
Attach Recorder Chart Here 

MEDIC Regional Blood Center  
1601 Ailor Avenue                                                                                                                                                   MEDIC TSI3.A 
Knoxville, TN  37921                                                                                                                                        Revised 09/17/2018 

DAILY TEMPERATURE DOCUMENTATION FOR 
RED BLOOD CELL STORAGE 

Hospital ID:                                                                                                            Blood Storage Unit: 
________________________________________________ 

________________________________________________                        ______________________ 

________________________________________________ 

 
Recorder Chart Changed:  Day:  ____________  Date:  _________  Time:  ________  By: __________ 
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NOTE:  Acceptable storage temperature for Red Blood Cells is 1 to 6° C. 
   Recorder chart and upper and lower thermometer reading allowances should be determined by 
    each facility but should be within a maximum of 2°C from each other. 
 
KEY:  A = Acceptable U = Unacceptable 
 
Comments:  __________________________________________________________________________ 
 
_____________________________________________________________________________________________________ 
 
______________________________________________________________________________________________________ 
 
______________________________________________________________________________________________________ 
 
______________________________________________________________________________________________________ 
 
______________________________________________________________________________________________________ 
 
Transfusion Service Supervisory Review By:___________________________Date:_________________ 


