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Blood Transfusion Special Requirement Request

[Indications to be changed as per hospital requirements]
Indications for Irradiated Cellular blood components
Transfusion from first- or second-degree relatives

Any granulocyte transfusion for any recipient

HLA-selected platelet units

Patients receiving Campath or Purine analogues (Fludarabine, Cladribine, Deoxcoformycin)

Aplastic anaemia: patients on Anti-thymocyte globulin (ATG)

Intrauterine transfusion (IUT)

Exchange Transfusion

Red cell or platelet transfusion in neonates – if there has been a previous IUT

All recipients of allogeneic haemopoietic stem cell (HSC) grafts

Blood transfused to allogeneic HSC donors before or during the harvest of their HSC

Patients who will have autologous HSC graft:

· Any transfusion within 7 days of the collection of their HSC

· Any transfusion from the start of conditioning therapy until

· 3 months post transplant

· 6 months post transplant if conditioning TBI has been given

Hodgkin’s disease, at all stages of the disease

Congenital immunodeficiency with defective cell-mediated immunity (e.g. SCID, Di George syndrome, Wiskott Aldrich syndrome, Purine nucleoside deficiency, reticular dysgenesis, ADA, Ataxia telangectasia, chronic mucosal candidasis, MHC class 1 or 2 deficiency)

Indications for CMV-antibody-negative components

Granulocyte units
Intrauterine transfusion (IUT)

Pregnant women who require repeat elective transfusions during course of pregnancy (not labour and delivery)

Indications for HLA/HPA Matched Platelets

Immune Platelet Refractoriness

Positive screen for HLA class 1 or HPA antibodies or both

Refractoriness to an ABO compatible platelet concentrates on two occasions
Atypical Antibodies Present

History of blood Group Antibodies

Haemoglobinopathy Patient (Sickle Cell Disease, Thalassaemia)
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[For Document Control/Hospital Logo]





Lab Use Only - Referring Hospital		 


Confirmation of receipting lab on Date/Time/By: 				


Existing patient Y/N					


Entered on LIMS (Date/Time/By): 





PLEASE SEND Response fax back at number above.   	Faxed to Treating Hospital (Date/Time/By): _________________________________________








Lab Use Only - Treating Hospital				FAX Number: [Insert Hospital Fax Number] 


Received in lab (Date/Time/By): 				Completion of this form confirms that this fax is located in a 


Flag Entered on Patient LIMS record (Date/Time/By):		secure and safe environment


Date and time faxed to referring hospital: 








Component Requirements (circle option below)





Irradiated Components 			Yes/No   





CMV Negative Blood required	Yes/No    (Neonate/Planned transfusion during pregnancy) 





HLA/HPA Matched Platelets	Yes / No  





Washed cells	Yes / No 





Date Started: ______/_________/________





		Review Date: ______/_________/________





Atypical antibodies present	Yes / No   Details: _________________________________








Signed: ________________________________________________	Bleep: _______________________	Date: _________________________





Print name: ___________________________________________	Job Title: ________________________________________________________





Form/copy sent to Laboratory: Yes / No








Complete this box if ABO Mismatched Transplant (HSCT/Solid Organ)





Component Requirement ABO/RhD group





Recipient ABO/RhD Group: ______________________   		Red Cells: ______________________________





Donor ABO/RhD Group: ________________________		Platelets: _______________________________


								


FFP/Cryo: ______________________________








Diagnosis / Reason for Special Requirements: _______________________________________________________________________


(See Reverse for Indications for special blood requirements)








Patient treated at other hospitals* Y / N  	        Referring Hospital: _________________________________________________* Mandatory








Patient Details: 





Hospital Number: ______________________________________________     NHS Number: ____________________________________________________





First name: _____________________________________________________      Surname: _________________________________________________________





Date of Birth: _______/________/_______     








