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Hartford Hospital Kidney Donor Registration Form 
 

Living Kidney Donor Demographics 
 

Name Prefix Patient Last Name Patient First Name Patient Middle Name 
 
 

Name Suffix 

Street Address City State Country Zip 
 
 
 

Date of Birth Social Security # 
 

Home Phone (     ) 
Other Phone (      ) 

Other Phone Use 
  2nd line 
  Neighbor 
  ___________________ 

Sex 
  Female 
  Male 

Race 
  White            American Indian 
  Black   Spanish/Hispanic 
  Asian   Pac Islander/Haw 
  Other ______________________ 

Marital Status 
   Single    Married    Divorced    Widowed    Legally Separated 
Religion (Check one) 
  No specific   Congregational   Lutheran   Orthodox   Jewish   Other ________________ 
  Baptist   Episcopal   Methodist   Presbyterian   Catholic   Jehovah Witness 
Church and Location Faith is Practiced: 
__________________________________________________________________________________________ 
Employer Employer Address Employer Telephone # 

(      ) 
 

Employer Contact Occupation Length of Employment Date of Retirement 
 

 

Emergency Contact #1 
 

Name Sex 
  Female 
  Male 

Contact Home Phone 
(      ) 

Contact Work Phone 
(      ) 

Address Relationship to Donor 
 
 

 

Emergency Contact #2 
 

Name Sex 
  Female 
  Male 

Contact Home Phone 
(      ) 

Contact Work Phone 
(      ) 

Address Relationship to Donor 
 
 

 

Name of Recipient Relationship to Recipient 
 

 


