
 

REQUEST FOR BLOOD DONATION DRIVES  

 

NAME OF DEPARTMENT/ ORGANIZATION: _________________________________________________ 

ADDRESS: _______________________________________________   

PHONE NUMBER: ____________________ 

BLOOD COLLECTION ORGANIZATION: _____________________________________________________ 

DATE OF TESTING: _____________________________ TIME: _____________________ 

LOCATION: _______________________________________ 

 

__________________________________________ ________________________________________ 

  EVENT COORDINATOR (PRINT NAME)    


