
BLOOD TRANSFUSION RECORD 

            DCDC KIDNEY CARE                                                                Document No.- DCDC/L-3/F-47.1 

  Centre Name: ………………………………………......                               

 

                 

                                
             Senior Technician Name & Signature:  
 

S. 
No. 

Date Patient Name Age/Sex UHID 

 

No. of Unit 

Transfuse 

 

Blood Bank Name 
& 

Bag Number 

Any allergic 

reaction 

occur 

(Yes/No) 

 

Signature of Nurse/Tech 
(Emp.ID) 

         

         

         

         

         

 

 

 

        

         

         

Month/Year: ……………………….. 


