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WHITE BLOOD CELL DONOR SCREENING FORM
Name:       

Date of Birth:      

Telephone Number:       

E-mail Address:      

Mailing Address:      
     

	1. Gender
	 FORMCHECKBOX 
  Male
	 FORMCHECKBOX 
  Female


	2. Race:
	 FORMCHECKBOX 
White
	 FORMCHECKBOX 
Black
	 FORMCHECKBOX 
Asian
	 FORMCHECKBOX 
Other:      


	3 Blood Type: 


	 FORMCHECKBOX 
A+
	 FORMCHECKBOX 
A-
	 FORMCHECKBOX 
B+
	 FORMCHECKBOX 
B-
	 FORMCHECKBOX 
AB+
	 FORMCHECKBOX 
AB-

	
	 FORMCHECKBOX 
O+
	 FORMCHECKBOX 
O-
	 FORMCHECKBOX 
Don’t know
	
	


	4. Have you donated blood or blood products in the last 12 months?
	 FORMCHECKBOX 
Yes
	  FORMCHECKBOX 
No

	
	
	

	5. Have you ever been deferred from giving blood or blood products?
	 FORMCHECKBOX 
Yes
	  FORMCHECKBOX 
No

	
	
	

	6. Have you ever been diagnosed with cancer?
	 FORMCHECKBOX 
Yes
	  FORMCHECKBOX 
No

	
	
	

	7. Has ANY member of your family ever been diagnosed with cancer?
	 FORMCHECKBOX 
Yes
	  FORMCHECKBOX 
No

	
	
	

	8. If you answered YES to Question 7, who are they? (check all that apply)

	

	 FORMCHECKBOX 
Mother
	 FORMCHECKBOX 
Mother's Mother
	 FORMCHECKBOX 
Mother's Father
	 FORMCHECKBOX 
Mother's Sibling(s)

	 FORMCHECKBOX 
Father

	 FORMCHECKBOX 
Father's Mother
	 FORMCHECKBOX 
Father's Father
	 FORMCHECKBOX 
Father's Sibling(s)

	 FORMCHECKBOX 
Sibling(s)

	 FORMCHECKBOX 
Cousin(s)

	 FORMCHECKBOX 
Niece/Nephew
	 FORMCHECKBOX 
Other      

	Please specify the cancer type(s), if known:     


	9. Have you ever been a recipient of a blood transfusion?
	 FORMCHECKBOX 
Yes
	  FORMCHECKBOX 
No

	
	
	

	10. Do you have any of the following infectious diseases (please specify)?
	 FORMCHECKBOX 
Yes
	  FORMCHECKBOX 
No

	
	
	

	 FORMCHECKBOX 
HIV
	 FORMCHECKBOX 
HEP A
	 FORMCHECKBOX 
HEP B
	 FORMCHECKBOX 
HEP C          
	 FORMCHECKBOX 
TB
	 FORMCHECKBOX 
Sexually Transmitted Disease

	
	
	

	11. Are you currently taking a lithium drug?
	 FORMCHECKBOX 
Yes
	  FORMCHECKBOX 
No

	
	
	

	12. Do you have a history of autoimmune disease?
	 FORMCHECKBOX 
Yes
	  FORMCHECKBOX 
No

	
	
	

	13. Do you have a history of coronary artery disease?
	 FORMCHECKBOX 
Yes
	  FORMCHECKBOX 
No

	
	
	

	14. Do you have a history of clotting in your arteries or veins?
	 FORMCHECKBOX 
Yes
	  FORMCHECKBOX 
No

	
	
	

	15. Do you have history of inflammation in your eyes?
	 FORMCHECKBOX 
Yes
	  FORMCHECKBOX 
No

	
	
	

	16. Do you have history of sickle cell disease or one of its variants?
	 FORMCHECKBOX 
Yes
	  FORMCHECKBOX 
No

	
	
	

	17. Do you have uncontrolled hypertension?
	 FORMCHECKBOX 
Yes
	  FORMCHECKBOX 
No

	
	
	

	18. Do you have diabetes mellitus (type I or type II)?
	 FORMCHECKBOX 
Yes
	  FORMCHECKBOX 
No

	
	
	

	19. Do you have active peptic ulcer disease?
	 FORMCHECKBOX 
Yes
	  FORMCHECKBOX 
No

	
	
	

	20. Do you have a history of cataracts?
	 FORMCHECKBOX 
Yes
	  FORMCHECKBOX 
No

	
	
	

	For Females:
	
	

	
	
	

	21. Are you currently pregnant?
	 FORMCHECKBOX 
Yes
	  FORMCHECKBOX 
No

	
	
	

	22. Are you currently breastfeeding?
	 FORMCHECKBOX 
Yes
	  FORMCHECKBOX 
No

	
	
	

	23. Have you ever had a multiple birth pregnancy (twins, triplets etc.)?
	 FORMCHECKBOX 
Yes
	  FORMCHECKBOX 
No


Form completed by: 

     
     
Print Name









Date
     
Signature (if completed electronically, printed name is sufficient)


 
E-mail completed forms to wendy.bezotte@kronoslaboratory.com or Fax to (602) 667-5623 to the attention of Wendy. 
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