
e return the original copy of this form in the reply paid envelope enclosed, or : 

H u m a n  B e q u e s t  C o o r d i n a t o r  

D i s c i p l i n e  o f  A n a t o m y   

C o l l e g e  o f  M e d i c i n e  a n d  D e n t i s t r y  

J a m e s  C o o k  U n i v e r s i t y  

T o w n s v i l l e  Q L D  4 8 1 1  

Donor Consent Form 
PLEASE__  

Postal Address: ____ _ _ __ _ _ _ __ _ _ _ __ _ _ _ ___ _ _ _ _ _ __ _ _ _ __ _ _ _ __ _ _ _ __ _ _ _ __ _ _ _ _ _  

Email: ____ _ __ _ _ _ __ _ _ _ __ _ _ _ __ _ _ _ __ _ _ _ __ _ _ _ _ _ __ _ _ _ __ _ _ _ __ _ _ _ __ _ _ _ __ _ _ _ _ _  

Date of Birth:     ____ _ _ _ _ / __ _ __ _ _ _ / __ _ _ __ _ _  

Telephone: Home:  ____ _ _ _ __ _ _ _ Work: ____ _ _ _ _ _ __ _ Mobile: ____ _ _ _ __ _ _ _ __  

Are you of Aboriginal or Torres Strait islander origin



WITNESSES 

Please ensure that your signature is witnessed by TWO people. 

Witness 1: 

Signed:  _______________________________  Date: _______________________ 

Full Name:  __________________________________________________________ 

Address:  ____________________________________________________________ 

 ___________________________________________________________________ 

Witness 2: 

Signed:  _______________________________  Date: _______________________ 

Full Name:  __________________________________________________________ 

Address:  ____________________________________________________________ 

MEDICAL HISTORY 
Current medical conditions: 

 _________________________________________________________________________ 

 _________________________________________________________________________ 

 _________________________________________________________________________ 

 _________________________________________________________________________ 

Previous surgeries and medical conditions: 

 _________________________________________________________________________ 

 _________________________________________________________________________ 

 _________________________________________________________________________ 

 _________________________________________________________________________ 

 _________________________________________________________________________ 





Townsville Campus 
Townsville Qld 4811 
Australia 
www.jcu.edu.au 
CRICOS Provider Code 
00117J 

College of Medicine & Dentistry 
Telephone (07) 4781 5022 
International +61 7 4781 5022 
Email: humanbequest.coordinator@jcu.edu.au 

AUTHORITY TO RELEASE 

I, of: 
(NOK Name) (NOK Address) 

(Address continued) 

Being the senior available next of kin, authorise the following: C  a n 0 8  


	Next of Kin
	A Thanksgiving Service is held regularly and relatives of those who have donated their bodies to medical science will be invited, together with members of the University staff and health students. Please indicate if you wish to be notified (please tic...



