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OUTPATIENT TRANSFUSION ORDER

A. DEMOGRAPHICS:

NAME: DOB:__/ /  DATE OF TRANSFUSION:
DIAGNOSIS: ALLERGIES:
B. ORDER AND LAB RESULTS:
RANFUSE AS FOLLOWS:
OF UNITS | TYPE OF TRANSFUSION # OF UNITS | TYPE OF TRANSFUSION ]
PACKED RED BLOOD CELLS,
LEUKOCYTE REDUCED SINGLE DONOR PLATELETS
IRRADIATED
- LAB RESULTS
PLATELET PARAMETERS:
DATE: ‘ |
HGB: ' Tx if PIt Count < v
w1 N
OTHER:

C. PREMEDICATION ORDERS- Please indicate the medication/strength and route below:

Drug Name , Strength | Route | Prescribe (please check all that apply)
Acetaminophen | 650mg PO
Diphenhydramine(Benadryl) | 25mg IVP

Diphenhydramine(Benadryl) | 50mg IVP
Diphenhydramine(Benadryl) 25mg IVPB
Diphenhydramine(Benadryl) 50mg IVPB
Diphenhydramine(Benadryl) | 25mg PO
Diphenhydramine(Benadryl) | 50mg PO
Hydrocortisone 50mg ivp
Hydrocortisone : 100mg VP
Other:

ther:
GNATURE: M.D./D.O/P.A./N.P.
UNT NAME: 'M.D./D.O/P.A./N.P.
ATE ORDERED: TIME ORDERED:
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