
BHABHA ATOMIC RESEARCH CENTRE HOSPITAL 
PATHOLOGY UNIT- BLOOD BANK  

 

BLOOD/ BLOOD COMPONENTS REQUISITION FORM 

 
  

PATEINT’S NAME       

(Full Name In Capitals) 

 

NAME                                       MIDDLE NAME                             SURNAME 

AGE  SEX  CHSS No  WARD  

PHYSICIAN/SURGEON’S NAME  

DIAGNOSIS  

INDICATION OF TRANSFUSION  

PATIENT’S BLOOD GROUP  

Hb(gm%)               Hematocrit  Platelet Count  PT/aPTT  

History of previous transfusion or 

other relevant history 

 

Please Tick Appropriate 
 URGENT 

 RESERVE FOR OPERATION   Date of operation:  

PARTICULARS OF BLOOD 

REQUIRED 

 WHOLE BLOOD 

 PACKED RED CELLS 

 RANDOM DONOR PLATELETS (RDP) 

 FRESH FROZEN PLASMA (FFP) 

 CRYOPRECIPITATE 

NUMBER OF UNITS REQUIRED   ISSUE RESERVE 

 

REQUESTED BY:_______________________           SIGNATURE:__________________________ 

DATE:_________________________________           TIME:________________________________ 

 

 Please send patient’s blood sample in 1 EDTA (lavender) and 1 Plain (red) (3ml) 

vacutainer. 

 Sample should be properly labelled and details should match with that in the form. 

 Incompletely filled form/mismatch between sample and form/ form without sample 

will not be accepted. 


