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	LOCATION        : Donor reception and screening room.

	SUBJECT            : Reception and registration and collection of information from blood donor 
                              for registration.

	FUNCTION        : To ensure reception and collection of donor information for registration 
                              from safe blood donor.

	DISTRIBUTION: Medical Social Worker and Counsellor.

                             Master File


1. SCOPE  & APPLICATION:  

This SOP describes the methods for blood donor reception, registration, counselling and collection of information for the purpose of determining initial suitability of the blood donor for blood donation for further reference to the medical officer for donor selection (screening) in a prescribed donor questionnaire and medical examination. 
2. RESPONSIBILITY: 

The medical social worker is responsible for donor registration and the counsellor for counselling. The Medical officer is responsible for determining the suitability of donor for blood donation. 
3. Procedure
:

i) Welcome the donor in a cordial manner.
ii) Explain the need to give accurate information as per the donor questionnaire.
iii) Clear donor’s doubts and apprehension regarding blood donation.

iv) Collecting general information, in the blood donor card. 

v) Informed Consent:


Provide information regarding:
a. Need for blood.

b. Need for voluntary donation

c. Regarding transfusion transmissible infections

d. Need for questionnaire & honest answers

e. Safety of blood donation

f. How the donated blood is processed & used

g. Tests carried out on donated blood

vi) This gives the donor an opportunity to give his/her consent if they feel they are safe donors 
vii) Take donors signature in the informed consent area of donor questionnaire after explaining the process of blood donation.
viii) Blood shall be collected only from non-remunerated voluntary, 
replacement or autologous donors. Donor is registered by medical social worker and following information is filled in the card (appendix -I). 

a) Donor's name, father's name, age, sex, Replacement / Voluntary / autologus, Apheresis / blood donor. 

b) Date of donation. 

c) Address (residential / office). 

d) Telephone number (Res/off). 

e) Name, registration number, ward of the patient for whom blood is replaced. 

f) Signature of the donor for consent. 

g) Blood group if known. 

h) Date of last donation, donor reaction if any during previous donations. 

i) Previous deferral from blood donation and its reasons. 

j) Whether wants to be regular voluntary donor, and if yes how often. 

Medical Examination of donor to determine suitability
a. Weight taken and Hb estimation (method as per dept SOP) to be done by the 
technician designated for the purpose. 

b. Refer the donor to the medical officer.
4. References:

i. Technical Manual, 11th ed., American Associating of Blood Banks, 1993.

ii. Technical Manual, 15th ed., American Associating of Blood Banks, 2005.

iii. Donor room policies and procedures ........... AABB publication.

5. End of documents.
Appendix I

Blood/Blood Component Donor Registration & Selection Questionnaire and Consent Form




   jDRknkrk iz’uksRrjh ,oa lgerh i=d

License No: ………….






Blood Unit No.:

vuqKfIr i= dzekad







jDr bdkbZ dza

Please answers the following questions correctly. This will help to protect you and the patient who receives your blood.
d`I;k fuEufyf[kr iz’uksa dk lgh mRRkj nhft, A ;g vkidh ,oa jksxh ftls vkidk jDr fn;k tk,xk fd j{k.k izfdz;k esa lgk;d gksxkA 

 S .No …………

Dze la[;k
Name of Donor .................................................... Age    .................. Sex ....... 

jDRnkrk dk uke




    vk;

 fyax


Occupation ....................................................
O;olk; 
Address .......... ……………………………………..

irk……………………………………………………

……………………………………………………….





 
Tel: Office…………….Resi………………Mobile………………….E-mail ID:………………….

VsyhQksu vkfQl

 fuokl


eksckby


bZ&esy irk
Have you ever donated blood?

 


Yes/No 


D;k vkius igys jDrnku fd;k g? 




gka@ugha
If Yes, How many occasion : ………………………............
date of last donation :…………

vxj gka rks fdruh ckj






vafre ckj dc jDrnku fd;k
Did you have any discomfort during/after donation? 

 Yes/No

vkidks jDrnku ds le; ;k jDrnku ds Ik’pkr dksbZ vlqfo/kk gqbZ

gka@ugha
Blood Group:………….

jDr lewg
Do you want to be a regular voluntary donor? 


Yes/No 

D;k vki ,sfPNd jDrnkrk cuuk pkgrs gSa




gka@ugha
If yes, how often would you like to donate blood? 
 3 monthly/ 6 Monthly /annually

;fn gka rks vki fdruh ckj jDRknku djuk pkgrs gSa     

ekg esa rhu ckj@N% ckj @okf"kZd 

Time of Last meal:……………………… 
vafre ckj dc Hkkstu fy;k

Do you feel well today?  




Yes/No     Did you sleep well last night?   Yes/No
vkt vkidks vPNk yx jgk gS




gka@ugha
 xr jkf= vkidks vPNh uhan vk;h    gka@ugha

Have you any reason to believe that you may be infected ?  
          Yes/No
D;k vkidks dksbZ ,slk dkj.k yxrk gS ftlds dkj.k vki ladzfer gks ldrs gSA    gka@ugha

Have you suffered or are suffering from any of the following diseases? 
D;k vki fuEufyf[kr fdlh chekjh ls xzLr Fks ;k gSa 
Heart disease           Kidney disease             Cancer             Tuberculosis              Epilepsy  
Gnz; jksx
    xqnsZ dk jksx
     dsUlj

{k;jksx

    fexhZ dh fLFkfr
 Diabetes                Lung disease                   Jaundice/Hepatitis          Jaundice/Hepatitis  in family/close contact 
e/kqesg

    QsQMs dk jksx

ihfy;k@gsisVk>fVl

 ifjokj esa ;k fudV lacaf/k;ksa esa ihfy;k@gsisVk>fVl
 
Asthma 
       Malaria  (3-6 months)       Sexually transmitted disease 
nek
   
   eysfj;k ¼3&6 ekg esa½
;kSu laca/kh jksx
Typhoid  (12 months)              Allergic disease                    Abnormal bleeding tendency    
Ekksrh{kjk ¼ckjg ekg esa½   
  ,yftZd jksx


vlk/kkj.k [kwu cguk
 Ploycythemia-vera 

  Leprosy 


Skin diseases
iksyhlkbFkhfe;k osjk
       dq"B jksx 


peZ jksx


Schizo phrenia  

  Endocrine disorder
Ekkufld jksx


   
History of immunoglobulin treatment  (12 months)

bE;wuksXyksC;wfyu fpfdRlk dk fooj.k ¼ckjg ekg esa½
History of Unexplained weight loss/ Diarrhea/ swollen glands/continuous low grade fever (In last six months)  
Xkr N ekg esa fdlh vKkr dkj.kksa ls otu dk de gksuk@nLr vkfn@xzafFk;ksa dk lwtuk@fujUrj cq[kkj dk cus jguk vkfn dk fooj.k 

Are you taking or have taken any of these in the past 72 hrs? 
vkius xr 72 ?kaVksa esa ;s nokb;ka yh gSa ;k ys jgs gSa A

Antibiotics      Aspirin       Alcohol      Steroids          Vaccination           Rabies vaccination (H/O Dog bite - One year) 

,UVhok;ksfVDl   ,fLizu     efnjk      LVhjk;Ml      Vhdkdj.k
   dqRrk dkVuk@jschl Vhdkdj.k & ,d o"kZ esa    

Any history of surgery/dental extraction/tattooing/Ear piercing/blood transfusion in past 6 months? 
Xr N ekg esa vkidh dksbZ ’kY;fdz;k ;k nkar fudkyuk ;k xksnuk ;k duNsnu ;k jDr/kku gqvk gS 

For female donors:
Efgyk jDrnkrkvksa ds fy, 

Are you pregnant?   Yes/No     



Last Menstrual period (LMP
D;k vki xHkZorh gSa \
gka@ugha




vafre ekgokjh dh rkjh[k

Have you had an abortion in last three months?  

Yes/No
vkidks xr 3 ekg esa xHkZikr gqvk gS \

    

gka@ugha


Do you have a child less than one year old?  

 Yes/No  
History of breast feeding Yes/No.
vkidsk ,d lky ls de dk cPpk gS \



gka@ugha

D;k vki nqX/kiku djkrh gSa\ gka@ugha

Menstrual problems if any?
Ekkgokjh ls lacaf/kr dksbZ leL;k\ 

Would you like to be informed about any abnormal test results at the address furnished by you?  Yes/No

D;k vki jDrdks"k esa jDr ij vko’;d tkap esa ik, x, vlkekU; tkap ds fooj.k vkids }kjk fn;s x;s irs ij lwfpr djokuk pkgsaxs 

gka@ugha
Consent For Donation 
jDrnku dh lgefr
I  here by give my consent to donate my blood/blood component voluntarily, and understand that 

eSa le>rk gWa fd 

1. Blood donation is totally voluntary act and no inducement or remuneration has been offered.

jDRnku ,d LosfPNd dk;Z gS eq>s bl lsokdk;Z ds cnys esa ikfjJfed ;k izyksHKu ugha fn;k x;k gS A 
2. Donation of blood/components is a  medical procedure and that by donating voluntarily. I accept the risks associated with this procedure. 

LosfPNd jDrnku ;k jDRk ds vo;ksa dk nku ,d fpfdRlh; izfdz;k gS izfdz;k ls lacaf/kr laHkkfor [krjs dks Lohdkj djrk ga A


3. My blood will be tested for Hepatitis B, Hepatitis C, Malarial parasite, HIV/AIDS and venereal diseases in addition to any other screening tests.

Esjs jDr dh gsisVkbfVl ch gsisVkbfVl lh eysfj;y iSjklkbV ,p vkbZ oh ,Ml moa osusfj;y fMfltl ,oa dksbZ vksj tkap tks jDr lqj{kk ds fy, vko’;d gksx dh tkosxh A 
4. I give permission for the usage of my blood and blood components.

eSa vius jDr ;k jDRk ds vo;oksa dks mi;ksx esa ykus dh lgefr nsrk gWaaA

All the information given by me is correct and any concealment or incorrect statement may affect my health or may harm the recipient.

Esjs }kjk nh xbZ lHkh tkudkjh lgh gS dksbZ Hkh xyr tkudkjh ew>s ;k jDr xzkgd ds LokLF; dks izHkkfor dj ldrh gS A
Signature of the donor 

gLrk{kj

Date :

fnukad

 General Physical Examination 

    lkekU; HkkSfrd ijh{k.k
Weight……………Kgs.  Hb ……………….gms/dl     Pulse …………..   .BP. mm of Hg.         Temperature ……
   Phlebotomy site ……………

Oktu                gheksXyksfcu         iYl        jDr lapkj xfr       rkieku          QyscksVeh                   . 

Accepted ………………….Temporary/Permanent ………………….

ekU;
          vLFkk;h@LFkk;h

Donor reaction if any …………………………………………………    .Mild/Moderate /Severe ……………

jDrnkrk dh dksbZ izfrfdz;k 




….

Signature of the Medical Officer                                                      Date 

fpfdRlk vf/kdkjh ds gLrk{kj



  fnukad
Replacement/Voluntary


Patients’s name





…………………


Hospital Reg. No.
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