Name of Hospital:

District:          
      Date:




Blood Transfusion Reaction Report

(To be used for investigation of suspected reactions to blood products)

Patient Name:

Hospital

Ward:........Patient ID:..............

Please complete form and forward with appropriate blood specimens and used pack to the ............ Hospital Blood Bank.

	Date:.......................
	Clinical Diagnosis:

	Product Transfused:.........................
	Time Commenced:..............................

	Donation (pack) number:......................
	Volume Transfused:.................................ml


Clerical Check (please circle)


Patient ID correct
Blood pack correct
Blood Transfusion Record correct


Yes / No
Yes / No
Yes / No

Temperature in the 24 hours prior to transfusion: (Please tick) FEBRILE  AFEBRILE 
	Vital Signs
	Time
	Temperature
	Respiratory Rate
	B.P.
	Pulse Rate

	Pre Reaction
	
	
	
	
	

	Post Reaction
	
	
	
	
	


Signs and Symptoms – Please Tick


Fever 
Lower Back pain 
Skin Pallor 

Chills 
Chest pain 
Dark Urine 

Nausea / Vomiting 
Anxiety 
Dyspnoea 

Hives / Itching 
Headache 
Bleeding from wound or IV site 

Others  

Please document any blood products given in previous 12 hours:

	Donor Unit Number
	Product Type
	Date
	Time Units
	Volume
	Reaction

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Reviewing Doctors:

Signature:

Name:.............................................................................................. Date:.................................

