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Active Military?

1312 Brookview Dr. Toledo OH 43615
Email: stan@kidneysincommon.org
beata@kidneysincommon.org
Phone number: 713.828.8213

Date of birth:

Home address:

Mailing address:

Email:

Social Security Number:

Yes No Birthplace: U.S. Other U.S. Citizen?
Yes No

Marital status:
Single Married Divorced Widowed Other

If married, spouse’s name:

First name:                                      Middle initial:                            Last name:

Home phone:                               Cell:                            Work:

If yes, name of company:

Occupation:

Yes No
Do you have 
medical insurance?

How long have you known the recipient?

I want to donate a kidney but I do not know anyone who needs a transplant.

What motivated you to come forward as a donor?

Yes No

If yes, is it important for you to meet the recipient? Yes No

I want to donate a kidney 
to a specific person. Yes No

If yes, name of recipient:

Mr.            Mrs.           Miss            Ms.

PERSONAL INFORMATION

How did you learn about Kidneys in Common?

Living Kidney 
Donor Intake Form

Thank you for the interest in becoming a kidney donor. 
You are a very special person and we are proud and privileged to be 
working with you on this lifesaving mission. Please fill out our Kidney 
Donor Intake Form. This will be reviewed by one of our medical 
professionals. Please complete all of the following as accurately 
as possible. All the information contained in this form is strictly 
confidential and will be hold in strict accord with HIPAA regulations.
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Age: Gender: Weight: Height: Blood type:
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In general, would you describe your health as:

Do you see a physican or psychiatrist regularly? If yes, please answer:
Primary care physician: Location: Phone:

Other physician: Location: Phone:

Have you EVER been diagnosed with or treated for the following:
(Please review carefully and select the appropriate answer in each section.)

SECTION A

SECTION B

Yes No

Have you EVER been diagnosed with or treated for the following:
(Please review carefully and select the appropriate answer in each section.)

1.    Hypertension or high blood pressure

2.    Diabetes Mellitus or high glucose (blood sugar)

3.    Kidney stones. If yes, how many? 

5.    Kidney infections. If yes, how many? 

8.    Liver disease, Hepatitis (A, B, C types) or jaundice

9.    Cardiac problems (heart attack, heart failure, surgery, stroke, arrhythmia)

10.  Lung disease (emphysema, asthma, bronchitis, pneumonia, sleep apnea)

11.  Neurological problems (epilepsy, seizures, stroke, paralysis, blindness, deafness) 

12.  HIV infection or AIDS

Yes No1. 

Yes No2. 

Yes No3. 

Yes No4. 

Yes No5. 

Yes No6. 

Yes No7. 

4.    Kidney diseases �polycystic kidney dis����, IgA nephropathy, lupus nephritis, glomerulonephritis) 

6.    Urinary tract infections. If yes, how many? 

7.    Cancer (including skin cancers, melanoma)

13.  Lupus, Rheumatoid arthritis, or OTHER connective tissue/auto-immune disease

14.  High cholesterol

Yes No8. 

Yes No9. 

Yes No10. 

Yes No11. 

Yes No12. 

Yes No13. 

Yes No14. 

Excellent Very good Good Poor

15.  Thyroid problems (hypothyroidism [low] or hyperthyroidism [high])

16.  Psychiatric illness (depression, schizophrenia, bipolar disorder, suicide attempts) 

Yes No15. 

Yes No16. 

MEDICAL INFORMATION
Date of birth:NAME:

PHYSICIAN INFORMATION

MEDICAL HISTORY

17.  Organ transplant (Kidney, liver, cornea, heart, skin, bone, lung)

18.  Blood clots (Deep vein thrombosis, pulmonary embolism: in legs, arms, lungs, other) 

Yes No17. 

Yes No18. 

Living Kidney  Donor Intake FormLiving Kidney  Donor Intake Form
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Have you EVER been diagnosed with or treated for the following:
(Please review carefully and select the appropriate answer in each section.)

SECTION B CONTINUED

20.  Stomach/gastrointestinal problems (Ulcer, reflux, colitis,  polyps, Crohns, other)

21.  Have you EVER had any surgeries? (If yes, list surgery and date)

Yes No20. 

Yes No21. 

22.  Have you had immunizations or vaccinations in the past 12 months? 

23.  ANY OTHER MEDICAL ILLNESS OR HOSPITALIZATIONS? 

Yes No22. 

Yes No23. 

Obstetrics and gynecologic history: WOMEN ONLY 
SECTION C

1.  Have you ever been pregnant? 

2.  Did you have any miscarriages? If yes, how many?  

3.  Did you have high blood pressure, swelling of the feet, or seizures during pregnancy?

4.  Did you have diabetes during pregnancy? 

5.  Date of last mammogram: 

Yes No1. 

Yes No2. 

Yes No3. 

Yes No4. 

Yes No5. 

6.  Date of last pap smear: 

7.  Are you currently using any hormonal contraception? (Pills, vaginal ring, patch)

Yes No6. 

Yes No7. 

Any abnormalities?  If yes, please explain.

Any abnormalities?  If yes, please explain.

If yes, give the name of the agent or medication:

If no what are you using for birth control:

8.  If you have stopped having periods, are you using any hormonal 
      medications (hormone replacement therapy) to prevent hot flashes,
      weakening of the bones (osteoporosis) etc?
      If yes, please specify the name of medication:

Yes No8. 

MEDICATION USE and ALLERGIES (ALL DONORS MUST ANSWER)
SECTION D

1.  Do you take any prescription medications on a regular basis?
      If yes, list the medications and dosage here: 

Yes No1. 

 If YES to any condition in section B, explain the date of diagnosis, treatment given 
and if currently on any medications. See page 8 for extra space.

Date of birth:NAME:

19.  Bleeding disorders Yes No19. 

PAGE 3
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CONTINUED MEDICATION USE and ALLERGIES (ALL DONORS MUST ANSWER)
SECTION D

2.  Do you take over-the-counter medications, vitamins, or herbal
      medications on a regular basis?
      If yes, list the names and dosage here: 

Yes No2. 

3.  ALLERGIES: Are you allergic to ANY medications or materials?
      If yes, please list and explain the symptoms here: 

Yes No3. 

SECTION E

1.  Do you have ANY OBJECTION (religious or other reason) to receiving a
      blood transfusion if deemed medically necessary by your physicians?

2. Have you ever received a blood transfusion or blood products?
        If yes, please explain when and why. 

3.  Do you donate blood? 
      If YES, how o�en?                                   Date of last donation:

4.  Were you ever refused as a blood donor or told not to donate?
        If YES, please explain when and why.

Yes No1. 

Yes No2. 

Yes No3. 

Yes No4. 

BLOOD TRANSFUSION AND DONATION

SECTION F

1.  In the past three years, have you traveled outside the U.S.? (except Canada)
      If YES, which countries?

2. Did you get an illness or infection during your trip? If YES, please explain
      the symptoms and diagnosis (if known).
3.  Did you take medications to prevent malaria?
      Indicate all that apply:

Yes No1. 

Yes No2. 

Yes No3. 
Yes No

TRAVEL HISTORY

a. Currently taking anti-malarial drugs: 
b. Took anti-malarial drugs in the past. If yes, when:
c. History of malaria: Yes No

Date of birth:NAME:

PAGE 4
Living Kidney  Donor Intake Form



DONOR 
INFORMATION
PAGE 5 OF 8

SOCIAL HISTORY
SECTION G

1.  Do you use tobacco products? If YES, please specify what type. 
      Answer all that apply:

Cigarettes (Amount): Cigars (Amount):

Pipe (Amount): Smokeless (Amount):

How long have you used tobacco?

2.  Do you consume alcohol products? 
      If YES, please specify below:

Alcohol type: Amount: How o�en?

Yes No1. 

Yes No2. 

Yes No3. 3.  Have you ever used illegal drugs or substances in any form? 
      (e.g. cocaine, marijuana, heroine, LSD, steroids, inhalants or others including 
       introvenous drugs - injected int arms, legs, veins, etc.)

If YES, please exlplain below:

4.    Have you had contact with anyone with tuberculosis or have you
         recieved BCG vaccination for childhood tuberculosis?

Yes No4. 

5.    Within the past 12 months have you received a tattoo, ear/body 
        piercing or acupuncture?

Yes No5. 

6.    Have you ever been incarcerated? Yes No6. 

7.    Are you currently working? Yes No7. 

9.    Who lives at home with you?

8.    What is your occupation?

Yes No8. 10.   Will you have assistance at home from friends or family a�er the
          surgery? Please explain.

Date of birth:NAME:

PAGE 5
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FAMILY HISTORY: Please refer to immediate family (parents and siblings)
SECTION H

1.  Are you adopted? If YES, pleas refer to BIOLOGICAL FAMILY ONLY. If you 
      have no information about your biological family, please write  that below.

2.  Any family history of diabetes mellitus? (elevated blood sugar, high glucose) 

Yes No1. 

Yes No2. 

3.  Any family history of hypertension of high blood pressure? Yes No3. 

5.  Any family history of cancers? Yes No5. 

4.  Any family history of kidney diseases, kidney stones, or dialysis? Yes No4. 

7.  Any other disease that runs in your family, including aunts, uncles, cousins
       or grandparents or other unusual famly history that we should know?

Yes No7. 

6.  Any family history of heart disease? Yes No6. 

 If yes, which family member? 

 If yes, which family member? 

 If yes, which family member? 

 If yes, which family member? 

 If yes, which family member? 

GENERAL WELL-BEING: Are you currently experiencing any of the following 
on a regular basis, or have any symptoms that are concerning to you? 
If yes, explain at the space provied at end of this form.

SECTION I

1.  Flu-like illness, sore throat, weight loss or gain, excessive fatigue, joint aches

2.  Fevers, night sweats, chills, skin rashes, sores in your mouth or genitals

3.  Cough, shortness of breath, wheeaing, gasping for air

5.  Headaches, blurred vision, dizziness, light headedness, seizures

8.  WOMEN: Irregular or heavy periods, abnormal vaginal bleeding

Yes No1. 

Yes No2. 

Yes No3. 

Yes No4. 

Yes No5. 

Yes No6. 

Yes No7. 

4.  Chest pain, pressure or heaviness, leg pain on walking or climbing

6.  Burning or pain or urinatin, blood in the urine, frothy urine

7.  Diarrhea, constipation, blood in the stool, nausea, vomiting, lack 
      of appetite, trouble chewing or swallowing

Yes No8.       MEN: Testicular lumps or masses

Date of birth:NAME:

PAGE 6
Living Kidney  Donor Intake Form



DONOR 
INFORMATION
PAGE 7 OF 8

GENERAL WELL-BEING: Are you currently experiencing any of the following 
on a regular basis, or have any symptoms that are concerning to you? 
If yes, explain at the space provied at end of this form.

SECTION I

9.  Skin examination: Abnormal moles or moles changing shape or color

10.  Other symptoms or concerns about your health? (please explain)

11.  Do you exercise? If yes, how many times per week?

12.  Would you like a consultation with a dietician/nutrition specialist
         who works with the transplant program to discuss your health, 
         nutrition and lifestyle choices?

Yes No9. 

Yes No10. 

Yes No11. 

Yes No12. 

How long?    What kind of exercise?

CONTINUED

What is your highest adult weight? What is your lowest adult weight?

SECTION K

1.  Have you truthfully answered all questions about your medical 
      condition and behavioral risk factors to the best of your knowledge?

2. Do you have any concerns that would make you think that you should
      not proceed with donor workup or surgery?

Yes No1. 

Yes No2. 

Date of birth:NAME:

SECTION J

1.  Do you have a Primary Care Physician (PCP)?

2.  If no, would you like us to find you a PCP?

3.  Do you give us permission to contact your PCP on your behalf?

5.  Do you give us permission to receive all medical results that are
       that are necessary to evaluate your suitability as a living donor?

Yes No1. 

Yes No2. 

Yes No3. 

Yes No4. 

Yes No5. 

Yes No6. 

4.  Do you give us permission to order blood tests for you that are necessary
        to evaluate your suitability as a living donor?

6.  Do you give us permission to release your medical results to APKD
       (Alliance for Paired Kidney Donation) and/or transplant center?
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If YES to any condition in SECTION B, explain the 
date of diagnosis, treatment given and if currently on 

any medications in the space provided on page 8.

Living Kidney  Donor Intake Form
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DETAILED INFORMATION:  If YES to any condition in section B, explain the 
date of diagnosis, treatment given and if currently on any medications
in the space provided below: 

SECTION B ADENDUM

Date of birth:NAME:

PAGE 8
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