The Commonwealth Transfusion Foundation
Specialist in Blood Banking Program at Blood Assurance

	FACILITY INFORMATION FORM 


	Applicant Name:
	     


The above-named individual is an applicant to the SBBT/TM Program, a distance education program. Please complete this information regarding the applicant’s current work location.
	Facility Name:
	     

	Facility Address:
	     

	Name & Title of Contact Person:
	     

	Approx. # of licensed beds
	     

	Contact Person Email Address
	     


Please indicate which of the following are performed at your facility: 

	Transfusion preparation for surgical patients
	Yes   FORMCHECKBOX 
   No  FORMCHECKBOX 


	Transfusion preparation for Obstetrical patients
	Yes   FORMCHECKBOX 
   No  FORMCHECKBOX 


	Transfusion preparation for neonates
	Yes   FORMCHECKBOX 
   No  FORMCHECKBOX 


	Transfusion preparation for oncology patients
	Yes   FORMCHECKBOX 
   No  FORMCHECKBOX 



Note: Transfusion preparation means type and screens, crossmatch, providing components, etc.

Special procedures 





      
        Approx. number per month
	Antibody Identification
	     

 FORMTEXT 
     

	Direct Antiglobulin Testing
	     

	Cord Blood Testing
	     

	Testing for RhIg administration
	     

	Elutions
	     

	Adsorptions
	     

	Cell Separations
	     

	Cell treatments (Enzymes, Chloroquine, DTT, etc)
	     

	Component preparation for transfusion (thawing, pooling, etc)
	     

	Bone marrow or stem cell transplantation
	     

	Other organ transplantation
	     

	Donor collection
	     

	Apheresis procedures
	     

	Therapeutic Procedures
	     

	Donor component processing:
	Provide annual statistics

	
Viral marker testing
	     

	
Labeling of blood products
	     

	
Freezing RBCs
	     

	
Deglycerolizing RBCs
	     

	Other (describe):       


This facility is accredited/licensed by: (Mark all that apply) AABB  FORMCHECKBOX 
    CAP  FORMCHECKBOX 
   JCAHO  FORMCHECKBOX 
   FDA  FORMCHECKBOX 

Blood Bank Information System: ____     ___________________________________________________

	Will the student be able to complete clinical practicums in this facility?

(Performing, observing and discussing testing, procedures and processes to obtain experience in areas required for SBB certification)
	Yes   FORMCHECKBOX 
   No  FORMCHECKBOX 


	If Yes, please complete the MOU / SBB Clinical Practicum form.

	Would you and/or your staff be willing to listen and evaluate the student for oral presentations?
	Yes   FORMCHECKBOX 
   No  FORMCHECKBOX 


	Would you allow the student to prepare samples for testing by other staff members?
	Yes   FORMCHECKBOX 
   No  FORMCHECKBOX 


	Would you and/or your staff be willing to discuss policies and procedures with the student?
	Yes   FORMCHECKBOX 
   No  FORMCHECKBOX 


	Would you be able to allow the student the use of equipment and/or reagents?
	Yes   FORMCHECKBOX 
   No  FORMCHECKBOX 


	Would the facility require the student to pay for any services or reagents provided?
	Yes   FORMCHECKBOX 
   No  FORMCHECKBOX 


	If Yes, please list the items and the approximate cost of reagents of services to the student.
     

	Add any additional comments here:
     


Please return this form to the applicant or to:

Vonya Drinnon, MLS(ASCP)SBB CM 
Program Director
ctfsbb@bloodassurance.org
CTF  SBBT/TM @ BA
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