
 

CS-404-F-01 

Physician’s Order and Consent for Directed Blood Donations 

 

Ver 2 Page 1 of 1 

 

I have carefully read and understand the information provided by Solvita regarding directed donations.  I understand that 

the three major national blood banking organizations in the United States discourage directed donations and that it is 

their opinion that blood from directed donors is no safer than blood from the normal volunteer donor blood supply. 

 

I hereby request that directed donations be used for the patient indicated below. 

 

I certify that this patient or the patient's guardian or other legal representative has read and appears to understand the 

Directed Donation Information provided by Solvita.   I also certify that my patient and I understand and agree that, if this 

patient requires transfusion of blood products exceeding the number of directed donor units deemed suitable for 

transfusion by Solvita, such additional products will be prepared from random volunteer donor blood and not from the 

donors recruited by this patient. 

 

In the event that any of the donors chosen by my patient has positive laboratory test results, Solvita will notify the donor 

in accordance with the Blood Centers policy. 

 

__________________________________              ____________________         ____________________________ 

Patient's Name                                Birth Date   Patient ABO/Rh Type (if known) 

 

The patient's ABO/Rh Type is needed to properly secure Directed Donors. 

 

Number of Units Needed____________________________         Transfusion Date____________________________ 

 

Hospital__________________________________________ City/State/Zip______________________________ 

 

 

                                                        CHECK ALL THAT APPLY 

   

   PACKED RED CELLS     LEUKOPOOR 

    ABO SPECIFIC      CMV NEG 

    ________________      

 

 

 

PRINT PHYSICIAN NAME__________________________________________________________________________ 

 

 

PHYSICIAN SIGNATURE __________________________________________________________________________ 

 

ADDRESS______________________________________________________________________________________ 

 

CITY/STATE/ZIP_________________________________________________________________________________ 

 

TELEPHONE #_________________________________________Fax #_____________________________________ 

 

 


