
 

Body Donor Information Form 
 
Name of Donor _____________________________________________ 
Name of Person to be Donated __________________________________________ 
State Residence _____________________ County _____________________ 
City, Town, or Location ___________________________  Zip Code _____________ 
Sex _____ Date of Birth _____________________  
Married, Never Married, Widowed, Divorced? _______________________________________ 
Spouse’s Name (if wife, please give maiden name) __________________________________________ 
Father’s Name (First and Last) _________________________________________ 
Mother’s Birth Name (First and Last) _________________________________________ 
Heir’s Name _____________________________ 
Heir’s Address _______________________________________________________________ 
Heir’s Telephone Number ________________________ 
 
Race (Please specify White, Black, Native American Tribial Affliation, Hispanic, etc.)______________________ 
Ancestry?  (What countries did your family come from?)_______________________________ 
State or Country of Birth __________________ Citizen of What Country? ________________ 
Education level (Please list the highest grade level completed)  __________________________________ 
Have you ever been in the armed forces? ___________________________________________  
 
Usual Occupation (Kind of work done during most of working life, even if retired) ______________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
Kind of Business or Industry _____________________________________________________ 
How long you held this position __________________________________________________ 
Other jobs held previously _______________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
 
Repetitive physical activity (daily exercise, hobbies i.e. rockclimbing, gardening), how often you did 
them on a daily basis and over what period of time 
_________________________________________ 
________________________________________________________________________________ 
____________________________________________________________________________________________ 
____________________________________________________________________________________________ 
____________________________________________________________________________________________ 
____________________________________________________________________________________________ 
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Handedness ____________  Number of Children/ pregnancies _________ 
Weight________________  Height_______________ 
 
Have you spent any time noticeably overweight or underweight?  Please explain 
______________________________________________________________________________
______________________________________________________________________________ 
 
Broken Bones: 
 Location _________________________________ Date ______________ 
 Location _________________________________ Date ______________ 
 Location _________________________________ Date ______________ 
 Location _________________________________ Date ______________ 
 Location _________________________________ Date ______________ 
 Location _________________________________ Date ______________ 
 Location _________________________________ Date ______________ 
 
Other conditions (illness, infections, drug use-smoker, hospitalization, malnutrition, stress, surgery).  Please 
be as specific as possible, including approximate dates.  Feel free to use additional pages if 
necessary. _____________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
 
Other conditions which may affect the skeleton (arthritis, carpal tunnel syndrome, etc.) and when 
they occurred.__________________________________________________________________  
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
Dental history (cavities, infection, tooth loss, surgery) when these occurred. 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
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