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Volunteer Cord Blood Donor Identification Form

Mother’s Last Name: ____________________________________________________________

Mother’s First Name: _______________________________________ M.I.:  _____________

Social Security Number: ____________________________________________________________

Mother’s Date of Birth: ______________________ Infant’s Date of Birth:  _________________

Mother’s Hospital Number: ____________________________________________________________

Infant’s Hospital Number: ____________________________________________________________

Infant’s Name: _________________________    ______    _________________________
                  First         M.I.                    Last

Street Address: ______________________________________ Apt. #:  ___________

City: ____________________ State:  ________ Zip Code:  _________

Home Phone Number: ____________________________________________________________

Daytime Phone Number: ____________________________________________________________

Delivery Unit: ____________________________________________________________

Delivering Physician: ____________________________________________________________

Infant Care Physician: ____________________________________________________________

Emergency Contact:

Name: _________________________    ______    _________________________
                  First         M.I.                    Last

Street Address: ______________________________________ Apt. #:  ___________

City: ____________________ State:  ________ Zip Code:  _________

Contact Phone Number: ____________________________________________________________

_______________________________________ ______________ ________________________
               Signature of CBB Reviewer           Date                 Study ID
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Delivery Staff’s Verification of Placental Donor Identification:

I certify that the patient’s name and hospital number on this Volunteer Cord Blood
Donor Identification Form are identical to that on the wristband of the patient from
whom this placenta was obtained.

______________________________ ______________________________
                      Signed                            Print

______________________________
                           Date

Cord Blood Collector’s Verification Statement:

I certify that the bar code numbers on this Volunteer Cord Blood Donor
Identification Form and on the basin containing the placenta from which I
harvested cord blood are identical to the bar code number on the collection bag
into which I harvested the cord blood from this placenta.

______________________________ ______________________________
                      Signed                            Print

______________________________
                           Date

CRN’s Verification of Mother/Donor Identification:

If phlebotomist drew the blood samples, I certify that I have reviewed the
Phlebotomist Verification Statement.

______________________________ ________   Not applicable
                      Signed

I certify that either I or the phlebotomist verified that the patient’s name and
hospital number on the blood samples obtained are the same as those on the
wristband of the patient.  I certify that the patient’s name, hospital number, and
bar code label on this Volunteer Cord Blood Donor Identification Form are identical
to the bar code labels on the tubes into which the blood samples were collected.

______________________________ ______________________________
                      Signed                            Print

______________________________
                           Date
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Phlebotomist’s Verification of Mother/Donor Identification:

Patient’s Name:  __________________________________________________

I certify that the above patient name and patient hospital number are identical to the
patient name and hospital number on the wristband of the patient from whom blood
samples were obtained and to the number on the tubes into which the blood samples
were collected.

______________________________ ______________________________
                      Signed                            Print

______________________________
                           Date


