MONTHLY EVALUATION PROFORMA OF BLOOD BANKS IN PHSC   HOSPITALS


Name of the District:

Name of the Blood Bank:

License no: 

Validity of the License:			 from 					 to 

Name of the BTO: 

Contact number of BTO: 

Mail ID of the BTO:

Reporting period:

EVALUATION CRITERIA 


1 (a) Proposed monthly blood collection (as per target):


1 (b) Actual monthly blood collection:


2(a) Proposed monthly Voluntary Blood Collection through Camps (as per target):


2(b) Actual monthly Voluntary Blood Collection through Camps:


3(a) Total monthly VBD Camps (as per target):


3(b) Actual monthly VBD Camps:

4   Number of units, component separated:

5 Internal Quality Assurance System  
· Assessed : Yes/No
· Satisfactory /unsatisfactory 

6.   Remarks: 
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