
Signature ✗........................................................ Pager number................................

Surname (print) .............................................................. Date................................

Tests
Requested

DOCTOR’S SIGNATURE & DETAILS

If Blood is needed urgently, the laboratory must be 
telephoned and this box ticked.

❑ URGENT:

❑ Blood group & antibody screen (hold serum)  ❑ MBOS recommendation  

Packed cells ................... units Platelets ................... units FFP .................. units

Cryo ................... units Required at ................ am/pm on date ........................

Packed red cell will be issued in accordance with MBOS guidelines

Note: This section must be completed in requesting doctor’s handwriting

Anti-A Anti-B Anti-D A cells  B cells GROUP

Anti-D Control

Sal. IS Peg/IAT Abs Serum Frozen Frig.

Ab 1

Ab 2 Sign. Date

Ab 3

St. Vincent’s Pathology
Continuing the Sisters of Charity’s Mission

BLOOD TRANSFUSION SEROLOGY REQUEST FORM

Copy to: Dr Name & Address or Hospital & Ward

Patient
Ti t l e Surname Given Names

Address

Pat ients  Te lephone No.

Date  o f  B i r th S e x Preg . U.R .  No.

Medicare or  DVA (Repat )  Number.

WAS OR WILL THE PATIENT BE AT THE TIME OF THE SERVICE OR WHEN THE SPECIMEN IS OBTAINED
1. A PRIVATE PATIENT IN A PRIVATE HOSPITAL, OR APPROVED DAY HOSPITAL FACILITY OR, ❑ YES  ❑ NO
2. A PRIVATE PATIENT IN A RECOGNISED HOSPITAL OR, ❑ YES  ❑ NO
3. A MEDICARE (PUBLIC) PATIENT IN A RECOGNISED HOSPITAL OR, ❑ YES  ❑ NO
4. AN OUTPATIENT OF A RECOGNISED HOSPITAL ❑ YES  ❑ NO

Requesting Doctor – Initial, Surname, Address & Provider No.

wks

03/2003
SV 112

/    / 

UNITY   EXCELLENCE   COMPASSION   JUSTICE   HUMAN DIGNITY

Haematology Department
Fitzroy (SVHM)  9288 4227     East Melbourne (MHW)  9270 2613     Werribee (WMH) 9216 8653

St. Vincent’s Hospital (Melbourne) Ltd APA trading as St. Vincent’s Pathology ABN 22 052 110 755

HOSP WARD Phone ext. SMO/UNIT COLL  

TO BE COMPLETED BY PERSON DRAWING BLOOD
I certify that the blood specimen accompanying this request was drawn from the stated patient as established by 
direct inquiry and/or inspection of the wrist band and that the specimen was labelled immediately, in accordance 
with the hospital blood collection policy.

Signed .................................................. Date .................. Time ................

Print surname ........................................

Witness ................................................ Date .................. Time ................

Print surname ........................................

LAB. 
USE ONLY

NAME................................................................................................

UR ............................................................ DOB................................

NHMRC GUIDELINES FOR RED CELL TRANSFUSION OVERPAGE >  >  >  >  >  >

Clinical Notes

Hb g/L

Platelet count

The following must be completed for all patients.

Clinical indications ..................................................................

Operation (if applicable) ..........................................................

................................................................................................

❑ SD (Self Determined)

❑ PRIVATE INPATIENT    ❑ PUBLIC INPATIENT
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No Indication No Indication Notes

RED CELLS Hb (g/L) FFP

1 Severe anaemia <70 11 Acute DIC

2 Moderate anaemia 70 -100 12 Warfarin reversal See hospital protocol
+ one or more of:
blood loss, symptoms, comorbidity

3 Bone marrow failure 80 -100 13 Cardiac bypass

4 Acute Blood loss 14 Massive transfusion

5 Other – please specify 15 Liver disease Associated bleeding or 
prior to invasive procedure

PLATELETS Plts (x109/L) 16 TTP

6 Bone marrow failure 17 Acute Blood loss
a) Clinically stable <10
b) Additional risk factors <20

7 Surgery or invasive procedure < 50 -100* 18 Other Please specify
- please specify

8 Bleeding & thrombocytopenia <50 -100* CRYOPRECIPITATE

9 Acute blood loss 19 DIC + Fibrinogen < 1.0 g/L

10 Other – please specify 20 Fibrinogen deficiency

APPROPRIATE INDICATIONS FOR BLOOD COMPONENTS
Indication for transfusion should be documented in medical record

Note: FFP & cryoprecipitate are very rarely indicated unless bleeding, 
DIC or invasive procedure/surgery.*Threshold depends on clinical situation
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