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Anatomical Gift Program Donation Registration Form

Please provide the following information to register with our program. We realize some information may change before the
donation, but we have found it beneficial for both you and your next of kin to collect your wishes in advance and ensure
your intentions are honored within the program. This information is for completion of the Arkansas State Death Certificate

Complete legal name (first, middle, last, suffix):

Date of Birth Place of Birth
Primary phone number: Alternate phone number:
Social Security Number: Email:

Have you ever been in the Armed Forces? OYes ONo Gender: O Male O Female

Residence address (must reside in Arkansas to register)

Is residence within city limits? QO Yes ONo  Residence county:

Current marital status: © Married Q Divorced O Married, but separated QNever married Q Widowed

If married, provide spouse’s full name (if wife, maiden name):

Father’'s name (first, middle, last):

Mother’ s maiden name (first, middle, last)-:

Usual occupation before retirement: Business or industry:

Education Level: O 8th grade or less O Bachelor’s degree (e.g., BA, AB, BS)
O 9th-12th; no diploma O Master’s degree (e.g., MA, MS, MEng, MEd, MSW, MBA)
© High School Graduate, GED O Doctorate (e.g., PhD. EdD) or Professional Degree

O Some College credit, but no degree  © Unknown
O Associate degree (e.g., AA, AS)

Hispanic Origin: O No, not Spanish/Hispanic/Latino O Yes, Mexican, Mexican American, Chicano
O Yes, Puerto Rican O Yes, Cuban
O Yes, Other Spanish/Hispanic/Latino O Unknown
Please specify

Race: O White O Filipino O Guamanian or Chamorro
O Black or African American O Japanese O Samoan
O American Indian or Alaska Native © Korean O Other Pacific Islander
Name of tribe O Vietnamese Specify
O Asian Indian O Other Asian O Other, Specify
O Chinese O Native Hawaiian O Unknown



4301 W. Markham St., #510 University of Arkansas for Medical Sciences
Little Rock, AR 72205-7199

Anatomical Gift Program
2 Department of Neuroscience ®
ELE‘; \7 College of Medicine ®
%) & iy
i)

MAIN: 501-686-7019
FAX: 501-296-1267

medicine.UAMS.edu/neuroscience

Next of kin name and address:

Nest of kin email address:

Next of kin relationship to donor: Phone:

Returning cremated remains: OFamin will pick up cremains from UAMS OMaiI cremains to family/individual listed
OBury cremains at Forrest Hills Memorial Park in Alexander, AR.

Provide the name, address, and phone number of the individual or institution to return the cremains to, if different from
next of kin.
O Same as next of kin

Name Email address

Address Phone
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Anatomical Donation Medical History

Please check any medical conditions that apply and provide as much detail below, including dates, if possible.
Specify any other conditions not listed that may be related to surgery, disease, or an accident.
Due to HIPAA privacy and confidentiality concerns, we cannot access any patient records. If your medical conditions were
treated at UAMS, we will still need the information here for our files.

o Tested positive for HIV or Aid's

o Tested positive for any form of Hepatitis Surgery o Orthopedic surgery (specify)
o Tested positive for Tuberculosis o Hysterectomy o Trauma surgery (specify)

o Chronic obstructive pulmonary disease (emphysema) Prostatectomy o Amputation (specify)

o Cancer (specify type) o Knee o Appendix

o D Heart disease (specify) o Shoulder o Gall bladder

o DCongenital variation (specify) o Hip o Spleenectomy

Implanted devices o Heart o Colon resection

o Joint replacement (specify) o Venous Port o Gastric bypass

o Pacemaker o Vascular surgery (specify)

o Venous Port
Please specify, using additional paper if needed

Please note some rare conditions may apply at time of death, infectious diseases, morbid obesity, emaciated, or the
program is at capacity for donors. Or due to staffing issues donors during any of these events would not be accepted into
the UAMS Anatomical Gift Program.
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Pursuant to the provisions of the UNIFORM ANATOMICAL GIFT ACT

(§§ 20-17-601 through 20-17-607) of the State of Arkansas, | hereby give my whole body, to be
delivered after my death as provided in the aforementioned law, to the Anatomical Gift Program
in the Department of Neurobiology and Developmental Sciences at the University of Arkansas for
Medical Sciences to be used in medical education, teaching and research. To fulfill the purposes
hereby intended my body is not to be autopsied.

Yes No | wish to have my ashes returned to my family.

Yes. No My body may be used for education, teaching and research in any manner that the University of
Arkansas for Medical Sciences deems necessary, including out of state teaching facilities.

Yes. No My body may be utilized for education, teaching and research at other teaching facilities and
Universities in the state of Arkansas only.

Yes. No Organs or parts of my body may be permanently preserved for education and teaching purposes at
the University of Arkansas for Medical Sciences.

| understand that there are reason at time of death that may cause my donation to be rejected. Those
include, HIV/Aid's, Tuberculosis, any form of Hepatitis, Sepsis, MRSA, Obesity, Emaciation, program
capacity and staffing issues.
Complete and sign this form. Mail the form in the enclosed prepaid envelope to: Anatomical Gift Program, Department of
Neurobiology and Developmental Sciences #510, 4301 West Markham Street, Little Rock, Arkansas 72205-7199. (501)
686-7019.

Print Full Name

Signature

Print Address

Telephone Number

Date of Birth Social Security

Witness Signatures:

Witness: Date:

Relationship to donor:

Witness: Date:

Relationship to donor:
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