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Notification for Discard of Autologous Bone 
	Patient 
Name
	Date/Time

	
	Tissue Identification Number:

	MRN
	

	
	Collection Date/Time:



PHYSICIAN ONLY:

I acknowledge receipt of notification that the autologous bone for this patient will be discarded.
_________________________________________________             ___________________

    Attending Physician Signature






Date


CF5005  Version 2.0 March 2014






Reason for Discard (check all that apply)





Exceeds the 24 month storage limit


Out of temperature monitored freezer for longer than 20 minutes with no intent to re-implant at that time


Damage or loss of integrity of bone package


NOTE:  Immediately notify the Neurosurgery Attending and TS Manager


Patient Expired


NOTE:  Bone will be quarantined for a minimum of two weeks from the date of death in case the patient’s family requests the bone


Failure of the temperature monitored freezer in which the bone is stored.


NOTE:  Immediately notify the Neurosurgery Attending and TS Manager


Product is received back in TSL after release and transport to outside facility.


Other: _____________________________________________________________








TRANSFUSION SERVICE USE ONLY


Autologous Bone may be discarded.





__________________________________________________      ____________________


Medical Director							Date








Discard Date: _________________________________           TSL Tech ID: _____________





Verified by: _______________________________________________________________


		(TSL Tech ID / Date)








