A\, Dorevitch 5

PATHOLOG G Y YEARS

Blood Product Request Form

Healius Pathology Pty Ltd, ABN 84 007 190 043 APA 000042, trading as Dorevitch Pathology.
TO BE USED FOR CROSSMATCH/GROUP & HOLD BLOOD PRODUCT ORDERING

== @RCPA &

Accredfalion Number 2204
Accredted lar comphance with NPAAC standarts
and S0 15189

BASE HOSPITAL
U REPAT HOSPITAL

03 9244 0444

PATIENT SURNAME GIVEN NAMES REQUESTING PRACTITIONER Surname & Initials, Address, Tel No., & Provider No,

DR .oiiiiiii v ishiien s oo e o s vitaiti
o o = — PROV 1iiiiiiiiiniisiiiviivniisnnnnnns

DOEB. SEX UR No. ACC To

EMPLOYEE NO:
/ / M/F MANDATORY D [:' D D D
ADDRESS - POSTCODE
—_ | corvTO_ _ -
PATIENTS PHONE MEDICARE/REPAT No. [ PENSIONER BALLARAT HEALTH SERVICES

Do not send reports to My Health Record [J

&WARD WARD......ocviiiiiiiiiniens

REASON FOR TRANSFUSION & CLINICAL NOTES (MUST BE COMPLETED) TESTS REQUESTED

2 TRANSFUSION REACTION G&H, COOMBS (PINK TOP TUBE)

; ‘RETICULOCYTES "™ (PURPLE TOP TUBE) "™
BILIRUBIN. ... (GOLD.GEL.TOP. TUBE)
MSU (YELLOW TOP CONTAINER)

6.

HOSPITALLOCATION ettt
PRy, o
URGENT RESULTS
When required:  Date: / / TIME: v am/pm TEL/FAX NO: 3 ORI ||+
REQUIRED PRODUCT INFORMATION REQUIRED FOR PRODUCT SUPPLY
——
Hb gm/dL or Results Pending
1. GROUP AND HOLD Yes / No
Pregnancy in last 3 months? Yes / No
‘ Transfusion in last 3 months? Yes / No
2. CROSSMATCH RED CELLS .....cviiuiiniimiinieisasssiansnnssinssesesssssssssrmsesesesonsee units Anti D in last 3 months? % | I
If the answer to any of the questions above is
“YES” - a Crassmatch, G d Hold t b
(Please indicate if required: ~ Irradiated /  Fresh (< days) / CMVneg) extendedapast 7;“ :ours (;0::!’:;' fror(r)l cl;:lell::t(i)on ¢

PLATELETS oo units Known red blood cell antibodies Yes / No
If yes, please specify

PP et e e units Platelet count . X 10°L
INR or PT seconds

CRYOPRECIPITATE w...vvvvvvesssesevesersssesssessessssssssessesssssssssessssssessseessssosssessssserscssnos units APTT seconds
Fibrinogen gL

leeding?
OTHER (eg. Albumin) Bleeding?  Yes /Mo
DOCLOrS SIGNALUIE ......coverriivimiiineisiisiininmiereiense e NAME (print) Date ............ [ eeersens J

PERSON DRAWING BLOOD

| certify that the blood specimen(s) accompanying this request was drawn from the patient named above and | established the identity of this patient by direct
inquiry and/or by inspection of wrist band, and immediately upon the blood being drawn | labelled the specimen(s).

Surname (print)

....... Practilioner's Use only..........

Palient's Signalure Dals: ......... J AT [ v

{Reason palient cannot sign)

Location ¢ V NH

OFFICE USE ONLY

Time

PR PU PA Qu

Fee Cat:

COMPLETE FOR ALL PATIENTS

Patient status at the time of the service or specimen collection

a) Private patient in a private hospital or approved day hospital facility
b) Private patient in a recognised hospital

¢) Public patient in a recognised hospital

d) Out patient of a recognised hospital

o0ood-<

ACClass (1 Hos C1 BS (O Infoutpatient (1 wcA (0 TAC [J Veterans |

oogod=

Overseas

For guidelines for appropriate product ordering & units required refer to
https://transfusion.com.au/blood_products/ and https://www.blood.gov.au/pbm-guidelines
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