Public Mothers’ Milk Bank EXCEPTIONAL USE

Héma-Québec’s Public Mothers’ Milk Bank provides hospitals with pasteurized milk for premature babies born at
32 weeks or earlier and weighing less than 1,750 g. The purpose of this form s to collect the information needed to review
your request to use this product for a reason other than the intended purposes.

REQUEST DATE

dd-mm-yyyy IMPORTAN.T:'PIease answer every question.
If the form is incomplete, the review of your request
will be delayed.

IDENTIFICATION - APPLICANT
Name (if other than the physician)

Name of
physician

Name of
institution

Direct telephone number
(cell phone or specific extension number)

NOTIFICATION OF THE DECISION REGARDING THE ELIGIBILITY OF YOUR REQUEST

D Email
D Fax

IDENTIFICATION - PATIENT

Name Gender

of baby D Female D Male
File Date of birth

number (dd-mm-yyyy)

Gestational age Weightin

(weeks-days) grams (g)

DIAGNOSIS OR CLINICAL REASONS FOR THE REQUEST
Please provide a detailed description of the clinical situation, including the mother’s condition.

Hypoglycemia Infection/sepsis
Specify: Specify:
Respiratory Hemodynamic
distress Specify: instability
Specify:

Other indications / Additional information

TREATMENT DETAILS

Treatment Expected
start date treatment duration
(dd-mm-yyyy) (hours)

Please email or fax the completed form:

sac.hopitaux@hema-quebec.gc.ca | Fax: 514 904-2522

FOR HEMA-QUEBEC USE ONLY
Based on our review, . . T
your request is D eligible D ineligible

5 Authorized jj-mm-aaaa
Héma i

by
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