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REC  14 

January 6, 2009   HealthCare System Member 

 
 
Blood Donor Parental Consent 
 
 
 
 
I________________________________ give my consent for  ____________________________ 
           (Print Parent/Guardian Name)                                                     (Print Donor Name) 
 
to donate blood. 
 
I understand that my son or daughter must present this consent form at the time of donation in 
order to be eligible to donate. 
 
 
Parent/Guardian Signature________________________ Date__________________________ 
                                                                                                        Valid for entire school year. 
 
 
Donor Signature_________________________________ Donor Date of Birth_______________ 


