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   	                                             ROOM #:
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                clearly print patients full name (last name, first name), DOB, MRN
	
RELEASE OF BLOOD WAIVER

[bookmark: _GoBack]
	Date of Transfusion:____________________________ Time: ______________________________

	Request number (if available):  ____________________________


	I authorize the transfusion of blood / blood products with the knowledge that the blood is:

		Uncrossmatched

		  	 Incompatible

	     		  	Testing is Incomplete 

	I understand the delay in obtaining crossmatched blood will endanger the life or well-being of the patient.

	Physician's Name_________________________

	Physician's Signature______________________

These units will expire 96 hours from the collection of the specimen:

DATE of Expiration: _____________________________________


NOTE: This is a CONTROLLED document as are all system files on this server.  Any documents appearing in paper form are not controlled and should be checked against the file server prior to use
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