DEGc Ipenc kioNey care BLOOD TRANSFUSION RECORD

Centre Name: .......oeeevecceenensencnssnssnssnssnsssnsnnnns Month/Year: .....ccceceeieivenvccnnnnnnn
Any allergic
.. | Blood Bank Name reaction
NS° Date Patient Name Age/Sex| UHID | No.of Unit & Signature of Nurse/Tech
0. Transfuse Bag Number occur (Emp.ID)
g (Yes/No)

Senior Technician Name & Signature:
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