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Donor Registration Form   
Please complete all sections & email to the Live Donor Team (see details on page 3)
Title:                                     First Name:                                         Surname:

Maiden Name:


Date of Birth:                                                  Gender:  Male            Female

Permanent Address: 
Contact details:   

	Landline no:
	

	Mobile no:
	

	Email address:
	


Religion:                                                        Ethnicity:  

NHS No: _________________________  

(This 10 digit number is mandatory for arranging your appointment & can be obtained from your GP)

General Practitioner details:    

Name: 
Address:

Telephone no:
Next of Kin details: 

Name:

Address:

Telephone no:

Details of the person you wish to donate to:

	Name of the person you wish to donate to:
	

	Your relationship to this person:
	

	Which clinic or dialysis unit do they attend?
	

	Which Nurse/Consultant looks after this person?
	


Donor Health Information Form
Please return the completed health questionnaire and donor registration form to the live donor team (contact details overleaf).  Thank you.

By returning this form we will assume you are happy for us to contact your GP for your medical records if required.

Have you ever been hospital?
No
         Yes
Details?

Have you ever been to hospital?
No
Yes

Had any operations?

No
Yes


Do you attend your GP regularly?
No
Yes

Are you on any medication?
No
Yes




Taking the Pill, HRT or Aspirin? 
No
Yes                  Do you smoke?                     No        Yes

Are you pregnant/planning a pregnancy   No   Yes


Are you pregnant / planning a pregnancy?
No

Yes


Do you smoke?



No 

Yes


Have you been diagnosed with any of the following?




High blood pressure

No

Yes

Diabetes

No

Yes

Angina / heart disease
No

Yes

Stroke


No

Yes

Kidney stones


No

Yes

Cancer


No

Yes

Blood clot


No

Yes

Have you travelled abroad within the past 12 months?
No

Yes

What is your height?

_____

What is your weight?


______

Were you affected by COVID-19?




Did you suffer any COVID symptoms

No

Yes


If yes please state your symptoms

____________________________________________

Were you swabbed for COVID

No

Yes

Were you confirmed as positive for COVID 
No

Yes          Date: _______________

What was the date of your illness

_______________

PLEASE NOTE 

Please send this form by email if you can as the post is very unreliable – thank you

Live Donor Co-ordinator Contact Details:



Harvinder Kaur Dulku
0203 313 8145

Email:  h.dulku@nhs.net
Honeylet Orr


0203 313 1926

Email:  h.orr@nhs.net
Nicola McKenna

0203 313 5322

Email: nicola.mckenna1@nhs.net
Live Donor Team administrator:  

John Pearson

0203 313 5349

Live Donor Co-coordinator Office, 2nd Floor, Hamm House, 

Hammersmith Hospital, Du Cane Road, London W12 0SU

	FOR HOSPITAL USE:

Date received:
Date reviewed:

Hospital no.


	Recipient details checked:
	


If you answered YES to any of the questionnaires above – please give details:  



























































    


 Thank you. 





Please list any medicines you take:
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