SHARED CARE COMMUNICATIONS DOCUMENT FOR IRRADIATED AND SPECIALIST BLOOD COMPONENTS
        FV1 June 2010 EW

	This section ONLY is to be completed by a member of the clinical team at the Specialist Treatment Hospital and then sent to their Transfusion Laboratory for the remainder of the form to be completed.

	Affix Addressograph here or complete the following details:
	Referring hospital:
	ABO and RhD Group Details
	Specialist Requirements Needed

	Patient First and family Name:


	Specialist Treatment Hospital:
	Donor Group
	Irradiated                         Yes / No                                                                                                                            

	Date Of Birth;


	Diagnosis:
	Patient Group
	CMV Neg                        Yes / No                                      

	NHS / Hospital Number:


	Specialist Treatment received:
	
	Patient Informed of Specialist Requirements?                Yes / No                            

	Address


	Signed:.............................................................Print Name.............................................................................
Date.................................................................Contact number / Bleep..........................................................


 The following sections are ONLY to be completed by the Transfusion Laboratories.
Please document below the ABO and D (where applicable) group of the blood components that the patient currently requires

	Red cells:
	Platelets:
	FFP:


	RBC Antibodies
	Specialist Requirements
	Additional Requirements

	Historical Antibodies:


	HLA / HPA  abs:                                      Yes / No                            
	RBC Phenotype:

	Current Antibodies:


	Specificity:
	Washed RBCs:                                                        Yes / No                            

	D.A.T
	
	Washed Platelets:     
                                                                                Yes / No                          

	Signed:...............................................................Print Name................................................................. Date.................................................................


	Copy of completed form to be sent by Secure Fax by 
Specialist Treatment Hospital Laboratory to Referring Hospital Laboratory
	Confirmation of receipt by Referring Hospital Laboratory. 
To confirm receipt of this form please sign, print name, and date below and fax back

	Date Fax sent ...........................................................................................
	Signed:.......................................................Print Name...................................................

	Signed:......................................................................................................

Print Name................................................................................................
	Specialist requirements input INTO Referring Hospital LIMS computer         Yes / No                                                                                                                                   
Date..................................................................................................................................                          
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A collaborative piece of work between: South East Coast Regional Transfusion Committee, London Regional Transfusion Committee, East of England Regional Transfusion Committee
The Chief Medical Officer’s National Blood Transfusion Committee for England 


and North Wales is working in partnership with the Department of Health 


to promote safe and effective transfusion practice.








