
EQUIPMENT FAILURE/MALFUNCTION REPORT 

Medic Regional Blood Center 

1601 Ailor Avenue                                                                                                                                            Medic TSI3.B 

Knoxville, TN  37921                                                                                                                               Revised 08/27/2007 

PLEASE NOTIFY MEDIC BY PHONE IMMEDIATELY AND FAX  

THIS COMPLETED REPORT FAX # (865) 521-2647 

 

Equipment Failure/Malfunction   

                Reported:            Date ___________       Time__________    By  _____________________ 

 

Hospital Transfusion Service _________________________________________________________ 

 

Equipment:   Blood Bank _____________     Recorder  ____________   Alarm  _________________ 

 

Type of Failure/Malfunction:  _________________________________________________________ 

 

_________________________________________________________________________________ 

 

Action Taken:  _____________________________________________________________________ 

 

_________________________________________________________________________________ 

 

UNIT NUMBERS OF RED BLOOD CELLS PLACED IN TEMPORARY STORAGE: 

 

___________________________       ________________________      ________________________ 

 

___________________________       ________________________      ________________________ 

 

___________________________       ________________________      ________________________ 

 

___________________________       ________________________      ________________________ 

 

___________________________       ________________________      ________________________ 

 

___________________________       ________________________      ________________________ 

 

___________________________       ________________________      ________________________ 

 

Placed in Temporary Storage By: ______________    Date:  ____________   Time:  _____________ 

 

Initiate Medic form # TSI3.D. 

 

Expected Time of Repair: ____________________________________________________________ 

 

 

 

Medic Supervisor Review By:  ___________________    Medic QA Review By:  _______________ 

                                      Date:  ___________________                               Date:  _________________ 
 


