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AUTOLOGOUS BLOOD 
RECORD

260b

PT.

MR.#/RM.

DR.

McLAREN FLINT
FLINT, MICHIGAN

AUTOLOGOUS BLOOD RECORD
Perfusion Services

Checklist - Time Completed _________
	  Machine checked
	  Type of fluids checked
	  Fluid expiration dates checked
	  OSHA Guidelines followed 
	    (Gloves, Eye Protection)		
	  Integrity of packaging OK
	  Circuit assembled correctly
	  Vacuum adjusted
	  Transfer packs labeled
	  Documentation correct

Anticoagulation Checklist
	  Expiration dates checked
	  Bag labeled
	  Added to NS

 Elective   Emergent   Standby
Emergency Response Time: __________ 
OR Arrival Time: ____________

Procedure Documentation

Process
Time

Fill Vol. Fill Speed Wash Speed Wash Vol. ATS Vol. ATS Vol.
Given to

ATS Fluid Summary

Total Fill Volume = ___________________________________________ 	ml

(-) Total Irrigation = _ _________________________________________	ml
Thru ATS Circuit

(-) Total Anticoagulation = ______________________________________ 	ml

(=) Total ATS EBL =_ ________________________________________	ml

Total ATS Volume = __________________________________________	ml

Disposables Used

Manufacturer	    Model #	     Lot #

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________TOTAL

Pt. Name:____________________ 	 Date:___________

Pt. Number:__________________
	 CDIS
Hospital:____________________ 	 Number:________________________

Procedure:__________________ 	 Allergies:_______________________

Surgeon:____________________ 	 Anesthesia:_ ____________________

Technician:_ ____________________________________________________

Anticoagulant Solution:________ 	 Lot #:_ _______ 	 Expiration:_______

ATS Equipment Serial#:__________________________________________

Age:_______ 	 Sex:_ ______ 	 Ht in/cm:_________ 	 Wt lb/Kg:__________

Est Bld Vol:_________________ 	 Hgb/HCT:_______________________

Platelet Cnt:________________	 PT:____________ 	 PTT:_ ____________

IO Start:___________________	 End:___________ 	 Total:_____________

PO Start:_ _________________	 End:___________ 	 Total:_____________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

Comments:

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

_________________________________________

Signature: _____________________ ID #________


