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DOCUMENT OF ANATOMICAL GIFT  
AUTHORIZATION FOR ORGAN AND TISSUE DONATION 

I / You,    give permission for 
       (Name of Authorizing Person) 

the donation of anatomical gifts from  
(Name of Donor) 

to benefit humanity as set forth in this Document of Anatomical Gift.  This Document is being completed:

 In-person and witnessed  Via telephone and recorded 
[  ] Copy of document provided          [  ] Copy of document to be mailed. 

If recorded, a copy of this conversation is available upon request. 

I / You grant permission for the recovery of the following Organs and/or Tissues for purposes of:

Transplantation  Yes   No        Research   Yes   No         Education and Training  Yes   No 

ORGANS TISSUES 
Heart  Yes   No   N/A Eyes  Yes   No   N/A 
Lungs  Yes   No   N/A Corneas  Yes   No   N/A 
Liver  Yes   No   N/A Heart for Valves/Pericardium  Yes   No   N/A 
Kidneys  Yes   No   N/A Blood Vessels (Arteries and Veins)  Yes   No   N/A 
Intestines  Yes   No   N/A Skin  Yes   No   N/A 
Pancreas or islet cell  Yes   No   N/A BONE AND CONNECTIVE TISSUE OF: 

(includes ligaments, tendons & supporting structures) 
Upper Arm  Yes   No   N/A 
Lower Arm  Yes   No   N/A 
Lower Extremities  Yes   No   N/A 
Pelvis  Yes   No   N/A 
Ribs  Yes   No   N/A 

Other organ or tissue donation requests:   None or Specify:  

I / You grant permission for: 
• Any testing, examinations, and procedures that may be necessary to determine the medical eligibility of

this gift. This includes, but is not limited to, testing for and reporting of transmissible diseases such as
HIV and Hepatitis; removal of adjacent blood vessels for organ transplantation; collection of
inguinal/abdominal lymph nodes and spleen; performing photographic or other imaging procedures;
and the collection and archiving of blood samples.

• The release of any information, including medical information found within sources to include, but not
limited to, hospital records, death certificates, and any and all records and reports of a Medical
Examiner, Coroner or Pathologist (e.g. autopsy reports), and information relating to HIV and Hepatitis
to determine organ and tissue eligibility. This information maybe released to other appropriate
agencies.

 I / You understand that: 
• Expenses related to the evaluation, maintenance, recovery, and placement of the organs and tissues

will be paid by the recovery organization(s). 
• Funeral and burial expenses are not the responsibility of the recovery organization(s).
• The donation process may take several hours to complete, and the release to the funeral home or

coroner/medical examiner’s office, when applicable, will occur after the recovery process has
concluded.

Name of Donor              Date of Birth              ID # 
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I / You further understand that: 
 I / you may, by this document, limit the use of the bones or tissues, including skin, that are

donated or types of organizations that recover, process, or distribute the donation.
 Donated bones or tissues, including skin, may have numerous uses, including for

reconstructive and cosmetic purposes, and multiple organizations, including nonprofit and for-
profit organizations, may recover, process, or distribute the donations. In addition, recovered
tissues maybe distributed internationally.

 It may be necessary to transport the Donor to another location for the purpose of tissue
recovery.

 I / You specify the following limitations on the use of bones or tissues or on the types of
organizations that recover, process, or distribute the donation.

 None  Specific limitations: 

Initials of Authorizing Person* 
I / You have been given: 

• The option to receive information about how donated organs and/or tissue were used.
• The opportunity to ask questions about the donation process
• An explanation of donation options in a language that I / you understand.

Having read this Document of Anatomical Gift in its entirety, or having had it read to me, I / you now give this 
authorization freely without expectation of any compensation: 

Print Name of Authorizing person SIGNATURE - Authorizing Person* Date / Time Signed 

Relationship to Donor 

Street Address City, State, Zip Telephone Number 

Print Name of Witness SIGNATURE – Witness* Date / Time Signed 

Print Name of Person completing this form SIGNATURE - Person completing form Date / Time Signed 

Name of organization retaining taped consent 

*The person completing this form via telephone should initial the space above as appropriate.
The following contact information is provided for use by the authorizing person(s):
 UW Organ and Tissue Donation 

450 Science Drive, Suite 220 
Madison, Wisconsin 53711-9135 
Phone: 866-894-2676 

 Lions Eye Bank of Wisconsin 
2401 American Lane 
Madison, WI 53704 
Phone: 877-233-2354 

 BloodCenter of Wisconsin/ 
Wisconsin Donor Network - OPO 
638 North 18th Street 
Milwaukee, WI  53233 
Phone: 800-722-8230 

 American Tissue Services 
Foundation  
5940 Seminole Centre Court, Suite #210 
Madison, WI  53711 
Phone: 866-497-7878 

 RTI Donor Services 
8120 Forsythia St. Suite 2 
Middleton, WI. 53562 
Phone: 877-733-3700 

 BloodCenter of Wisconsin/ 
Wisconsin Tissue Bank 
638 North 18th Street 
Milwaukee, WI  53233 
Phone: 800-722-8230 

Name of Donor              Date of Birth              ID # 
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		DOCUMENT OF ANATOMICAL GIFT 


AUTHORIZATION FOR ORGAN AND TISSUE DONATION





I / You,                                                                                                                                give permission for


                                            (Name of Authorizing Person)

the donation of anatomical gifts from 










(Name of Donor)


to benefit humanity as set forth in this Document of Anatomical Gift.  This Document is being completed:

 FORMCHECKBOX 
 In-person and witnessed                                    FORMCHECKBOX 
 Via telephone and recorded




[  ] Copy of document provided                            [  ] Copy of document to be mailed.


If recorded, a copy of this conversation is available upon request.


I / You grant permission for the recovery of the following Organs and/or Tissues for purposes of:

Transplantation  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No        Research   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No         Education and Training  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

		ORGANS

		

		TISSUES

		



		Heart

		 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A

		Eyes

		 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A




		Lungs

		 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A


		Corneas

		 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A




		Liver

		 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A


		Heart for Valves/Pericardium

		 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A



		Kidneys

		 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A


		Blood Vessels (Arteries and Veins)

		 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A



		Intestines

		 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A

		Skin

		 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A



		Pancreas or islet cell

		 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A

		BONE AND CONNECTIVE TISSUE OF: 


(includes ligaments, tendons & supporting structures)

		



		

		

		Upper Arm

		 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A



		

		

		Lower Arm

		 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A



		

		

		Lower Extremities

		 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A



		

		

		Pelvis

		 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A



		

		

		Ribs

		 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 N/A



		Other organ or tissue donation requests:   FORMCHECKBOX 
 None or Specify:    








I / You grant permission for: 


· Any testing, examinations, and procedures that may be necessary to determine the medical eligibility of this gift. This includes, but is not limited to, testing for and reporting of transmissible diseases such as HIV and Hepatitis; removal of adjacent blood vessels for organ transplantation; collection of inguinal/abdominal lymph nodes and spleen; performing photographic or other imaging procedures; and the collection and archiving of blood samples.


· The release of any information, including medical information found within sources to include, but not limited to, hospital records, death certificates, and any and all records and reports of a Medical Examiner, Coroner or Pathologist (e.g. autopsy reports), and information relating to HIV and Hepatitis to determine organ and tissue eligibility. This information maybe released to other appropriate agencies.


 I / You understand that:


· Expenses related to the evaluation, maintenance, recovery, and placement of the organs and tissues will be paid by the recovery organization(s). 


· Funeral and burial expenses are not the responsibility of the recovery organization(s). 


· The donation process may take several hours to complete, and the release to the funeral home or coroner/medical examiner’s office, when applicable, will occur after the recovery process has concluded.
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I / You further understand that:


· I / you may, by this document, limit the use of the bones or tissues, including skin, that are donated or types of organizations that recover, process, or distribute the donation.


· Donated bones or tissues, including skin, may have numerous uses, including for reconstructive and cosmetic purposes, and multiple organizations, including nonprofit and for-profit organizations, may recover, process, or distribute the donations. In addition, recovered tissues maybe distributed internationally.


· It may be necessary to transport the Donor to another location for the purpose of tissue recovery.


· I / You specify the following limitations on the use of bones or tissues or on the types of organizations that recover, process, or distribute the donation.





 FORMCHECKBOX 
 None      FORMCHECKBOX 
 Specific limitations: 




Initials of Authorizing Person*


I / You have been given:


· The option to receive information about how donated organs and/or tissue were used.


· The opportunity to ask questions about the donation process


· An explanation of donation options in a language that I / you understand. 


		Having read this Document of Anatomical Gift in its entirety, or having had it read to me, I / you now give this authorization freely without expectation of any compensation:






		

		Print Name of Authorizing person

		

		SIGNATURE - Authorizing Person*

		

		Date / Time Signed

		



		



		

		Relationship to Donor

		



		



		

		Street Address

		

		City, State, Zip

		

		Telephone Number

		



		



		

		Print Name of Witness

		

		SIGNATURE – Witness*

		

		Date / Time Signed

		



		



		

		Print Name of Person completing this form

		

		SIGNATURE - Person completing form

		

		Date / Time Signed

		



		



		

		Name of organization retaining taped consent

		

		

		

		

		





*The person completing this form via telephone should initial the space above as appropriate.


The following contact information is provided for use by the authorizing person(s):


		 FORMCHECKBOX 
 UW Organ and Tissue Donation

450 Science Drive, Suite 220


Madison, Wisconsin 53711-9135


Phone: (866)  894-2676

		 FORMCHECKBOX 
 Lions Eye Bank of Wisconsin


2401 American Lane


Madison, WI 53704


Phone:  (877) 233-2354

		 FORMCHECKBOX 
 BloodCenter of Wisconsin/


Wisconsin Donor Network - OPO


638 North 18th Street


Milwaukee, WI  53233

Phone:  (800) 722-8230



		 FORMCHECKBOX 
 American Tissue Services Foundation 


5940 Seminole Centre Court, Suite #210 


Madison, WI  53711


Phone:   888-560-6001

		 FORMCHECKBOX 
 RTI Donor Services


8120 Forsythia St. Suite 2


Middleton, WI. 53562

Phone:  (877) 733-3700

		 FORMCHECKBOX 
 BloodCenter of Wisconsin/


Wisconsin Tissue Bank


638 North 18th Street


Milwaukee, WI  53233

Phone:  (800) 722-8230








Name of Donor
                                                                                 Date of Birth                                      ID #




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.7
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


	I  You: 
	the donation of anatomical gifts from: 
	Inperson and witnessed: Off
	Via telephone and recorded: Off
	I  You grant permission for the recovery of the following Organs andor Tissues for purposes of: Off
	undefined: Off
	undefined_2: Off
	undefined_3: Off
	undefined_4: Off
	undefined_5: Off
	undefined_6: Off
	undefined_7: Off
	undefined_8: Off
	undefined_9: Off
	undefined_10: Off
	undefined_11: Off
	undefined_12: Off
	undefined_13: Off
	undefined_14: Off
	undefined_15: Off
	undefined_16: Off
	None or Specify: Off
	undefined_17: 
	None: Off
	Specific limitations: Off
	Print Name of Authorizing person: 
	Relationship to Donor: 
	Street Address: 
	City State Zip: 
	Print Name of Witness: 
	Print Name of Person completing this form: 
	Name of organization retaining taped consent: 
	UW Organ and Tissue Donation: Off
	Lions Eye Bank of Wisconsin: Off
	BloodCenter of Wisconsin: Off
	American Tissue Services: Off
	RTI Donor Services: Off
	BloodCenter of Wisconsin_2: Off
	Name of Donor: 
	Date of Birth: 
	ID: 
	Text1: 


