NW & N.Wales RTC Blood Transfusion Special Requirements Form

                              Clinical Use Only



 Laboratory Use Only
These details MUST be completed by a healthcare professional with knowledge                                This information must be checked by a senior member of the laboratory

of the patient and sent or faxed to the referring laboratory.                              
                                     staff who will ensure the LIMS is updated in accordance with this

Responsibility for reviewing and communicating changes lies with the Medical team                        instruction, and a copy of this instruction filed

	Is this a revision of a previous instruction    YES/NO
	Date of previous instruction
	Received by (Print)
	Sign / Time / Date

	Patient First Name(s)                                                     Last Name
	Patient Blood Group
	Date tested

	NHS / Identification Number 
	Date of Birth
	M / F
	Red Cell Antibodies
	Date tested
	DAT
	Date tested

	Address
	Special requirements updated on LIMS by (Print)
	Sign / Time / Date

	Referring Hospital and Clinician (if applicable)
	Ward / Unit
	Red Cell Phenotype requirements

	Diagnosis
	HLA Antibodies

YES / NO
	HPA Antibodies

YES / NO
	Washed Components

YES / NO

	Reason for special requirements


	Effective date


	Other notes relevant to this patient (eg Maternal Group if a baby)



	Irradiated   YES / NO
	CMV Negative  YES / NO
	HLA Matched YES / NO
	

	Other special requirement or notes relevant to this case
	

	
	If this patient has a referring hospital, a copy of this completed form must be sent via secure fax from treating hospital laboratory to the referring hospital laboratory

	
	Date / Time sent
	Print / Sign

	Details of Medical staff completing this instruction
	
	

	Name (Print)
	Grade
	Confirmation of receipt of this form at referring hospital laboratory by fax-back


	Signature
	Bleep No
	Registration No
	

	
	
	
	Date / Time received
	Print / Sign

	Date of Instruction
	
	


