
BLEEDING DISORDERS PROGRAM (BDP)


FACTOR UTILIZATION REPORT
NAME: 
 ________________________________

DATE OF BIRTH:
__________________________

FAXED TO BDP 519-685-8543
Y / N




HOSPITAL & CITY:
 __________________________ 

	Date & Time

(dd/mm/yy)
	Reason for Infusion, e.g.

(R) knee, surgery, etc
	Material Used

(Specify Brand) 
	Total Factor

Used
	Lot 

Numbers
	Comments & Signature

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


