REQUEST FOR BLOOD

PUGET SOUND BLOOD CENTER
921 TERRY AVE. SEATTLE, WA 98104-1256

REQUEST FOR BLOOD

PHYSICIAN REQUESTING BLOOD PIN

DIAGNOSIS / PROCEDURE

SERVICE OR UNIT & TELEPHONE NUMBER

HOSPITAL ACCESSION NUMBER

CHECK ONE BOX ONLY:
EMERGENCY
EMERGENCY UNCROSSMATCHED

Physician justification required
Pretransfusion testing in progress

EMERGENCY CROSSMATCHED

Release as soon as pretransfusion testing is

INDICATE NO. OF UNITS:

BLOOD CENTER USE ONLY

completed
ROUTINE
I:l WITHIN 4 HOURS
PLANNED DATE/TIME REQUIRED
TRANSFUSION
DATE/TIME REQUIRED
[ ] surceRY

TYPE AND SCREEN

Sample valid for three days

HOLD SAMPLE

Sample valid for three days

X
PERSON COMPLETING REQUEST
X
X
PERSON DRAWING BLOOD
DATE/TIME DRAWN

RED BLOOD CELLS

LEUKOCYTES
REDUCED

PEDIATRIC/DIVIDED RBC
Leukocytes Reduced

HgbS Neg (4 pacs)

D IRRADIATED
ASSIGNED

Leukocytes Reduced
HgbS Neg (8 pacs)

|:| IRRADIATED

AUTOLOGOUS/
DIRECTED

OTHER (SPECIFY)

* LEUKOCYTES REDUCED WILL BE
SUBSTITUTED IF CMV NEG IS NOT AVAILABLE.

TIME IN
Antibody | AHG XM Triage
Patient  |ABO/Rh |(ies) required? Tech
History No No
Yes Yes
1st 2nd
Automated | ABO/Rh | ABO/Rh .SC1
Testing Neg
Pos
1st 2nd C-XM C-XM
Computer | ABO/Rh | ABO/R | OK? Tech
X-Match
Checks Done Done |Yes No

FORM 320-06 REV. 1/01



