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After your Transfusion of Blood and/or Blood Products
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Discharge Information
[Punjabi]
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Blood Transfusion Services
Vancouver General Hospital
855 West 12th Avenue
Vancouver BC V5Z 1M9

Tel: 604-875-4632
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Outpatient Transfusion Reaction Report Form
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It is very important that the Blood Transfusion Service (BTS) is aware of any reaction you feel within 24 hours
following your transfusion. If you need further transfusions, letting the BTS know about your symptoms may help in

deciding on the best product for you. If you have any of the following symptoms, please fill out this form and return
it to the hospital.
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Thisform can be returned:
> MU M (In person)
> XA T 604-875-5284 (By Fax: 604-875-5284)
> II IO (By Mail)
Blood Transfusion Service
Vancouver General Hospital
855 West 12th Avenue
Vancouver, B.C. V5Z 1M9
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OR: By Phone: 604-875-4632 and leave your name and telephone number. A report will be sent to
your physician. You will NOT be contacted unless further follow-up is required.
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