VERIFICATION OF BLOOD USAGE

Date Submitted___________________________

Patient Name_____________________________________________Patient Number ____________________________

Donor Name______________________________________________Date of Donation___________________________

Donor Social Security Number____________________________(or) Donor ID Number_________________________

Donor Group___________________________________________________________

Coverage:  Self _____  Spouse_____ Child_____

Primary Health Insurance____________________________________________Telephone Number________________

Was transfusion received as a result of accidental injury?                        Yes_____  No _____

Is injury covered by Worker’s Compensation?                                          Yes_____  No _____

I/We jointly hereby authorize all doctors, hospitals or other institutions to furnish full information (including copies of their records) regarding the treatment provided to the above patient.

_________________       _____________________________________    _______________________________________

       Date                                              Patient Signature                                                   Donor Signature

FOR HOSPITAL USE ONLY

Please complete the following and attach a copy of the itemized hospital bill to verify blood usage.

Hospital _________________________________________ Address______________________________________________

Please code components as follows:

1. Red Blood Cells                                          2. Washed Red Blood Cells                                          3. Platelets

4. Single Donor Plasma (FSDP)                     5. Cryoprecipitate                                                          6. Whole Blood

Code                 Unit #                           Date Used                                                                    Code                 Unit #                     Date Used

_____________________________________________                                                 ___________________________________________
_____________________________________                                        ___________________________________

__________________________​​​___________                                        ___________________________________

_____________________________________                                        ___________________________________

Total charges for processing fees. (Please do not include charges for typing, cross-matching or administration.)

                                                                                                                                       Amount___________________________
                                                                                                                       Paid by Insurance ___________________________
                                                                                                                               Balance Due ___________________________

_____________________________________________      __________________________________     _________________

         Signature of person verifying charges                                                  Title                                                   Date

