	Organ and tissue donation form
[bookmark: _GoBack]

	Donor Information

	Name (Last, First, M.I.):
	     
	|_| M    |_| F
	DOB:
	[bookmark: Text6]     

	Marital status:
	|_| Single     |_| Partnered     |_| Married     |_| Separated     |_| Divorced     |_| Widowed

	Previous or referring doctor:
	     
	Date of last physical exam:
	     

	

	PERSONAL HEALTH HISTORY

	

	Childhood illness:
	 Measles     Mumps     Rubella     Chickenpox     Rheumatic Fever     Polio

	Immunizations and dates:
	|_| Tetanus
	     
	|_| Pneumonia
	     

	
	|_| Hepatitis
	     
	|_| Chickenpox
	     

	
	|_| Influenza
	     
	|_| MMR Measles, Mumps, Rubella
	     

	Step 1. I consent to help save lives by becoming an organ and tissue donor for:

	1. Transplant only, or 

      

	

	Step 2. I wish to donate:

	1. Any needed organs and tissue, or
	

	2. Any needed organs and tissue except for those indicated below

	Check only organs and tissue you do not want to donate. If you would like to donate all needed organs and tissue, check the box above.

	
A. Kidneys B. Heart C. Eyes D. Bone E. Liver F. Lung G. Skin H. Pancreas

	By signing below, I am consenting to be an organ and tissue donor after my death.

	Name (as it appears on your health card)
	Signatures:

	
	Date (yyyy/mm/dd)

	Health Card Number
	Date of Birth (yyyy/mm/dd)

	
	Telephone Number

	Mailing Address
	

	City
	Province
	Postal Code

	

	For information about organ and tissue donation visit [Website Name]
If you have questions about registering, changing or withdrawing your consent, visit us at [ADDRESS] or call us at: [CALL]

	Notice – The personal information you provide on this form is collected by the [ORGANIZATION] for the purpose of recording your decision to be an organ and tissue donor. It may be used and disclosed in accordance with the Personal Health Information Protection Act, 2004, as described in the Ministry’s “Statement of Information Practices” posted at Ontario.ca/health. The Trillium Gift of Life Network will collect this information from the Ministry in accordance with section 8.19 of the Trillium Gift of Life Network Act for the purpose of facilitating organ and tissue transplants and research as well as sharing this information with your family so that they can honor your wishes at end of life. If you have questions about the collection, use and/or disclosure of your personal information, please see above for details about how to contact us.





	FAMILY HEALTH HISTORY

	

	
	Age
	Significant Health Problems
	
	Age
	Significant Health Problems

	Father
	     
	     
	Children
	|_| M
|_|  F
	
	     

	Mother
	     
	     
	
	|_| M
|_| F
	
	     

	Sibling
	|_| M
|_| F
	
	     
	
	|_| M
|_| F
	
	     

	
	|_| M
|_| F
	
	     
	
	|_| M
|_| F
	
	     

	
	|_| M
|_| F
	
	     
	Grandmother
Maternal
	     
	     

	
	|_| M
|_| F
	
	     
	Grandfather
Maternal
	     
	     

	
	|_|  M
|_| F
	
	     
	Grandmother
Paternal
	     
	     

	
	|_| M
|_| F
	
	     
	Grandfather
Paternal
	     
	     



	



MENTAL HEALTH

	

	Is stress a major problem for you?
	|_|
	Yes
	|_|
	No

	Do you feel depressed?
	|_|
	Yes
	|_|
	No

	Do you panic when stressed?
	|_|
	Yes
	|_|
	No

	Do you have problems with eating or your appetite?
	|_|
	Yes
	|_|
	No

	Do you cry frequently?
	|_|
	Yes
	|_|
	No

	Have you ever attempted suicide?
	|_|
	Yes
	|_|
	No

	Have you ever seriously thought about hurting yourself?
	|_|
	Yes
	|_|
	No

	Do you have trouble sleeping?
	|_|
	Yes
	|_|
	No

	Have you ever been to a counselor?
	|_|
	Yes
	|_|
	No



	WOMEN ONLY

	

	Age at onset of menstruation:      

	Date of last menstruation:      

	Period every       days

	Heavy periods, irregularity, spotting, pain, or discharge?
	|_|
	Yes
	|_|
	No

	Number of pregnancies        Number of live births      

	Are you pregnant or breastfeeding?
	|_|
	Yes
	|_|
	No

	Have you had a D&C, hysterectomy, or Cesarean?
	|_|
	Yes
	|_|
	No

	Any urinary tract, bladder, or kidney infections within the last year?
	|_|
	Yes
	|_|
	No

	Any blood in your urine?
	|_|
	Yes
	|_|
	No

	Any problems with control of urination?
	|_|
	Yes
	|_|
	No

	Any hot flashes or sweating at night?
	|_|
	Yes
	|_|
	No

	Do you have menstrual tension, pain, bloating, irritability, or other symptoms at or around time of period?
	|_|
	Yes
	|_|
	No

	Experienced any recent breast tenderness, lumps, or nipple discharge?
	|_|
	Yes
	|_|
	No

	Date of last pap and rectal exam?      

	

	MEN ONLY

	

	Do you usually get up to urinate during the night?
	|_|
	Yes
	|_|
	No

	If yes, # of times      

	Do you feel pain or burning with urination?
	|_|
	Yes
	|_|
	No

	Any blood in your urine?
	|_|
	Yes
	|_|
	No

	Do you feel burning discharge from penis?
	|_|
	Yes
	|_|
	No

	Has the force of your urination decreased?
	|_|
	Yes
	|_|
	No

	Have you had any kidney, bladder, or prostate infections within the last 12 months?
	|_|
	Yes
	|_|
	No

	Do you have any problems emptying your bladder completely?
	|_|
	Yes
	|_|
	No

	Any difficulty with erection or ejaculation?
	|_|
	Yes
	|_|
	No

	Any testicle pain or swelling?
	|_|
	Yes
	|_|
	No

	Date of last prostate and rectal exam?      

	

	OTHER PROBLEMS

	

	Check if you have, or have had, any symptoms in the following areas to a significant degree and briefly explain.



	|_|
	Skin      
	|_|
	Chest/Heart      
	|_|
	Recent changes in:      

	|_|
	Head/Neck      
	|_|
	Back      
	|_|
	Weight      

	|_|
	Ears      
	|_|
	Intestinal      
	|_|
	Energy level      

	|_|
	Nose      
	|_|
	Bladder      
	|_|
	Ability to sleep      

	|_|
	Throat      
	|_|
	Bowel      
	|_|
	Other pain/discomfort:      

	|_|
	Lungs      
	|_|
	Circulation      
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Donor  Information  

Name   (Last, First, M.I.) :               M        F  DOB :             

Marital  s tatus :    Single        Partnered        Married        Se parated        Divorced        Widowed  

Previous or  r eferring  d octor :             Date of last physical e xam :             

 

PERSONAL HEALTH  HISTORY  

 

Childhood  i llness :     Measles        Mumps        Rubella        Chickenpox        Rheumatic Fever        Polio  

Immunizations and  d ates :    Tetanus               Pneumonia             

  Hepatiti s               Chickenpox             

  Influenza               MMR  Measles, Mumps, Rubella             

Step 1. I consent to help save lives by becoming an organ and tissue donor for:  

1. Transplant only, or                    

 

Step 2. I wish to donate:  

1.   Any needed organs and tissue, or   

2.   Any needed organs and tissue except for those indicated below  

Check only organs and tissue you do not want to donate. If you would like to donate all needed organs and tissue, check the b ox above.  

  A. Kidneys B. Hea rt C. Eyes D. Bone E. Liver F. Lung G. Skin H. Pancrea s  

B y signing below, I am consenting to be an organ and tissue donor after my death.  

Name (as it appears on your health card)  Signat ures:  

Date (yyyy/mm/dd)  

Health Card Number  Date of Birth (yyyy/mm/dd)  

Telephone Number  

Mailing Address   

City  Province  P ostal Code  

 

For information about organ and tissue donation visit   [Website Name]   If you have questions about registering, changing or withdrawing your consent, visit us at   [ADDRESS]  or call us at:   [ CALL]  

Notice  –   The personal information you provide on this form is collected by the  [ORGANIZATION]   for the purpose of recording your decision to be an organ and tissue donor. It may be used and  disclosed in accordance with the Personal Health Information Protection Act, 2004, as described in the Ministry’s “Statement  of Inform ation Practices” posted at Ontario.ca/health. The Trillium Gift of Life  Network will collect this information from the Ministry in accordance with section 8.19 of the Trillium Gift of Life Network  Act for the purpose of facilitating organ and tissue transp lants and research as  well as sharing this information with your family so that they can  honor   your wishes at end of life. If you have questions about the collection, use and/or disclosure of your personal information, p lease  see above for details about h ow to contact us.  

 

