
Pathology Blood Transfusion RWF-PATH-F43  Revision 2.2

NHS Number* * Mandatory fields

Hospital Number* Write details or place PID sticker here

Family Name (i..e. Surname)* MH TWH Other Hospital

Given Name (i.e. Forename)* Consultant Code*

Address* Ward/GP Surgery/Clinic Code* (Report destination)

Post Code* GP Code

Patient Contact Phone Number GP Name

Date of Birth* (DD MM YYYY) Female Male Extra Copy of Report to (consultant/GP name/address)

Date of Collection* (DD/MM/YY) Private NHS

Collected by* (Print Name and sign)

Time of Collection (HH:MM) High Risk Urgent

Telephone or bleep number of requestor

Yes No

Special Requirements for Blood Components needed? Date/Time Received (Lab Use ONLY)

If Yes, please state reason Irradiated Products Required

HEV Negative Products Required 

CMV Negative Products Required

Other, please state

Crossmatch Blood Group/Antibody Status

Group and Save

DAT Relevant Clinical details  (please do not request tests here)

Antenatal Group and Screen

If pregnant please state E.D.D.

Products Required (state number) Date required (DD/MM/YY) Time required (HH:MM)

RBC / / :

Platelets Previous Transfusion Y / N

Date of most recent transfusion (DD/MM/YY)

Fresh Frozen Plasma / /

For Laboratory Use Only

Lab No         
Laboratory Use only

Cancer pathway

BLOOD TRANSFUSION

* Hospital

Approved by: Pathology General Manager

Date of Issue: Feb 2019 Blood Transfusion Request Form


