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#: NEEOED  TIME # "%E“ TIME # HeEDED. | TIME
+ __ OTHER
. UNITS AUTOLOGOUS BLODD % ___ PEDIATRIC PLATELETS e e ]
(40-60ML from 1 dorior) * vials Rh IMMUNOGLOBULIN.
¢ UNTSPAckeDmeDBlOoDCEUs | oI RR AT E S et B Wk
1 Poal = 4 d
+ mis ABC (PEDIATRIC UNIT) _dmm e { ones). COAG FACTORS (SEE BACK FOR LIST)
+ _ PLATELETS BY APHERESIS
+ UNITS FRESH FROZEN PLASMA (Singla donar approx. 250 ML) ¢ Product Name
¢ CUSTOMIZED WHOLE BLOOD % __ POOLED CRYOPRECIFITATE
FOR EXCHANGE o, (1 Peai = 4 donars) + Iufmeq
LR = LEUKOREDUCED
TRANSFUSION INDICATIONS: (SEE BACK FOR INFORMATION)
|:| ENES EEDHTHAN S0.000:TTH | ] Acute BLOOD LOSS ANDIOR SHOCK D FACTOR VIll LESS THAN 10% D INTRAOPERATIVE
D PLTS LESS THAN 20,000 I:[ PRE-OPERATIVE D INR GREATER THAN 1.5 |_| PLASMA EXCHANGE
D PLT DYSFUNCTION D HGE LESS THAN 10 D PTT GREATER THAN 50 SEC. |_| OTHER
PHYSICIAN'S SIGNATURE PAGER NO.
EME“EE"G iy EMERGENCY CIRCUMSTANCES REQUIRE IMMEDIATE TRANSFUSION OF UNCROSSMATCHED RED CELLS. OHLY
: : : CALL BLOOD BANK OR SEND REQUISITION WITH COURIER WHO WILL PICK UP BLOOD,

’j ABO'AND AH TYPE SPECIFIC RED'CELLS WITHOUT CROSSMATCH UNIT#:

[ ] MAXiMUM OF 2 UNITS GROUP O, Rh NEG RED/CELLS WITHOUT CROSSMATCH
(ADDITIONAL UNITS PROVIDED WITHOUT TYPING WILL BE GROUF O, Ah POS)

SPECIAL CIRCUMSTANCES REQUIRE TRANSFUSION WITH INCOMPLETE OR NONSTANDARD TEST RESULTS.

LEAST INCOMPATIBLE

| UNIT WITH INCOMPLETE INFECTIOUS DISEASE TESTING

UNIT WITH POSITIVE INFECTIOUS DISEASE TEST AS INDICATED

L]
D WITHOUT COMPLETION OF EXTENDED ANTIBODY WORKUP
]
L]

EMERGENCY CLINICAL CIRCUMSTANCES

BLOOD BANK USE ONLY

AUTHORIZING PHYSICIAN M.D.||s5UED TO:

M/R FORM #5703 REV. 7/03



