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Refusal for Blood Transfusion/ Special Instructions for Blood Transfusion 
Form must be used with Transfusion Consent form #T-ORC001 (not a standalone form) 

 

There are several different kinds of blood products that your doctor/provider may want to give to you.  

Blood products may come from healthy, volunteer blood donors in the community, from your friends 

and family that have donated blood for you, or from yourself and stored for your own use.  The 

purpose of this form is to document your wishes in regard to your refusal of some or all blood 

products to be transfused to you during this hospitalization or clinic visit. 

Select one 

_____ I _________________________request that NO blood or blood products be administered to  

INITIAL                           (Print Name)                         me during this hospitalization or clinic visit.   

 

_____ I _________________________have special instructions in regards to blood transfusions  

INITIAL                           (Print Name)         that I will and will not authorize during this hospitalization or  
              clinic visit. 
 Instructions: INITIAL appropriate boxes.  No Check Marks. 

Blood from healthy, volunteer donors I will authorize I will not 

authorize 

Red Blood Cells (RBCs)   

Plasma   

Platelets   

Cryoprecipitate   

Blood from my friends and family, donated especially for me I will authorize I will not authorize 

Red Blood Cells (RBCs)   

Plasma   

Platelets   

Blood from myself that I donated for my own use: I will authorize I will not authorize 

Red Blood Cells (RBCs)   

Plasma   

My own blood collected during my surgery and transfused back to me. 

Auto-transfusion- during surgery, my blood is collected into blood 

recovery equipment.  It is not stored, and it is transfused back to me I will authorize I will not authorize 

In a continuous circuit.   

NOT in a continuous circuit.   

Hemodilution- before surgery, some of my blood is taken and replaced 

with IV fluid; after surgery it is transfused back to me.   

Blood is not stored, and the equipment is: I will authorize I will not authorize 

Arranged in a constantly-linked circuit.   

NOT arranged in a constantly-linked circuit.   
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Other proteins purified from blood collected from donors I will authorize I will not authorize 

Clotting proteins (VIII, XI, vWF)   

Antibodies (RhIg, IVIg)   

Albumin   

Tissue glue (Tisseel, Evicel)   

Other proteins created synthetically (not collected from humans) I will authorize I will not authorize 

Certain clotting proteins (VIII, XI, VII)   

 

Other: I will authorize I will not authorize 

   

SIGNATURES FOR CONSENT (print legible) 
My provider has explained to me the risks associated with the refusal of certain blood products.  I 
understand that these risks may include abnormal bleeding/clotting, prolonged ventilation (breathing 
machine), admission to the intensive care unit, complications of anemia including vital organ damage 
(such as kidney failure, heart attack and stroke), and even death.   
 

I understand that my doctor/provider will only give me the blood products that I authorize as specified 

above.  I release the hospital, the attending physician and the care providers from any responsibility 

for any adverse events that may occur as a result of my refusal to permit the transfusion of some or 

all blood products to me. 

 

Patient/Parent/Conservator/Guardian (if signed by other than patient, indicate relationship): 
 
         

Patient/Parent/Conservator/Guardian 

Name (print) 

 Signature  Relationship  Date  Time 

 

Provider 
 
       

Provider Name (print)  Signature  Provider SID #    Date  Time 

 
Witness 
 
         

Witness Name (print)  Signature  Title (MD, RN, etc.)  Date  Time 

INTERPRETER SERVICES (DHS Policy 314.2) 
If an interpreter is used, the Interpreter Attestation during Informed Consent (Form HS-1001) MUST be 
used.  Interpreter used:  No 
           Yes, complete and attach HS 1001 
           Provider consented the non-English speaking patient in _______________ 
                                                                                                                                       Patient’s Language  

Any blank space on the remainder of this page is intentional  

Shauntale' Lewis
Highlight
Recommendation by Dr. Cynthia Stotts, "Recommend deleting Witness to be consistent with removal from consents."






