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BHABHA ATOMIC RESEARCH CENTRE HOSPITAL

PATHOLOGY UNIT- BLOOD CENTRE
Licence No: 14-28C

BLOOD DONOR QUESTIONNAIRE & CONSENT FORM
TFASTdl UHTaen 3R Heqd By
Confidential / U=

Please answer the following questions correctly. This will help to protect you and the patient who receives your

blood. fFraferfad wsl &1 T} SR & 13T SMUS! 3R S 3TUS JA B U HIdT 3; 39 A3 Y g9+ A g et |

BLOOD UNIT NO.
<o g e DATE dRIg
Donor’s Full Name /
Gl TR Name ¥ Middle Name HEITH Surname JUH
AGE/ Date of birth/ SEX/fT | Male/Female | CHSS No./
39 ARG Uy / Ofgal | CHSS |
Occupation/sJadTg Organization/I&IT
Address for Communication (full)
e & fore Tar (qoi)
Telephone T Mobile HIaTSd
Email éﬁﬁ
. Yes / No .

Have you donated blood previously? T 3194 Ugdl Xada e How many times? fod-t
farar g2 IR?

Last blood donation date. TUSd adal- RIRIEC]

Did you have discomfort during/after previous donation? PRI Tadd gl & CTNI-I T TSR] UL Yes / No
oo g/ T8l
Your Blood Group (if known) 3TU[ Xad dHg (ﬂﬁ AMd Eﬂ)

Did you have something to eat in last 4 hours? &1 3T fUSd 4 Ui H $© AT U Yes/No
gl /el
Do you feel well today? TR 3T 37151 331 dRE HETH B &7 Yes/No
gl /=5t
Did you sleep well last night?WWWWﬁ&iﬂ:ﬁ? 3TS? Yes/No
gl /=5t
Have any of your family members had jaundice in the last 6 months? T 30 URAR & fdl g | Yes/ No
&l fUsd 6 TeH H diferar a4 g1/ Tel

Do you have any reason to believe that you may be infected by either Hepatitis, HIV/AIDS, Venereal
disease? &1 3! I & fob 31U gUCTS ey, TSl / USH, T TR 9T J Uehiid g1

a If you were found to be positive for HIV, Hepatitis B, C or Syphilis infections. &rrq@&néa?
gucrsicd of, I, Ritferd a1 TuRiT Yshaur & T IeRIe® i U g |

a If you are having multiple sex partners or have engaged in male to male sexual activity. i 3y

THY 3P Yo I8 T4 &, 1IN I JHAN S Tfafafy o 7l gu gl
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a If you have ever worked as sex worker or had sex with a sex worker. TR 3O HH JFIIDHL b

U H B 57 8,91 A Jax & 1Y Ty 3@T 8| Yes/No
a If you have ever injected any drug (esp. Narcotics) not prescribed by a qualified doctor. 31TR 3o
Hft fpdt T SigergRy A fAuifka et ot gar &1 (faRiver T=ita uerdfen) soiaem feran g1
a If you suspect that you or your partner may have HIV or any other sexually transmitted disease. gfq SIEn
39! Hee ¢ o 39 AT STUeT I ATt Tasrd! a1 fordit 31 A1+ ST T Aehod ot
THAT g |
a If you or your sexual partner belong to one of the above categories. gfe 39 a1 3T g et
Iued AT H | fd U & B
a If your answer to any of the above questions is yes and you do not want to reveal it in writing,
please convey the same to the blood bank Medical officer confidentially. Zﬂ?(ﬂéﬂﬂ foddt ot Uy
H1 I 8 7, 3R 3117 34 fafkad U & Udhe T8] -1 I18d & .l HUII G 9 b AlsHd
JABRY BT MU= =0 I Fard |
Do you have fever/common cold/other viral infection? &7 3! [SRCIRY Tl / 30 aRRA HhHU Yes/No
gomg? gl /Rl
Are you on any medication? (Including Ayurvedic /Homeopathic etc) T U D5 qdl 7 g g2 Yes / No
(TR / R 3N g/ el
Did you travel abroad in last 6 months? 3TI- fUSd 6 AEHI H fde=r = &t i Yes/No
g/ 7Tel
In the last 6 months have you had any of the following? T fUSd 6 Al | 3M0®! AU H J oI5 i
CT&IUT Y1?
Unexpected weight loss ST go "eAT Repeated diarrhoea dR-dR q¥d
i Yes / No
Persistent cough <?TdR PG R]] Continuous low grade fever ddd & H DK SREIN ot
Swollen glands goi & Night sweats Td &1 G-I
In the last 6 months have you done any of the following? fUsd 6 AeHI | oMU AU DS far g2 Yes / No
. —— 5 . T/l
Tattooing T Body Piercing/acupuncture treatment © G-l / URUd=R gl 8l /7el
Do you suffer from any of the following? T 31U a9 fed g difed %?
Yes / No
Epilepsyﬁl"ﬁ Heart Disease EGZR-IJI Tuberculosis &TRIT 8/ TTol
Sexually Transmitted Abnormal Bleeding tendency 3{ITHRT Cancer/Malignant Disease
Diseases I TR T IFAATd Dl Ugfd Db / UTADRIT (if yes,
Allergic Disease Typhoid (in last 1 year) Endocrine Disorder &i%“fﬁe
Q?ﬁﬁﬁ"'{ CERIES] (o 1 9 H) &IT‘[HI?ﬁ foPr medical
Hepatitis B/C Jaundice in last 1 year Malaria in last 6 months officer
gUcrgfeq ot/ i U@ 1 91 ¥ yifern Tl ((Usd 6 Tl 1) present)
G6PD Deficiency/ HH! Lung Disease WS &I STHRT Diabetes AYAT @fe &,
Leprosy $§ Dental Surgery &d ed - ffdba Asthma THT M‘ oo
Schizophrenia TAIfGPR Fainting Spells SRR Hypertension 3=l Xaddl4 ¥ iy =t
Kidney Disease !!aiilll Liver Disease [eraR [T Polycythemia PIGIRIRIEEI] H)
Migraine Iﬂ??j:[ Dengue ST Chickungunya ﬁlﬁﬂﬁtﬂ
Zika/West Nile Virus Leishmaniasis Tl 3SR Conjunctivitis 3G 3{TT
NG IEINCIRESS!
Osteomyelitis TSI | Autoimmune disease ¥d - GTaRISd IT | Hemoglobinopathies
PR GISURERG
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Are you taking or have taken any of these in the past 48 hours? I 3 fUsd 48 Hel ffé:[ e ?ﬁ'st

ot for g2 /
Alcohol TRTS Steroids WXRITS gTe/SHé\ITO
Aspirin TRURT Antibiotics TeTaraIicey

Have you been vaccinated for dog bite or rabies vaccine or any other vaccine in past 1 year? &l Yes/No
3! Frsd 1 |1e § Bt et a1 et Joi a1 foseft o Aot T 82 g1/ el
Do you work as air crew member, long distance vehicle driver, either above sea level or below sea Yes/ No

level or in emergency services or where strenuous work is required? T Y d1g <Tcih gl & Tew, |8/l
el g1 o dT8 ATeidh, IS ad A HUR I1 Y dd § A AT AUTahIei Ja13fi & 1 5781 bidH
HIH BT MIIHAT Bl § 39 a8 & 20 H BT Hd 872

Is there any history of major/minor surgery or blood transfusion in the past 6 months? T fUsd 6 Yes/ No

TR & Ui / Bt <oy fafdser a1 Xad s fasar g2 gl /8l

Have you been vaccinated by live attenuated/ non live attenuated vaccine or toxoid or serum in past 1 Yes/ No

month? &1 3! fUBe 1 AEH H @%d Tegues/Ald a2d Ue-gucs dRiH a1 elaiss AT uRe | gf /&l
T ST AT T 87

For women donors / H%?IT E{l?IT&ﬁ % ﬁﬂ:

e Are you pregnant or menstruating now? T 314 Tadh g3t Iy o 81 381 82

e Have you had an abortion in the last 6 months? T 3TU fUsde Ael & murd fosar 82 %(Te/s%o

e Do you have a child less than one year old? &Il WWﬁ@W@WW%?

CONSENT/ HgHfd

| understand that: o HHAT '51%5

» Blood donation is a totally voluntary act and no inducement or remuneration has been offered. &G T 3l R &
Wiesd B B 3R HIS YeiH a1 Uik &) U1 76l 3t 1o |

a Donation of blood is a medical procedure, and that by donating voluntarily, | accept the risks associated with this
procedure. Y& &1 & U fafdrea Ufehan 8, 3R W1 q aF o3, H 9 Ufehan T J3 Shiaul &) TR FRal g1

~ My donated blood will be tested for Hepatitis B, Hepatitis C, HIV, Malarial parasite and Venereal disease, by any

standard method including Nucleic Acid Testing (NAT). In addition, any other screening tests required may be carried

out to ensure blood safety. Jgfdad TRTS ¢RET (TEeh Tfgd ol off oe fafdgRT }Uergfey o, gtersfey W, wasmsdT,
AT TRofa 3R A INT P fore BT Xard TRi&on fopam Simevm | S9as Sifafad, G o1 QRam YHfEd o & e siawae® o
I Tigort o1 off foa S S 5|

~ The plasma prepared from the blood unit may be used clinically or sent for fractionation for preparation of plasma
derived medicinal products, all of which may be used for larger patient population and not just this blood bank. Iad ST
T TR wreH &1 fafd e ta SxAdTe fasan S b 8, a1 WirsH Uit shweia Iarg! & fafor & forg Oer o webdr &, St 9 fas
fth 7% Yo oF, qur wt o Inft See & forg SRaHTe fohaT ST wdhdT |

& The blood unit donated will be used as per the policy of the blood bank and the hospital as per prevailing
guidelines/regulations. Y&d G ST BT IUANT G deb Bt I SR SR & SIUR yaferd fernfcsn / Aol & srar
fepan Sme |

I would like to be informed in person about any abnormal test results. ¥ farit ST T&or UM & | Yes / No
IR T AfediTd &9 T T U BT A | gl /8l




. ™ L B
e o Dxa BT L S

I have read and understood all the information presented and answered all the questions truthfully, as Yes/ No

any incorrect statement or concealment may affect my health or may harm the recipient. &~ TR T+t g/ T8l

SHHIRGT B! UgT 3R THe 7 3R J=ars A it garel & Siare fau 8§, Fife frat +f e aaden an fsurn ;Y @y

DI GUIFId R Tl & 1 UTdhd! Bl JHaH Ugdl Il g |

Date/f¢ieh Time/FHY Donor’s Signature:
GIdT b BHIER:

BLOOD BANK USE ONLY/ &dd Xdd 8% IUIRT
Weight: Kg | Pulse: /min Hb: gm%
BP: mm/hg | Temperature: °C Phlebotomy site skin:
Venipuncture site: Right arm Left arm
Accept Defer Reason for deferral:
Blood bag details:

Bag type: Single Double Triple Quadruple

Bag No: Segment No: Volume:
Phlebotomy start time End time

Signature of phlebotomist

Blood Group

Discomfort to donor (if any) and action taken

Signature of Medical Officer

00

.?h\ank you for
helping save lives
v




