Anatomical Gift Form 


____________________________________________________________________________________________ 








	This section contains the form you will need to make gifts of your body parts.  The anatomical gift form enables you to make a gift of all or part of your body for medical or dental educational research, therapy, or transplant to permissible recipients such as: 








Any hospital, surgeon, physician, or coroner. 





Any accredited medical or dental school. 





Any bank or storage facility. 





Any specified individual for therapy or transplant that is needed. 











�
Anatomical Gift 








In the hope that I may help others, I, _______________________________, hereby make this anatomical gift, if medically acceptable, to take effect upon my death. 








Personal Information 








_____________________________ 			_______________________________


Full Name 						Social Security No. 








_____________________________ 			_______________________________ 


Street Address 						Telephone Number 








_____________________________ 


City, State, Zip Code 








_____________________________ 			_______________________________ 


Next of Kin 						Relationship 








_____________________________ 			_______________________________ 


Street Address 						Telephone Number 








_____________________________ 


City, State, Zip Code 





I GIVE: 





____ Any needed organs or parts 





____ Only the following organs or parts: 





	______________________________________ 





	______________________________________ 





	______________________________________ 
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�
I have previously signed with a medical school.  Yes ___  No ___ 





	If yes, name of schools:  _________________________________________________________________ 








I have the following special wishes concerning my anatomical gift:  





____________________________________________________________________________________________ 





____________________________________________________________________________________________ 





I authorize the physician listed below to furnish my attending physician any pertinent medical information in the event of my death.  











_____________________________ 			_______________________________ 


Physician’s Name 					Telephone Number 








_____________________________ 


Street Address 








_____________________________ 


City, State, Zip Code 








I have signed my Anatomical Gift on ____________________________________, as witnessed below. 








_____________________________ 


DONOR 








_____________________________ 


WITNESS 








_____________________________ 


WITNESS 
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