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(Office Use Only) Donor ID#_____________

Name: Date of Application:

Age: Date of Birth : Email Address:

City/State: Zip:

Address: Apt. #:

Phone:(h) (w) Other:

Birth Weight: Height: Last wt/hgt:  Date:

BabyÕs Name: Sex: Age: Birth  Date:

Comments on Baby:

Is baby at home? Hospital? Phone:

Was baby full  term? If  no, gestational age at birth:

BabyÕs Health Care Provider

Name: Phone:

Name: Phone:

Address:

MotherÕs Health Care Provider

City/State/Zip:

Address:

City/State/Zip:

Are you donating milk  collected before you contacted the milk  bank?

If  yes, were you, your baby and other members of your family  all healthy during the time you collected this milk  (including
colds, yeast infections, etc.?)

If  no, please explain:

Did you take any medications during this time (prescription, over-the-counter, herbal preparations, vitamins, naturopathic
remedies, etc.)?

If  yes, please describe what you took and the approximate dates when you took them:

Are you planning on returning to work? If  yes, when?

Do you plan on being an ongoing donor?

What kind of freezer do you have? (Check all that are appropriate.) 
Inside refrigerator? Top of refrigerator, outside door? Side-by-side? 

Deep freeze (chest or upright?) Automatic defrost? Manual defrost?

Fetal Death

Note: If any of the above are checked please disregard the BabyÕs Information and Health Care Provider sections below.

SurrogateAdoption



Donor ID#_____________

DonorÕs Medical History

1. Have you had a ser ious illness in the last 12 months?  I f yes, please
explain.

2. Have you ever been told not to donate blood or milk?  I f so, why?

3. Have you had jaundice, liver problems or disease, viral hepatitis, or
tested positive for hepatitis since age 11? I f yes, please explain.

4. In the last 30 days, have you been exposed to Hepatitis A and/or
received a gamma globulin shot?

8. Have you had tuberculosis (TB), exposure to TB, or a positive TB test
or chest X-ray? I f yes, please explain.

Yes No
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6. Have you had exposure to HIV or AIDS in the last 12 months?

Under line the barcode that corresponds to either YES or NO for each
question in the Medical History Survey, as shown in figure 1.

7. In the last 12 months have you had acupuncture, ears or body par ts
pierced, a tattoo or permanent make-up applied with needles, an 
accidental needle stick, or exposure to someone else's blood, to your  
mucous membranes or open cuts?

figure 1(b)

Barcode that has not
been under lined

Barcode that has  been
under lined

figure 1(a)
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5. In the last 12 months have you had close contact with a person with 
jaundice or  viral hepatitis or  have you been given Hepatitis B Immune 
Globulin (HBIG) other  than for  neonatal jaundice?
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DonorÕs Medical History, continued

9. Have you ever had hear t disease or high blood pressure? I f yes, please
list any medications that you are currently using.

10. Do you have insulin dependent diabetes?

11. In the last 12 months have you tested positive for or been treated for
syphilis, gonorrhea, or chlamydia?

12. Do you have a history of oral or genital herpes? I f yes, please explain.

13.

14. Do you have a skin disease or unexplained skin lesions? I f yes, please
explain.

15. In the last 12 months have you had any vaccinations, inoculations, or
shots? I f yes, please explain.

16. In the last 12 months have you had injections for exposure to rabies or
received any exper imental vaccine?

17. Do you have a history of recur rent yeast infections (oral, vaginal, or

Donor ID#_____________

Yes
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No

Do you have cold sores now?

systemic) or  unexplained white sores or lesions in the mouth? I f yes, 
please explain.
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DonorÕs Medical History, continued

18. Have you had unexplained weight loss, persistent diarrhea, fever, or
night sweats? I f yes, please explain.

19. Do you have unexplained enlarged lymph nodes? I f yes, please
explain.

20. In the last 12 months have you received blood, blood products, or an
organ or tissue transplant?

21. Have you ever received human pituitary growth hormone or a dura
mater (brain cover ing) graft?

22. Do you have a history of cancer or unexplained lumps?

24. Have you had a ser ious illness in the past year? I f yes, please explain.

25. Have you ever injected drugs yourself, or had intimate contact with 
someone who has injected drugs?

26. Have you ever had intimate contact with someone who is at r isk for
HIV, HTLV or Hepatitis (including anyone with hemophilia)?

27. Have you or any of your blood relatives had Creutzfeldt-Jakob disease
or have you ever been told that your family is at increased r isk for
Creutzfeldt-Jakob disease?

28. Did your baby have an in utero transfusion or transplant?

No

Donor ID#_____________

Yes
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23. Did you live in Europe for  more than 6 months between 1980 and 
1996?
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DonorÕs Medical History, continued

29. In the last 12 months have you had surgery or been under a doctor 's
care for a major illness? I f yes, please explain.

30. Are you, on an ongoing basis (daily for more than two (2) weeks), 
taking any medication, such as bir th control pills, allergy medications,
either prescr iption, or over-the-counter, excluding vitamins?  I f yes,
please descr ibe. 

32. Have you taken Sor iatane (gener ic name: Acitretin) and/or Tegison
(gener ic name: Etretinate) in the last 3 years? These medications are used
for the treatment of Psoriasis. 
33. Have you taken Proscar (gener ic name: Finaster ide) or Accutane
(gener ic name: Isotretinoin) in the last month? These medications are 
used for the treatment of Acne.
34.      Do you smoke, use tobacco products, or wear a niccotine patch?

No

Donor ID#_____________

Yes
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31. Are you, on an ongoing basis, (daily for  more than two (2) weeks), 
taking any herbal or  herbal preparations, such as teas or  supplements, 
either  alone or  in combination with vitamins? I f yes, please descr ibe.

35. In the last three (3) years, have you used ÒrecreationalÓ drugs such as
mar ijuana, cocaine, LSD or Dexedr ine?

a. Have you ever used intravenous drugs?

b. Are you using any of the above at present?
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DonorÕs Medical History, continued

38. Are you planning to donate milk that you have already collected and
frozen?

40. Are you on a vegan diet?

41.  I  agree to have my blood tested now and in the future if the need
ar ises.

42. Do you or anyone that you are in contact with have occupational 
exposure to environmental pollutants? I f yes, please explain.

43. I  have read and understood all the donor information presented to me
and had all my questions answered.

No

Donor ID#_____________

Yes
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36. Do you consume greater  than two units of alcohol per  day? A unit is 
defined as one (1) shot of liquor , or  one (1) bottle of beer , or  one (1) glass 
of wine. Please descr ibe your  present daily intake.

37. Do you consume more than three (3) cups of regular  strength coffee 
or  the equivalent in other  caffeinated beverages? Please descr ibe your 
present daily intake.
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39. I f you are planning to donate milk you have already collected and 
frozen, have you taken any herbals or  medications on an ongoing basis 
(daily for  more than two (2) weeks) pr ior  to pumping the milk donated? 
I f yes, please list the herbals or  medications below.



DonorÕs Medical History, continued
THISSECTION FOR NY STATE RESIDENTSONLY

Please mark appropriate answer by placing a check mark in the correct box.

Have you ever received Factor VI I I  or Factor IX for the 
treatment of bleeding disorders, that had not been heat treated or
otherwise virally inactivated?

Have you engaged in prostitution within five (5) years preceding 
donation?

Has your baby been jaundiced star ting after one (1) week of age?

No

Donor ID#_____________

Yes
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I  hereby cer tify that to the best of my knowledge I  understand and have answered all questions 
truthfully.  I  do not consider myself to be at r isk for spreading HIV or any other disease.

______________________________________________        ________________
Signature Date

Have you ever  been incarcerated in a correctional facility for  seventy two 
(72) consecutive hours or  longer  within the twelve (12) months preceding 
the donation?
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DonorÕs Medical History, continued
COMMENTS SECTION

Donor ID#_____________
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