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Signatur of blood-donor:

Fill out when you see the physician:

Vom Arzt auszufüllen: Sollte der Spender eine oder mehrere Fragen mit „Ja“ beantwor-
tet haben und trotzdem spenden können, so muss jedes „Ja“ hier mit einer Kurzbegründung 
berichtigt werden, ggf. die Untersuchung erweitert werden, z.b. Mundinspektion etc.
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To fill out by the donor! Please mark correct answer with a cross.  Your weight in kg: Height in cm: 012345
 
Name and address  
of your physician:

Anyone who donates blood by deliberately giving false informations, e.g. withholding information 
regarding themselves belonging to a high risk group (see question 54/55) that places a third 
party at a risk for contracting AIDS-causing virus or Hepatitis B or Hepatitis C can be prosecuted 
by law.
I have answered all questions truthfully and have received, read and understood the "information 
about whole blood donation and your willingness to donate whole blood" about the clarification 
and consent of blood donors and possible risks. Furthermore, the doctor informed me about the 
purpose and use of my personal data. I had the opportunity to ask questions in the course of the 
conversation with the doctor. 
I give my signed consent to a blood donation and to have my blood tested, including such testing 
which serves the promotion of scientific realizations in the area of health service and a blood 
donation used for transfusion. Any abnormal lab results will be passed on to my named doctor. 
The information regarding your family doctor is voluntary. In the event of an abnormal finding, it 
enables the prompt transmission of the findings to your physician. If you do not want to specify 
the family doctor, leave the field blank or delete the name you have already given.
I waive the issuance of the Information and Consent Form.

Nicht für Pädiatrie: TK verwendbar: 

First time donor: 
I received medical information about donor risks.

Multiple donor: 
My questions about the sheet "Information about whole blood dona-
tion and your willingness to donate blood" have been answered.

Have you ever been pregnant?
Only for women:

Did you ever have a verified infection with HIV-1 or HIV-2 (AIDS) 
or HTLV-1 or HTLV-2?

Do/did you consume drugs or other addictive substances?

Did you undergo surgery in the United Kingdom or Northern 
Ireland after January 01st, 1980? Have you ever received a 
blood transfusion in the United Kingdom or Northern Ireland?

Have you or has a family member been affected by Creutzfeld-
Jacob disease (CJD), or a variant of CJD?

phlebitis, vascular diseases, thrombosis, embolism 
or  bleeding tendency?

diabetes?

a chronic kidney disease?

cardiac discomfort/disease/infarction, shortness of 
breath?

lung disease, asthma, unexplained cough?

allergic discomfort?

rheumatic fever?

extensive skin disease?

herpes infection within the last 4 weeks?

enlarged lymphnodes?

Do/Did you have a liver disease?

Do/Did you ever have diseases of the central nervous system 
(e.g. epilepsy, stroke), psychological diseases, repeated faints?

Do/Did you have a blood disorder, tumor (e.g. cancer)?

Did you have a dental treatment or professional tooth cleaning 
within the last 7 days?

Have you been tattooed, acupunctured or body pierced or did 
you have an ear piercing within the past 4 months?

Are you a typhoid, paratyphoid or salmonella carrier?

Do/Did you ever have malaria?  
Did you stay outside Europe for longer than 6 months without 
interruption? Were you born or did you grow up there?

Have you ever had: Babesiosis, Trypanosomiasis (Chagas 
disease), Leishmaniosis, Brucellosis (malta fever), spotted 
fever or other forms of Rickettsioses, leprosy, relapsing fever, 
Melioidosis or Tularemia (rabbit fever)?

Do/Did you have active tuberculosis, toxoplasmosis, osteomye-
litis, syphilis, gonorrhoea or Queensland fever?

Within the last 4 months: have you been in close contact 
(e.g. symbiotic community) with a risk of an infection with 
hepatitis virus (HBV, HCV, HAV)?

Have you ever had a contagious inflammatory liver disea-
se (infectious hepatitis) e.g. hepatitis A, B, C?

Have you had an injury/accident, surgery, an endoscopy or 
contact with blood (e.g.  pinprick, contact with mucous 
membrane) within the last 12 months?

Have you received blood or blood derivatives within the 
last 24 months?

Within the last 7 days: Did you have an uncomplicated infec-
tion (e.g. catarrh, cold, urinary tract infection) without fever?

Have you been outside of Germany within the last 6 months? 
Have you been outside of Bavaria two days in a row within the 
last 4 weeks?

Have you ever been treated with hormones of the pituitary 
gland of human origin?

Did you ever take one of the following medications: Roaccutan©, 
Accutane©, Trivane©, Liderma©, Lurantal©, Tigason©, Tegison© or 
Neo-Tigason©? Have you ever received a corneal or meningeal  
transplant or tissue transplants and live cells of animal origin?

Do you take any medication (including vitamins containing Biotin)? 
If yes, which?

Within the last 4 weeks: Do/Did you have an illness accompa-
nied by fever? Do/Did you have contact with anyone with an 
infectious disease such as mumps, chicken pox, etc?

Do you feel sick or are you on sick leave?

Have you been vaccinated within the last 3 months or have 
you received serum/immunoglobulins of animal origin within 
the last 12 months (e.g. against rabies after contact with an 
animal)?

To be filled out by the physician: West-Nile-Virus-Exposure 
within the last 4 weeks?

Anamnese überprüft Unterschrift Arzt

Do/Did you have gastro-intestinal diseases? Do/Did you have 
diarrhea within the last 4 weeks? 43

Have you been pregnant in the last 24 months or are you 
breastfeeding?

Did you stay in the United Kingdom or Northern Ireland for 
more than 6 months overall in the period from January 01st, 
1980 to December 31st,1996?

55

56

Did you have sexual intercourse within the last 4 months
-with a person, who is infected with HIV- or hepatits-virus?
-with a person who is born outside Europe?
-for offering money or other services, e.g. drugs, accommodations?
 
- as a woman with a bisexual man?

- Have you been in prison within the last 4 months?

Did you ever have sexual intercourse for getting money or 
other services, e.g. drugs, accommodations? 
When yes: When the last time? ______ 
As a man:  
Did you ever have sexual intercourse with another man?  
If yes: When the last time? ______

within the  
last 12 months

more than  
12 months ago

54
(< 12 
months)

(> 12 
months)

54
Did you have sexual intercourse with more than 3 sexual 
partners within the last 12 months? 
If yes: When the last time? ______


