Form for Reporting Adverse Reactions to Fractionated Blood Products

PATIENT

	Surname
	First Name(s)
	
	Nat. Health Ind. No.

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	Address
	
	
	Date of birth
	Sex

	
	
	
	
	/
	/
	
	M
	/
	F

	Diagnosis/main problem(s)


	Surgical Procedures  (with dates)


	


BLOOD PRODUCTS

	Blood Product
	Manufacturer
	Batch Number
	Exp. Date
	Dose/volume
	Duration of Transfusion
	Date/Time

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Previous Administration
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


MEDICINES IN USE

	Medicine 
	Route
	Dose
	Date/Time

started
	Date/Time

stopped
	Duration

	Regular/current medicines
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Pre-medication
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Anaesthetics/medicines
during procedure
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Medicines after procedure
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


DESCRIPTION OF ADVERSE REACTION OR INCIDENT

	Date of onset:.............................
	Time transfusion started:...............
	Time of onset:..............................



	Recovered
(
Not yet recovered
(
Unknown
(
Fatal
(
Date of Death:  


Severe ?
Yes ( No (
Rechallenge ?
No ( Yes (
Result:  



OTHER FACTORS - Please circle

	Renal Disease
	Hepatic Disease
	Allergy
	Other Medical Condition
	OTCs
	Industrial, Agricultural Chemicals etc.


REPORTING DOCTOR/OFFICER

	Name
	Address
	
	Telephone:


	Signature:

	
	Date:
/
/

	Fax:



