BINDING MARGIN — NO WRITING

,‘li“"). Health FAMILY NAME MRN
Jews | Northern NSW GIVEN NAME O mate [ FEMALE
GOVERNMENT Local Health District
D.0.B. / / M.O.
Facility: ADDRESS
NOTIFICATION OF ADVERSE
TRANSFUSION REACTION —
COMPLETE ALL DETAILS OR AFFIX PATIENT LABEL HERE

Please complete form and forward copy to transfusion service (fax numbers are below). Retain original in patient notes

Tweed TransfusionService: 07 5506 7822
Lismore TransfusionService: 02 6620 2917
GraftonTransfusionService: 02 6640 2466

COPY SENT T0! coiereiuitiriie e st e e bbb RS Eeas Date: / /
Product type and donation/batch number Transfusion details
£ I =) | USSP OP PP Date of transfusion ............. F SO O
Pl BT o s e s A e R R TS e Time product commenced (24 hrs) ..o T s
Fresh frozen plasma ... Time reaction started ........... T oo
BB o i i s A R I T B e s i Amount transfused Va s )
ITIMUNOGIODUIN ..o evt ettt | Soseme b s e s
OERET (SPECITY) .oucvsusisssaresssissessssssnssssstinsnsasssssrmemsssssnsassssssssanss | assascrossierssraimmasarass e sessans st ST RS SRR S e
TRANSFUSION REACTION DETAILS
Baseline vital signs Peak/trough vital signs
TeMD weossmanaase °C BPiwuveusivmnnirsmsmsmsninss MMHG | TeMP e °C BP.ooooeeereeevrreeee . mmHg
Resp. rate ............... /min Heart rate.......ccceceeee. /min Resp. rate ............./min Heart rate......cccoeovens /min
OTHER SIGNS AND SYMPTOMS
Respiratory: []wheeze [1tachypnoea []dyspnoea (I stridor (] pulmonary oedema
Skin: [Jurticaria: isolated [ extensive [ rash: macular o1 ] T T L T ———
Systemic: [ facial oedema (] other oedema [ anaphylaxis
CNS: OLoC O anxiety [J confusion
Pain: [IVAD site Clinfusion arm  [1back/loin pain  Other .
Bleeding:  []VAD site [ skin (purpura) [Jhaematuria OEHET s s avvmeiai s s smenganss
COMMENTS ANA FUMNET AESCIIPTION 1.evevceretrescericaiaes e st 8RR LSS S
MANAGEMENT AN INTEIVENMTIONS Lourvurruriasesusnesseesssrasss st LS s
[1All bags and giving set returned (19 mL EDTA sample and request form to Transfusion service
Please ensure form and specimen meets labelling requirements, complete collector declaration
[]Check label and ptID [JFBC [JCoags []Biochem (] Blood gas  [dUrine [1Blood cultures  [11IMs
01112 SRR ———— R RSl
X T2 4 1< TP DU TP PO PO PP PRSP PPIPOTRR IR TS POSTTION ovteeerecvescsteererse s sassme s re s
SIGNATUTE (ot et Contact NUMBET ..ot Date / /
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