. How many beds do you have in your oncology department  FORMDROPDOWN 

6. Please select the services provided by your hospital

a. Home care service  FORMCHECKBOX 

b. Transportation service  FORMCHECKBOX 

c. Psychosocial support  FORMCHECKBOX 

d. Smoking cessation clinic  FORMCHECKBOX 

e. Lymphoedema clinic  FORMCHECKBOX 
  

7. Please select the following services provided by your pharmacy department

a. Out-patients’ prescriptions  FORMCHECKBOX 

b. Clinical Pharmacy Services  FORMCHECKBOX 

c. Clinical trials  FORMCHECKBOX 

d. Pharmacokinetic monitoring  FORMCHECKBOX 

e. Chemotherapy services  FORMCHECKBOX 

8. What of the following committes do you have?
a. Pharmacy&Therapeutic’s Committee?   Yes  FORMCHECKBOX 
   No FORMCHECKBOX 

b. Infection Control Committee  Yes  FORMCHECKBOX 
   No FORMCHECKBOX 

c. Health and Safety Committee Yes  FORMCHECKBOX 
   No FORMCHECKBOX 

d. Other  ……………………………………………………..
9. What chemotherapy services are provided

a. Chemotherapy pre-printed protocols  FORMCHECKBOX 

b. Chemotherapy prescription verification by pharmacist  FORMCHECKBOX 

c. Chemotherapy reconstitution  FORMCHECKBOX 

10.  Select the correct for your department about chemotherapy reconstitution 

a. The reconstitution is performed by    FORMCHECKBOX 
 pharmacist     FORMCHECKBOX 
pharmacy technicians    FORMCHECKBOX 
nurses

b. For personnel safety what of the follwing do you use?

i. Clean room

ii. Isolators   Positive  FORMCHECKBOX 
  Negative  FORMCHECKBOX 

iii. Laminar air flow hood    Positive  FORMCHECKBOX 
  Negative  FORMCHECKBOX 

iv. Gown  FORMCHECKBOX 

v. Mask   FORMCHECKBOX 

vi. Gloves  FORMCHECKBOX 

vii. Overshoes  FORMCHECKBOX 

viii. Closed systems  FORMCHECKBOX 

11.  What ready made kits do you have

a. Spill kit  FORMCHECKBOX 

b. Extravasation kit  FORMCHECKBOX 

c. Administration kit   FORMCHECKBOX 

12.  Do you have written standard operating pharmacy procedures in your department

 FORMCHECKBOX 
No    FORMCHECKBOX 
 A few    FORMCHECKBOX 
 Many   FORMCHECKBOX 
All procedures are written

How many days can you host a pharmacist in your hospital?

……………………………………………………………………………………………. Can you provide a schedule of the visit?

…………………………………………………………………………………………….

Is it possible for a person either than pharmacist to visit your department e.g pharmacy technician, assistant, if yes please provide information

…………………………………………………………………………………………….

Please provide information about accommodation in your country near the hospital (hotels, prices, map)

…………………………………………………………………………………………….

…………………………………………………………………………………………….

	Contact person:
	
	

	Last Name:      
	First Name:      
	      Title:      


	Phone (Country-Area-Number-Ext.)

     
	Fax (Country-Area-Number-Ext.)

     
	E-Mail address

     


