CICBC Transfusion Transmitted Disease Report

To report transfusion transmitted disease, notify CICBC at 217-753-1534, complete both pages of thisform and fax to
CICBC at 217-753-0689.

Date: Reporting Facility:

Address:

Phone:

Name of Person Reporting:

Disease Transmitted:
[ | HepatitisB [ | TRALI [ ]HepatitisC [ |Bacteriad [ |Hemolytic [ JHIV  [] Protozoan
[] Other (Describe)

Transfusion Service Medical Director:

Phone: Pager:
Patient Name:
Birth date: Sex: Patient |ID#:

Treating Physician:

Phone: Pager:

Admitting Diagnosis at Time of Transfusion:

Date Post-Transfusion Disease Suspected:

Date of First Symptom:

Laboratory Tests Performed Pertinent to Diagnosis:

Was the recipient tested prior to transfusion? [ No [] Unknown [ ] Yes, list date:

Post Transfusion Test Date:

List resultsin the table below. Record EIA as NR or RR; Record confirmatory as NR, R, or Ind

Anti-HIV Anti-HTLV HBSsAg Anti-HBc Anti-HCV OTHER
HIV RNA Anti- HCV RNA
EIA | WB EIA|WB | EIA | Neut. | HBS | Total | IgM EIA | Conf.
Pre-
Transfusion
Post-
Transfusion

ElIA = Enzyme-linked Immunoassay, WB = Western Blot, Neut = neutralization, Conf = Confirmatory
NR = Non Reactive, RR = Repeat Reactive, Ind = Indeterminate, R= Reactive
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CICBC Transfusion Transmitted Disease Report

Recipient Lab Results:

ABO/Rh DAT Crossmatch Antibody screen Blood Cultures

Pre-transfusion

Post-transfusion

Recipient: [ ]isAsymptomatic [ ] has

Report clinical data supporting adiagnosis of post transfusion infectious disease and possibl e recipient risk factors
other than blood transfusion:

Blood Products Transfused and Date of Transfusion:

Have bags and/or segments been

UNIT# PRODUCT DATE TIME retained for further investigation?

[1YES [1NO

[1YES [1NO

[1YES [1NO

[1YES [1NO

[1YES [1NO

[1YES [1NO

Describe transfusion facility investigation, treatment, and recipient response to date:

List any previous history of transfusion and any reactions:

Signature of Reporting Person: Date:

Title of Reporting Person:

PLEASE CALL CICBC AT 217-753-1534 THEN FAX THISTO CICBC AT 217-753-0689
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