TRG-5FB Release of Transfusion Service Specimen
Department of Clinical Laboratories
The Ohio State University Wexner Medical Center

Date:_______________
	Patient Legal Name:

Patient DOB:______________
	Patient Medical Record Number:



	Inpatient:□ Outpatient: □
Sample Accession Number:

	Purpose of specimen release:



	Name of facility, institution requesting specimen:

Phone number of facility, institution requesting specimen:

Personnel accepting specimen:________________________

                                                            (print name)

Personnel accepting specimen:_________________________

                                                            (signature)

Transfusion Service personnel releasing specimen:_____________________

                                                            (print name)

Transfusion Service personnel releasing specimen:_____________________

                                                            (signature)

Reviewed by:

__________________________________________________________________
(signature and title of Manager or Medical Director Transfusion Service)
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