
 
 

DONOR REGISTRATION FORM 
Once completed please mail to: MUSC Department of Pathology and Laboratory Medicine 

Carroll A. Campbell, Jr. Neuropathology Lab 
171 Ashley Ave. MSC 908 

Charleston, SC 29425 
 

Name:    
Last First Middle 

SSN (optional): - -   

 

Mailing Address:    
 

City:    State: Zip:    Date of Birth: / /   
 

Home Phone: ( ) -   Alternate Phone: ( ) -   
 

Email Address: Primary Care Physician:    
 

Race:                African             America      

Asian      

Caucasian      

Hispanic     

Native American    

Sex:   Female    

Male     

Other      

Marital Status: Married    
 

Never Married     

Widowed    

Divorced    
 

Separated  _ 

Other    Place of Birth    

(specification would be appreciated) (state/province, country) 
 

Current Diagnosis:    

(if not applicable, please specify none) 

Age of Onset:    

 

How did you hear about us? Friend 

Health                                               Fair    
Speaking                                       Event     
Physician      
Other      

 

Next of Kin Name:    Relationship:    
(please specify spouse, son, daughter, etc) 

 

Address: City:    State: Zip:    
 

Email Address:    
 

 

Signature:    
(donor or guardian) 

Date:    

 


