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CSF-9-16 

Referral    (from database) 

TGLN #: _____________________________       Date and Time: _____/_____/______     @ ___________hours 
                                                                                                                                                                 day         month         year 

Hospital/floor: ___________________________________Ref’d From: _________________________ Phone: ________________ 
 

Coordinator(s): ________________________________________________________ DP: ___________  Exceptions: __________ 

Donor Name: ____________________________________________________________     Male      Female 
    Last Name, First Name 

MRN: __________________________   OHIP #: _____________________________________  /  Version Code: _____________ 

DOB: ______/______/______   Age: ____   DOD: ______/______/______   TOD: _______   Date of Admission: ______/______/______ 

Case Coordination 

Detailed COD: __________________________________________________________    Fax #: _______________________ 

Current Patient Location: __________________________  Time Transferred to Morgue: ___________ Family Notified: No  Yes 

Family Contact #1: ____________________________________________   Relationship: ______________  Phone: ________________ 

Family Contact #2: ____________________________________________   Relationship: ______________  Phone: ________________ 

Coroner’s Case:    No  Yes     Name of Coroner: __________________________________ Phone #: ____________________ 

Coroner Consent:  No  Yes     Restrictions: __________________________________________________________________ 

Autopsy Pending:  No  Yes     Pathologist: ______________________________________  Phone #: ____________________ 

Attending Physician: _____________________________________or N/A R&T       Phone #:__________________________ 

Family Physician: _______________________________________ or  N/A R&T      Phone #: _________________________ 

Admission History 

______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

____________ If VSA, time last seen/heard from: __________  Intubated No Yes  if Yes, Date: ____/____/____ @_____Hrs Duration: _______ 

Medical History 

Details: ___________________________________________________________________________________________________ 

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________ 

Diabetes: No  Yes  if Yes,  Type1   Type 2    #Years: _______   Meds: ________________________________________________ 

Cancer:    No  Yes  if Yes, type:_____________________________   Query sepsis:      No       Yes  if Yes, Date:________________ 

Donor Height:  Actual  Estimated    ___________________     Donor Weight (current):  Actual  Estimated    ____________________   
 

Blood Work        N/A R&T Temperature     N/A R&T 
Date Time WBC Date Time ºC 

      

      

      

      

Blood Cultures  No  Yes Date: Results: 

Multi-Tissue Potential 

Sputum Cultures  No  Yes Date: Results: 

Urine Cultures  No  Yes Date: Results: 

CXR  No  Yes Date: Results: 

Antibiotics  No  Yes From: Type(s): 

Steroids  No  Yes From: Type(s): 
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Current Medications: 
____________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________________________
__ 

___________________________________________________________________________________________________________________________
__ 

Current Chart location:  Physical Chart located at:  __________________________  Electronic Chart accessed by:  __________________________ 
 

 

Hemodilution Calculation 

Was patient transferred from another hospital?   No  Yes  if Yes, Departure Date: ____/____/______  Time: _________ 

Did patient arrive via ambulance?                        No  Yes  if Yes, Arrival Date: ____/____/______  Time: _________ 

Were fluids administered at admission?               No  Yes 

The health care provider was asked for and provided the total volumes of red blood cell containing products and colloids in the 48 hours 
prior to blood collection/death, and the total crystalloids infused in the 1 hour prior to blood collection/death: 

Name HCP: _______________________________________   Date: ________________________   Time: ____________________ 

Blood sample: pre-mortem     post-mortem      Date and time of collection: ____/____/______ @ _________hours or not applicable 

   A   Red Blood Cell containing products 
infused in the 48-hour period prior to the 
sample evaluation time. Examples include: 
whole blood, packed red blood cells, and 
reconstituted blood. 

   B   Colloids infused in the 48-hour period 
prior to sample evaluation time. Examples 
include: plasma, albumin, dextran, 
Pentaspan, platelets, cryoprecipitate and IV 
Total Parenteral Nutrition (TPN), Parenteral 
Hyperalimentation (PHA) 

   C   Crystalloids infused in the 1-hour period 
prior to the sample evaluation time. Examples 
include saline solutions, lactated ringers etc. 

*Mannitol & 3% Saline volume X 3 

Product Volume Product Volume Product Volume 

      

      

      

      

      

       

Please note:  If the donor weight is greater than 100 kg, use the PV and BV values for 100 kg. 

 Method 1: For donors between 45 and 100 kg, use the chart 

below to calculate the plasma volume (PV) and blood volume (BV). 

Donor Weight (kg) =      _________________kg 

Plasma Volume (PV) =  _________________ml 

Blood Volume (BV) =     _________________ml 

 Method 2: For donors less than 45 kg, use the equations below to 

calculate the PV and BV: 

Donor Weight (pounds ÷ 2.2) = __________kg 

Plasma Volume = Donor weight (kg) ______÷ 0.025 = _________ml 

Blood Volume = Donor weight (kg) ______÷ 0.015 = __________ml 

Calculation Table (round all weights down) 

kg PV BV 

 

kg PV BV 

 

kg PV BV 

 

kg PV BV 

 

45 1800 3000 59 2360 3933 73 2920 4867 87 3480 5800 

46 1840 3067 60 2400 4000 74 2960 4933 88 3520 5867 

47 1880 3133 61 2440 4067 75 3000 5000 89 3560 5933 

48 1920 3200 62 2480 4133 76 3040 5067 90 3600 6000 

49 1960 3267 63 2520 4200 77 3080 5133 91 3640 6067 

50 2000 3333 64 2560 4267 78 3120 5200 92 3680 6133 

51 2040 3400 65 2600 4333 79 3160 5267 93 3720 6200 

52 2080 3467 66 2640 4400 80 3200 5333 94 3760 6267 

53 2120 3533 67 2680 4467 81 3240 5400 95 3800 6333 

54 2160 3600 68 2720 4533 82 3280 5467 96 3840 6400 

55 2200 3667 69 2760 4600 83 3320 5533 97 3880 6467 

56 2240 3733 70 2800 4667 84 3360 5600 98 3920 6533 

57 2280 3800 71 2840 4733 85 3400 5667 99 3960 6600 

58 2320 3867 72 2880 4800 86 3440 5733 100 4000 6667 

Sample Acceptability Determination 

Total from B + C = _________________ml Is this greater than the plasma volume?  Yes  No 

Total from A + B + C = ______________ml Is this greater than the blood volume?  Yes  No 
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 The answer to both questions is ‘No’, therefore the sample is acceptable for testing 

 The answer one or both questions is ‘Yes’, the sample is unacceptable for testing ⇨ find alternate sample for transplant purposes 

Calculation performed by: _______________________________________________________  Date: _________/_________/__________ 

Alternate Sample Available:    Yes  No    Location/Department: _________________________________________ 

Type of Tubes and Amounts: _______________________________________________________________________ 
 
 

 

Date Time Clinical Notes Initials 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

 

Coordinator Signature(s): ____________________________________________________________________________________ 
 



Trillium Gift of Life Network 

483 Bay Street South tower, 4th Floor Toronto, Ontario M5G2C9Telephone (24/7):  1.877.363.8456     Facsimile:  1.866.557.6100 

 

June 8, 2017 TGLN#:_________________________  Page 4 of 4 

 

CSF-9-16 

Tissue Accepted                                                            

Eyes:                    Yes  No      Corneas:  Yes  No       Purpose:    Transplant    Medical Education    Research                                                                                                                                           

                                                 If not accepted, reason: __________________________________________________________________________________________ 

Heart Valves:  Yes    No     If not accepted, reason: __________________________________________________________________________________________ 

Skin:                     Yes    No    If not accepted, reason: __________________________________________________________________________________________                         

Bones:             Yes    No    If not accepted, reason: __________________________________________________________________________________________                               

 
 
 

Case Follow Up Report 

Recovery Complete Notification:      Eyes: ____/____/______     _________         Multi-tissue: ____/____/______     _________ 
                                                                             Date                        Time                                              Date                        Time 

Body Release:  ____/____/______    _________  by:  _____________________________  with: _________________________________ 
                                   Date                       Time                          Coordinator Name                                Name Hospital Staff / Department 

If Coroner Case:  Coroner’s office notified of recovery completion: ____/____/______   _________   ___________________________ 
                                                                                                                   Date                      Time                       Coordinator Name 

Confirmed:   Autopsy    No Autopsy 

Important issues, learning opportunities and follow-up:                                                                                                or   N/A 

 

 

 

 

 

 

 

 

 

 

Missed Tissue Opportunity 

Eyes                 No   Yes 

Heart Valves    No   Yes                                               

Skin                  No    Yes               

Bones               No    Yes                                                     

 

                           If Yes: Family notified  yes via phone   or     no after several documented attempts 

                                                                       yes via letter     

 

            Incident report completed: _____/_____/______    Name: ________________________________________ 
                                                                  dd       mm      yyyy 
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