DONOR’S HISTORY
This Information is Required for filling out Death Certificate

Donor’s  Name: 

















 First Name


Full Middle Name


   Last Name

Donor’s  Maiden Name (If Applicable) 





 Date of birth:  




Birthplace City 





  Birthplace State 





Current Address: 











City: 




County



 State: 

  Zip: 




Residence within City Limits    Yes     No     Length of time at residence: 


   email 




Current Phone Number: 




Cell Phone Number 




Social Security Number:
 


      Sex (M/F)

     Served in Armed Forces:     Yes            No    
 
(indicate type of work done during most of working life, DO NOT USE RETIRED)
Usual Occupation 




    Kind of Business/Industry 





Height: 





Weight:  





Do you have any preexisting conditions/health problems (if so, please list them below use back if needed)?    Yes      No

Surgical History:  










 

Do you have a PACEMAKER? 


 
Do you use Tobacco?





Marital Status:  (  ) Married 
(  ) Single
(  ) Widowed
     (  ) Divorced
Surviving Spouse’s Name (give name prior to first marriage):



 







     




    First

         Full
Middle


Last

Names of Donor’s Living Children  (Ages if under 18) :









Donor’s  Father's Name: 









    

Donor’s Father’s Birth City and State:  










Donor’s  Mother’s Name: 









    

Donor’s Mother’s Birth City and State: 










Donor’s  Mother’s Last Name (before first marriage):  







(Continued ( )
Donor’s Highest level of Education: 



  Degree / Diploma Obtained: 




Donor’s  race/ethnic background:  




  
Is Donor of Hispanic Origin:   Yes 
No                     

Person to contact after your death (REQUIRED):  

Name:  






  Relationship to you:  





Address:  













City:  



             
     State:  

      Zip:  




Phone:  


             

Cell Phone: 






Please give an alternate contact (REQUIRED):

Name:  






  Relationship to you:  





Address:  













City:  



             
     State:  

      Zip:  




Phone:  


             

Cell Phone: 







Please return this form to:   


WWAMI Medical Education Program


Washington State University


Box 643510


Pullman, WA 99164-3510


(509) 335-2602













  (Over)


