
                                                                                          

LIFE BLOOD CENTRE 
License No.:  G-228 

24 – Vijay Plot, Malaviya Road, Rajkot 360 002 

 

 

CONSENT FOR THERAPEUTIC PHLEBOTOMY 

       T.P. No._________ 

 

I, Mr./Mrs./Ms.____________________________________________ 
  First name              Middle name  Last name 

 

Son/Daughter/Wife of _______________________________hereby 

consent for withdrawal of my own blood for therapeutic phlebotomy. I 

am aware and authorize Life Blood Centre for withdrawal of my own 

blood. 

I understand the purpose and the procedure of therapeutic 

phlebotomy, and the possibility and nature of its complications. 

 

Witnessed by _______________ 

Name  ____________________ (Signature of Patient) 

Address _______________________________________________ 

_______________________________________________
   

 

For Blood Centre Use Only 

     Date: _________ 

Pulse: ______/Min. 

Blood Pressure: ____/____mmHg 

Blood Bag Type: _____________ Segment No.: _________ 

Phlebotomy Time: Started-________ Completed-________ 

 

____________        _______________ 

(Phlebotomist)          (Medical Officer) 
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LIFE BLOOD CENTRE 
License No.:  G-228 

24 – Vijay Plot, Malaviya Road, Rajkot 360 002 

 

 

CONSENT OF TREATING DOCTOR FOR THERAPEUTIC PHLEBOTOMY 

I, Dr. _________________________________________________ 

have considered THERAPEUTIC PHLEBOTOMY as an option for the 

treatment of my patient. I have explained the procedure and related 

possible complications to the patient. I certify that the patient is fit for 

therapeutic phlebotomy. 

Pt. Name: _______________________________________________ 

Age/Sex:________________________________________________ 

Diagnosis:_______________________________________________ 

Reason for Therapeutic Phlebotomy: __________________________ 

Blood Volume to be collected: ________ml 

Name of Doctor___________________________________________ 

Date: _____________________ 

Time: ______________________ 

 

Signature with Stamp___________________________ 
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