
 

bhuqf KUn ikAuNik dUjy lokF qoN ilaf jFdf hY, ies krky rIaYksLn hox df QoVHf ijhf Kqrf sdf rihMdf hY[ 
rIaYksLn quhfzy srIr df iksy bfhrI vsq, ijvyN ik KUn jF KUn dI vsq df AuWqr huMdf hY[ KUn cVHfAux 
dOrfn, nrsF iksy sMBv rIaYksLn dy sbMD ivc quhfzI ingrfnI rwKdIaF hn[ pr kuJ rIaYksLn quhfzy 
hspqfl qoN jfx qoN bfad ho skdy hn[ 
 
swB qoN ijLafdf afm rIaYksLn buKfr hoxf hY[ quhfzf qfpmfn vD skdf hY aqy quhfzy ichry qy lflI af 
skdI hY; quhfnUM pflf lwg skdf hY jF kMbxI iCV skdI hY; quhfnUM KMG af skdI hY[ Gr jfx qoN bfad jy 
quhfnUM ieh insLfnIaF idKfeI dyx qF afpxy zfktr nUM Pon kro[ afm qOr qy, aYsItfimnoiPn (tYlfnOl) 
ienHF qoN afrfm dyvygI[ quhfzf zfktr iksy hor ielfj dI slfh vI dy skdf hY[ 
 
iek hor sMBv rIaYksLn, KUn cVHfAux dOrfn srIr ivc gey vfDU qrl kfrn ho skdf hY[ ieh rIaYksLn 
ijLafdf AunHF mrIjLF nUM huMdf hY ijnHF nUM idl jF gurdy dI koeI bImfrI hY[ ies dIaF insLfnIaF ivc csky 
pYx vflI isrdrd, KMG, CfqI dI jkV, jF sfh lYx dIaF smwisafvF sLfml hn[ jy aijhf huMdf hY, qF 
quhfnUM afm qOr qy iswDy bYTx nfl afrfm mihsUs hovygf[ jy quhfzy ivc ienHF ivcoN koeI insLfnIaF hox qF 
mdd leI afpxy zfktr jF 911 nUM Pon kro[ 
 
quhfzI nfVI ivc ijwQy sUeI lfeI geI sI, AuWQy vI ienPYksLn dIaF insLfnIaF qy njLr rwKo[ drd, lflI, 
soj, aqy jF qrl vgx jF pIk pYx df iKafl rwKo[ jy quhfnUM koeI insLfnI idKfeI dyvy qF POrn afpxy 
zfktr kol jfAu[ 
 
 
 
 
 
 

 
Blood Transfusion Services 

Vancouver General Hospital 
855 West 12th Avenue 
Vancouver BC V5Z 1M9 

Tel: 604-875-4632 

ikAuNik hr KUn-bdlI vwK vwK huMdI hY, ies krky quhfnUM  
iksy df rIaYksLn ho skdf hY, iksy df nhIN[ 

 Auprly iksy vI rIaYksLn bfry afpxy zfktr nUM dwso[ 
 

quhfnUM KUn aqy / jF KUn dIaF
vsqF cVHfey jfx qoN bfad

After your Transfusion of Blood and/or Blood Products

CuwtI imlx qoN bfad leI jfxkfrI
Discharge Information

[Punjabi]
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hspqfl qoN bfhrly mrIjLF ivc KUn cVHfAux kfrn hoey rIaYksLn dI irport krn leI Pfrm 
Outpatient Transfusion Reaction Report Form 

 
ieh bhuq jLrUrI hY ik afpxy KUn cVHvfAux qoN bfad 24 GMitaF dy ivc ivc jy qusIN koeI rIaYksLn mihsUs krdy 
ho qF ies bfry blwz tRFsiPAUjLn srivs (bI tI aYWs) nUM pqf hovy[ jy quhfnUM agFh vI KUn cVHfAux dI loV hY qF 
afpxIaF insLfnIaF bfry bI tI aYWs nUM dwsx nfl ieh PYslf krn ivc shfieqf ho skdI hY ik ikhVI vsq 
quhfzy leI swB qoN ibhqr hY[ jy quhfzy ivc awgy idwqIaF ivcoN koeI vI insLfnI mOjUd hovy qF ikrpf krky ieh Pfrm 
Bro aqy afpxy hspqfl nUM vfps kro[ 
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. 
 

nF: __________________________________   jnm qrIk: ___________________ 
Name                  Date of Birth 
 
KUn cVHvfAux dI qrIk: _____________________   vsq: _______________________ 
Date of Transfusion                Product 
 

! kFbf iCVxf (Chills) 
! buKfr (jy hF qF qfpmfn kI sI?)  ________   qrIk/smF _______ _______ vjy 
      Fever (if yes, what was your temperature?)   Date/time      Hrs. 
! DwPV (Rash) 
! CpfkI (Hives) 
! hor insLfnIaF _____________________________________________________ 
      Other symptoms 
 

kI qusIN ienHF insLfnIaF bfry afpxy zfktr nUM Pon kIqf?  hF ______   nhIN _____ 
Did you call your doctor about these symptoms?            Yes        No 
ieh Pfrm ies qrIky nfl vfps idwqf jf skdf hY: 
This form can be returned: 
# afp af ky (In person) 
# PYks rfhIN: 604-875-5284 (By Fax: 604-875-5284) 
# zfk rfhIN: (By Mail) 
                       Blood Transfusion Service 
                       Vancouver General Hospital 
                        855 West 12th Avenue 
                        Vancouver, B.C. V5Z 1M9 

jF: 
# Pon rfhIN: 604-875-4632 qy Pon kro aqy afpxf nF aqy tYlIPon nMbr Cwzo[ 

quhfzy zfktr nUM iek irport ByjI jfvygI[ jy hor pYrvI dI loV nf hoeI qF quhfzy nfl sMprk nhIN kIqf 
jfvygf[ 
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. 

 
     For more copies, email phem@vch.ca  
and quote Catalogue No. FC.160.Af89.PU 

© Vancouver Coastal Health, December 2003 
Translated February 2004 

 
The information in this document is intended solely for the person to whom it was given by the health care team. 

 
www.vch.ca 


