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RECALL AND LOOKBACK NOTIFICATION FORM

Date:_____________ Product Involved:_________________________________________________
Lot #/Unit #:______________________			Expiration Date:_____________________
Notifying Blood Center and Person:____________________________________________________
Reason for the Lookback:____________________________________________________________
PRODUCT INVESTIGATION

	NOT TRANSFUSED/USED (check all that apply)
                                                                Date                                                                                       Date
	  Removed from Inventory:_____________      Quarantined in Computer:_____________
	                                                               
	  Unit/Product Discarded: _______________    Discarded in Computer:   _____________
	  Returned to Supplier:     _______________    Returned to Inventory:     _____________

  	TRANSFUSED—See attached disposition
_________________________________________
Completed By

Completed by Transfusion Service Medical Director
	  Patient Alive	  No Notification Required___________________________________
				  Notification Required:     ___________________________________
                                                                      (Follow Recall/Lookback/Retrospective Call Protocol)

	  Patient Deceased    No Notification Required___________________________________

			              Notification Required	  HIV
                                                                                     	
                                                                                     	 Other___________________________
                                                                       (Follow Recall/Lookback/Retrospective Call Protocol)

Additional Comments or Follow-up:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


________________________________________                         ____________________________
Medical Director or Designee              				Date                                       		    
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