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                       Blood Transfusion  

                                                                    Reaction Work-up Form  
           (CM-11) 
 
 Name of Patient:-_______________________________________________________________________________________ 
 Age:-___________ Sex :- _________________ Patient Reg. No. :- ___________    Ward/Unit :- 
________________ 
 Transfusion started at ________am/pm on ________201___, stopped at  ________am/pm on ___201__. 
(Pl.Tick) 
* type or reaction ; fever/chills/urticaria/anaphylactic/nausea/dyspnoea/back pain/pain at infusion site/ hypotension/shock/ 
Generalized bleeding / oliguria / anania/ chestpain/ others;_____________ 
 
Received blood transfusion reaction form from clinician on Date: ____Time:_____ 
 
Unit No :_______________ with transfusion set attached/not attached.  
Post Transfusion Patient’s Blood Sample:-______ml blood in EDTA tube & ______ml blood in plain tube  
collected from the opposite arm (NOT from the transfusion site) 
Post Transfusion Patient’s Urine Sample:-____________________________________________________ 
Any other Sample for Investigation :- _______________________________________________________ 
 
Blood Unit On Inspection : 
 
Unit No. :-___________________________ / BLOOD GROUP___________________ 
Type of Blood Component :- __________________________________________ 
Collection Date :-______________                Expiry Date :-___________________ 
Volume of remaining blood / blood component in the bag:- __________________ 
Any visible evidence of deterioration: clot/ haemolysis/ discolouration/ aggregates  
 
Investigation Report : 
 

1. Appearance of post-transfusion blood samples:____________________________________ 
2 . Patient Blood Group from Pre-transfusion sample: _________________________________ 
3. Patient Blood Group from Post-transfusion sample: _________________________________ 
4. Blood Group of the blood bag (from the segment) : ________________________________ 
5. Compatibility from Patient’s Pre-transfusion sample : _________________(Method:______) 
6. Compatibility from Patient’s Post-transfusion sample : _________________(Method:_____) 
7. DAT from Patient’s Pre-transfusion sample : ______________________________________ 
8. DAT from Patient’s Post-transfusion sample : _____________________________________ 
9. Patient’s Urine Sample Colour :_________________________________________________ 
10. Heamoglobinuria / Hematuria : ________________________________________________ 
11. Blood culture_______________________________________________________________ 
12 Microscopic Examination:_____________________________________________________ 
    Any other Investigation : 
Remarks/Conclusion:___________________________________________________________ 

 
Sig. of Technician:____________    Sign of  I/C Medical Officer:___________ 
Date and Time : _______________    Date & time:________________ 

_______________________________________________________________ 
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NAME & ADDRESS OF BLOOD BANK 
________________________________________
________________________________________
Licence No.:-_________________________ 


