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I direct that NO BLOOD TRANSFUSIONS (whole blood, red cells, white cells, platelets, or blood 
plasma) are to be given to me under any circumstances even if physicians deem blood transfusion 
necessary to preserve my life or health.

I will accept NON-BLOOD volume expanders (such as saline, dextran, Ringer’s lactate solution, 
hetastarch, gelatin, or perfluorochemicals) and other non-blood management

The following are my wishes and directions regarding procedures, treatment, and blood fractions 
(please initial):

PRODUCT/TREATMENT/PROCEDURE

Albumin (minor blood fraction)

Erythropoietin (contains albumin)

Immune globulins/RhoGAM (minor blood fraction)

Hemophiliac/Factor preparations (clotting factors)

Tissue Adhesives (cryoprecipitates) Fibrinogen

Dialysis Equipment (non-blood primed)

Heart-Lung Equipment (non-blood primed)

Intraoperative hemodilution with closed circuit 
extracorporeal circulation without blood storage 
(non-blood primed)

Hypervolemic hemodilution (non blood storage)

Intraoperative autologous blood salvage 
(cell saver) with closed circuit extracorporeal 
circulation without blood storage (non-blood 
primed)

Organ Donation and transplantation

 ACCEPT  REFUSE

                                   

                                   

                                   

                                   

                                   

                                   

                                   

                                   

                                   

                                   

                                   

Plate:  Black
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This advance directive regarding blood transfusion is intended to supplement my prior advance 
directives for health care executed by me. This shall not revoke any prior advance directives for health 
care executed by me, except insofar as this advance directive conflicts with the provisions of said prior 
advance directives for health care.

Patient:

         
Print Name  Signature  Time  Date

Legal Guardian:

         
Print Name  Signature  Time  Date

I declare that the person who signed this document did so in my presence and that he/she appears 
to be of sound mind and free of duress and undue influence. I am 18 years old or older, and am not 
designated by this or any other document as the person’s health care representative.

Witness #1:

         
Print Name  Signature  Time  Date

Address:                                                                            
                                                                             
                                                                             

Witness #2:

         
Print Name  Signature  Time  Date

Address:                                                                            
                                                                             
                                                                             

Plate:  Black
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