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Primary Consent for Participation

I am voluntarily providing a small sample of blood to the AHEPA Bone Marrow Donor Registry for HLA tissue typing as a potential stem cell donor.  I authorize the HLA laboratory to release my typing results to the Registry. Drawing blood from the arm is quick and simple, but can cause a small bruise or lightheaded feeling.  I understand that my tissue typing results will be listed with the registry and entered into Bone Marrow Donors Worldwide for the benefit of patients around the world seeking a suitable matched donor for bone marrow transplantation. A small sample of my blood may be stored for further HLA typing in the event that I am identified as a potential match.  I understand that the Registry may call me in the future to ask if I am willing to donate blood stem cells.

The identifying information provided below is confidential and will not be released without my written consent.

I have read and understand the above and permit my sample to be drawn and my HLA type to be listed with the Registry.

Signature _____________________________________________
Date ______________________


	Name: 
DOB: _______________
SS #: ___________________

Address: 
Driver’s License #: __________________
State: _____

City: 
State: __________________
Zip: _________________

Home Tel: (_____) _______________ Work Tel: (_____) _______________
Email: _____________________

Race: __________________________ Ethnic Origin: ___________________________________
Sex: ______

Please provide the name, address and telephone number of a close friend or relative (not living with you) as a contact should we be unable to reach you directly.

Name: _______________________________________________
Relationship: ____________________

Address: __________________________________________________________________________________

_________________________________________________________ 
Telephone: (_____) _______________



Please complete the medical questionnaire on the reverse side of this page

	For Office Use Only:

Chk #


Date Rcvd

Amt Rcvd

Review


	MEDICAL EVALUATION


Please reply to this screening as accurately as possible.  Your answers are confidential.  This questionnaire is designed to protect you as well as safeguard the patients who might receive your marrow in the future.  Please circle the appropriate response.

	1.
	Yes
	No
	Are you between the ages of 18 and 59?

	2.
	Yes
	No
	Are you in general good health?

	3.
	Yes
	No
	Have you ever tested positive for HIV (AIDS virus)?

	4.
	Yes
	No
	Have you ever been refused as a blood donor?

	5.
	Yes
	No
	Have you ever been treated for abnormal bleeding?

	6.
	Yes
	No
	Have you ever been diagnosed with cancer, hepatitis B or C, rheumatoid arthritis, multiple sclerosis, lupus, liver disease, diabetes, cardiac, coronary artery disease or other chronic illness?

	7.
	Yes
	No
	Have you ever taken non-prescribed IV drugs or been intimate with a person who has?

	8.
	Yes
	No
	Do you suffer from chronic asthma or bronchitis requiring daily medications?

	9.
	Yes
	No
	Have you ever been diagnosed with Crohn’s disease or ulcerative colitis?

	10.
	Yes
	No
	Have you ever had chest pain, shortness of breath, heart attack or heart disease?

	11.
	Yes
	No
	Have you taken any prescription medications in the past twelve months?

	12.
	Yes
	No
	Have you been hospitalized within the past twelve months?

	13.
	Yes
	No
	Have you ever taken human growth hormone?

	14.
	Yes
	No
	Have you ever had seizures, convulsions, or fainting spells?

	15.
	Yes
	No
	Have you received vaccinations or immunizations within the past twelve months?

	16.
	Yes
	No
	Have you received blood transfusions or tattoos within the past six months?

	17.
	Yes
	No
	Have you ever suffered from malaria or taken anti-malarial drugs?

	18.
	Yes
	No
	Do you have any medical condition not referred to in any previous question that requires regular follow-up by a health care professional?

	19.
	Yes
	No
	Have you ever previously undergone blood testing or oral swab testing for bone marrow donation?

	Please explain any "Yes" answers to questions 3 through 19
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