Convalescent Plasma COVID-19 Donor Request Form

Please fill out the form. We will contact you as soon as possible.
First Name: _____________________________________
Last Name: _____________________________________
Preferred Phone Number: __________________________
Email (optional): _________________________________
Gender:  Male  /  Female
Address:_______________________________________
City: __________________________________________
State: _______________________
Zip: ________________________
Was your COVID-19 diagnosis confirmed by a laboratory test?    Yes / No / Don’t know
Do you currently have symptoms for COVID-19 (symptoms include fever, cough and shortness of breath)?  Yes /  No
Has it been 14 days since the last day of your symptoms for COVID-19?  Yes / No
[bookmark: _GoBack]Date of last symptom: ________________
Have you had a follow-up test that was negative for COVID-19 or shows you no longer have COVID-19?  Yes / No / Don’t know

