





SUPER SPECIALITY PAEDIATRIC HOSPITAL AND POST GRADUATE TEACHING INSTITUTE

Sector-30, Noida, G.B, Nagar-201303 (U.P.)
(An Autonomous Institute under Government of Uttar F’radesh)
Department of Transfusion Medicine and Blood Bank
LICENCE NO. U.P./B & BP/2018/03

Request Form for Whole Blood (WB) & Packed Red Blood Cells (PRBC)

Property Jabelled 2 ml EDTA blood should be sent along with this form ( 0.5 ml EDTA for new born)
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[0 This form will not be accepled Iif It is nol signed or if any section is left blank. -
- For Neonatal (< months) and Exchange Transfusion please send 3 ml EDTA mother's sample also.
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