BLOOD PRODUCT ORDER FORM

Beginning of Form
Order #: Requested Delivery
Hospital: Date: STAT ASAP
Ordered By: Time: AM PM
Received By: Repeated By: Date/Time:
L eukoreduced RBCs Frozen Products
Inventory Dates: Return Dates:

Ordered:
Special Reguest CMV negative
€Ci uests
. Irradiated
Antigen Screenings Special Orders:
Patient Name: Patient ABO/Rh:
Antigen(s) to be screened: # Units | Ordered ABO/Rh:
Ordering Physician: Circle dl that apply:
Irradiated CMV Neg
STAT ONLY Comments/Variations:
Fax Received Order Written on Log:
Time Sent Order Filled By:
End of Form
Mississippi Valley Regional Blood Center, Davenport, 1A
MVRBC-D-158 Effective Date: 12/10
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