Cayuga

HEALTH

Downtime Transfusion Documentation Form

Cayaga Medical Center [ Schuyler Hospital [
Palient Hame:
Patient DOB: Patient Blood Type:
Pafient Anfibody Screen: _______ Antibaody ID:
Special Transfusion requirements:
Unit Compatiblity (circe); Compatiple Least Incompatible Uncrossmialched
Unit # Exp Component type (circle) REC PF24 Platelets Cryo

Unit ABO(crcley: A B © AR Rh type (circle): hepatve Positive Antigen Negative:

Issuing: Date: Tirme: Location: Signalure indicales visual inspections were passed
Tech: Courier:
Returning: Date: Tirme: Location: Signatwre indiceles visual inspeclions were pagsed
Tech: Courer:
NurseMD iniials| “Transfusion chackist

Physician order is veriSed and consent has been obtained

The patient's name and DOB mateh the blood component label, and wristband

The patient's ABO group and Rh type

The unit #, donor ABC group. and Rh type if required
The unit is nol expired

Signature of the RNMD transfusionist: Imiisls. Date: Time:

Signature of 2nd Nurse: Initials: Diale;, Time:;

UMITS MUST BE TRANSFUSED WITHIN 4 HOURS OF TIME OF ISSUE

Isgue Time Sart Time Completion Tirne: ___
O Patient transfermed from to OR see TAR for additional documentation
TRANSFUSION VITALS
First 15 men: 1-2mLimin (60 mblmour). After 15 min: 4 mlimin (240 mLhour) Alt rafe: mlLhaur
Initial fuid warmer temp: = ‘Warmar ID: Ranger andior Level 1 infuser
Termp Sounce: {the lemperalure source should be congistent throughout the transfusion)
Date (MDM) Time BF Temp Fulse Resp RN Mnamonic
Pre fwithin 30 min) ! '
15 min i ! !
Post i ) !
Post 1 HR i ! !
Post 4 HR ! ! '

Cheek beat if vilals are documanted on the Anesthesia Record [
Transfusion-related adverse reaction: [1Yes [Iho  infrm Blood Bank immedialely if Yes
‘Violume ransfused; mL

See sticker on unit for signs/symptoms




