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Reference:  C.02.002 Therapeutic Donation

Patient’s Full Name: ______________________________________________ Gender: _____ DOB: ___________
			Last			First		     Middle

Patient’s Mailing Address:______________________________ City/ State/ Zip: _________________________

Primary Phone # (______)______________________	Secondary Phone #(______)_____________________		   		
Diagnosis: *No ICD codes accepted*	
[bookmark: Check1]|_|  Polycythemia due to testosterone therapy (TRT) but does not qualify for crossover	 NO FEE
|_|  Hereditary Hemochromatosis but does not qualify for crossover	 NO FEE
[bookmark: Check2]|_|  Polycythemia Vera (Diagnosis Date:_______________)	
[bookmark: Check4]|_|  Polycythemia secondary to medical treatment other than TRT
|_|  Other: ____________________________________________________________________________________
Disclaimer:
We Are Blood (WrB) does NOT perform ferritin levels and cannot perform phlebotomy for a specific ferritin value. Please be aware your patient will be assessed a fee for therapeutic phlebotomy, except as specified above.

Patients will be drawn at a minimum Hgb of 13.0g/dL for biologically born males and non-specified gender, and 12.5g/dL for biologically born females.
[bookmark: Check12]|_|  If target Hgb is less than specified above, document the target Hgb:                   ________________________________
Draw one (1) unit of whole blood (approximately 500mls)
[bookmark: Check5][bookmark: Check6][bookmark: Check7][bookmark: Check8]|_| One (1) time only		|_| Weekly			|_| Monthly		|_| Every two (2) months
[bookmark: Check9][bookmark: Check10][bookmark: Check11]|_| Every three (3) months	|_| Every six (6) months	|_| Other: ________________________________	

				CALL (512) 206-1265 FOR APPOINTMENTS
I certify that this patient’s physical condition is such that the phlebotomies should not affect them adversely.  I further certify that the above-named patient was examined by me, diagnosed, and the phlebotomy requested.

I understand that WrB will perform a hemoglobin, temperature, pulse, and blood pressure prior to the phlebotomy and that no other tests are performed on the patient or the patient’s blood. 

I understand that this order will automatically expire 1 year from date of physician signature or upon receipt of new orders.

PHYSICIAN’S NAME: ________________________________________________________________________


PHYSICIAN’S SIGNATURE ______________________________________________ DATE: _______________

Phone# (______)____________________________		Fax# (______)____________________________

Fax or email completed order form to 512-206-1365 or WrBClinicalServices@weareblood.org
For WrB Clinical Services Use ONLY 

DID:_______________      	Previous THER? |_| Yes    |_| No     Deferral posted by/date:__________

Existing Deferral for any reason other than TT?        |_| Yes    |_| No   Medical Clearance required?|_| Yes  |_| No 
Completed by/date:_____________________                             CS Management Review: _________________
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