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Date: __________________________________________ 

Patient Name:  __________________________________ 

Patient Identification Number: _______________________ 

Patient ABO/Rh:  _________________________________  

Name of Transfusing Facility:  _______________________ 

Product: ________________________________________ 

Reason for Deviation from Standard Operating Procedures:  

 

 

Medical Necessity Documentation: (Completed By Attending Physician or Designee) 

Current conditions dictate that these blood products are needed with sufficient urgency for recipient/patient. 

 

_____________________________________________________________________________________
Hospital Representative Signature                                                                                                  Date 

 
 
_____________________________________________________________________________________ 
Hospital Representative Printed Name 

 
 
_____________________________________________________________________________________
Facility 
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