
Diane Mortenson, RN, BS        
Special Services Coordinator
Direct:  815-961-2340
E-mail: dmortenson@rrvbc.org

PHYSICIAN REQUEST FOR AUTOLOGOUS DONATION
Fill out form & fax to: 815-965-8756

PATIENT INFORMATION
PLEASE FILL OUT COMPLETELY. THIS INFORMATION IS NEEDED TO ENSURE PROPER LABELING & DELIVERY OF BLOOD

PATIENT LAST NAME__________________________________FIRST NAME___________________________MI______

DATE OF BIRTH__________________SEX_________IDENTIFICATION NUMBER_______________________________

ADDRESS_____________________________________________________________________________________________

HOME PHONE_________________________________WORK PHONE____________________WT__________HT_______

PHYSICIAN ORDER
TO BE COMPLETED AND SIGNED BY ORDERING PHYSICIAN

PROCEDURE:_________________________________________________________________________________________

                        _________________________________________________________________________________________

SURGERY DATE_______________________________HOSPITAL______________________________________________

BLOOD PRODUCT REQUESTED:                                                                   
          RED BLOOD CELLS #___________                            FRESH FROZEN PLASMA #______________
                                                                  
        CRYOPRECIPITATE #_____________                          OTHER________________________________ 
                                     

SIGNIFICANT MEDICAL HISTORY

CARDIAC:         YES_____NO_____COMMENTS_____________________________________________________________

PULMONARY:    YES_____NO_____COMMENTS_____________________________________________________________

SEIZURE:             YES_____NO_____COMMENTS_____________________________________________________________

                                                       
_______________________________________________     ______________________________________________________
ORDERING PHYSICIAN NAME (PLEASE PRINT)             OFFICE ADDRESS

_______________________________________________     ______________________________________________________
ORDERING PHYSICIAN SIGNATURE 

____________________________________     ________________________________   ________________________________
DATE                                                                     OFFICE PHONE                                     OFFICE FAX
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