TRANSFUSION OF BLOOD AND BLOOD COMPONENTS

AGREEMENT FOR BLOOD OR BLOOD COMPONENT TRANSFUSION

I UNDERSTAND that NO warranty or guarantee has been made to me as a result or cure.  Just as there may be risks and hazards in continuing my present condition without treatment, there are also risks and hazards related to the transfusion of blood and blood components.  I REALIZE that common to the transfusion of blood and blood components is the potential for infection, blood clots in veins and lungs, hemorrhage, allergic reactions, and even death.  I ALSO REALIZE that the following risks and hazards may occur in connection with transfusion of blood and blood components:

I. Fever

II. Transfusion reaction which may include kidney failure or anemia

III. Heart failure

IV. Hepatitis

V. A.I.D.S. (acquired immune deficiency syndrome)

VI. Other infections

_____________________________________       _________________________________________                                                                                                                                                                              

 Printed Name of Patient                                                    Signature of Patient





( Patient is a minor             ( Patient is unable to sign because: ____________________________

________________________________________           ______________________________________

Signature of Person Authorized to Consent for Patient
              Relationship to Patient

_________________________________________     Date ____________________ Time __________

Witness 

REFUSAL FOR BLOOD OR BLOOD COMPONENT TRANSFUSION
I request that no blood or blood components be administered despite the opinion of the attending physician or his assistants to preserve life or promote recovery.  I hereby release Sidney Health Center, its personnel, and the attending physician from any responsibility whatever for unfavorable reactions or any untoward results due to my refusal to permit the use of blood or its components and I fully understand the possible consequences including death or serious bodily injury of such refusal on my part.

Reason for refusal: 
( Religious beliefs
( Other __________________________________

________________________________________       ________________________________________


 Printed Name of Patient                                                           Signature of Patient



( Patient is a minor       ( Patient is unable to sign because:  _____________________________ 


________________________________________        ________________________________________
 

Signature of Person Authorized to Consent for Patient
  
Relationship to Patient

Date ____________________________________
Time ________________

________________________________________
___________________________________

Witness






Witness
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Sidney, Montana
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