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MEDICAL DEVICE RESEARCH




	Medical Device Research Australia Pty Ltd

8263 Newell Hwy 
Tannabar
NSW 2357
Australia
M: +61 (0)413 309 972

	Implant Retrieval Services
	



	For internal use by Medical Device Research Australia

	Project Name

Project No.

	

	Date of Implantation:

	Date of Removal:

	Were any of the individual components revised or implanted between these dates?  

 FORMCHECKBOX 
 YES /  FORMCHECKBOX 
 NO  (Please check one)
If so, please give additional details below:



	Hospital Name and Address of Implantation and Removal:

Implantation:

Removal:



	Confidential Patient ID Code (to link to hospitals of implantation and removal records)


	Implant Anatomical Site



	Device Identification (manufacturer’s name and device catalogue number):

Component 1:  Manufacturer’s name ______________________________________

Component 1:  Device catalogue number___________________________________

Component 1:  Device Lot number________________________________________

Component 1:  Device serial number_______________________________________

Component 2:  Manufacturer’s name ______________________________________

Component 2:  Device catalogue number___________________________________

Component 2:  Device Lot number_________________________________________

Component 2:  Device serial number_______________________________________

Component 3:  Manufacturer’s name ______________________________________

Component 3:  Device catalogue number___________________________________

Component 3:  Device Lot number_________________________________________

Component 3:  Device serial number_______________________________________

Component 4:  Manufacturer’s name ______________________________________

Component 4:  Device catalogue number___________________________________

Component 4:  Device Lot number_________________________________________

Component 4:  Device serial number_______________________________________

Component 5:  Manufacturer’s name ______________________________________

Component 5:  Device catalogue number___________________________________

Component 5:  Device Lot number________________________________________

Component 5:  Device serial number_______________________________________



	Indication for Initial Use: 

Reason for Explantation:



	Additional Clinical Information (confidential)


	Surgeon (name & address)

Please provide email address and mobile phone number if the surgeon is willing to be contacted regarding this retrieval



	Patient (Medical Record ID number only)
Medical Record ID:



	Sex:      FORMCHECKBOX 
 FEMALE /   FORMCHECKBOX 
 MALE  (Please check)



	Date of Birth:



	Occupation:



	Weight (kg)



	Height (cm)



	History of substance abuse (smoking, alcoholism etc.)


	Reason for Investigation: 

 FORMCHECKBOX 
Routine series                 

 FORMCHECKBOX 
Research

 FORMCHECKBOX 
Documentation

 FORMCHECKBOX 
Complaint

 FORMCHECKBOX 
Liability claims

 FORMCHECKBOX 
Clinical investigation

 FORMCHECKBOX 
Other, Please specify ________________________________________________



	Diagnosis at Insertion (or Reason for Insertion)


	Additional Diagnoses and Complications at Insertion



	Antibiotics: 

 FORMCHECKBOX 
Pre-operative               Name and Dosage : _____________________

 FORMCHECKBOX 
Peri-operative              Name and Dosage : _____________________

 FORMCHECKBOX 
Post-operative             Name and Dosage : _____________________
 FORMCHECKBOX 
Prophylactic                 Name and Dosage : _____________________



	Relevant Pharmaceuticals Duration



	Post-Operative Treatment



	Complications between Insertion and Removal (e.g. infection)



	Observations Prior to Removal (functional)


	Additional Complications and other Observations at Removal



	Clinical Reason for Removal:

 FORMCHECKBOX 
Routine 

 FORMCHECKBOX 
Pain 

 FORMCHECKBOX 
Revision 

 FORMCHECKBOX 
Failure 

 FORMCHECKBOX 
Infection 

 FORMCHECKBOX 
Allergy 

 FORMCHECKBOX 
Other, Please specify _______________________________________________________



	Patient Level of Activity at Removal



	Observations at Removal

 FORMCHECKBOX 
Normal tissue 

 FORMCHECKBOX 
Bursal fluid 

 FORMCHECKBOX 
Scar tissue 

 FORMCHECKBOX 
Granulation tissue 

 FORMCHECKBOX 
Bone reaction 

 FORMCHECKBOX 
Infection 

 FORMCHECKBOX 
Loose implant 

 FORMCHECKBOX 
Discoloration, implant debris 

 FORMCHECKBOX 
Other, Please specify ________________________________________________



	Additional Material Provided for Analysis



	Radiographs 

 FORMCHECKBOX 
No 

 FORMCHECKBOX 
Yes 

How many:



	Tissue 

 FORMCHECKBOX 
No 

 FORMCHECKBOX 
Yes

Type & Origin: 



	Bacteriol Specimen 

 FORMCHECKBOX 
No 

 FORMCHECKBOX 
Yes 

Type & Origin



	Immunology Specimen 

 FORMCHECKBOX 
No 

 FORMCHECKBOX 
Yes 

Type & Origin



	Fluid 

 FORMCHECKBOX 
No 

 FORMCHECKBOX 
Yes 

Type



	Photographs



	Pathology Reports



	Surgical Reports



	Additional documentation



	Type of Disinfection/Sterilisation to be Used:
If the retrieved implant has not been sterilised using ETO, Please use 70% alcohol or 10% buffered formalin to store and send retrieved implant. The packaged implant should be shipped in a padded secondary container. (Include an MSDS with the shipment)


Please send retrieved devices to:

Dr Mark Gillies

Medical Device Research Australia Pty Ltd

8263 Newell Hwy

Tannabar NSW 2357
Australia

M: +61 (0)413 309 972
mdr_retrieval_form_v3.0.doc
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