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Department of Human Biology

Faculty of Health Sciences

University of Cape Town

Private Bag X3

Observatory 7935

South Africa

Phone: +27-21-406 6235
Fax:     +27-21-448 7226
BODY DONOR CONSENT FORM

Thank you for your interest in donating your body to this Medical School

Please complete this form to indicate consent after you have read the information sheet, and return it to, The Secretary, Department of Human Biology, Faculty of Health Sciences, University of Cape Town, OBSERVATORY 7925 (phone 021 4066235, please contact this number for an e-mail address if you wish to communicate electronically).The duplicate copy of this form is for your own records. It is suggested that you attach the duplicate to your will, and also inform your next-of-kin, executor and medical practitioner, of your wish to donate your body to the University.  The University will be responsible for the collection and transport of your body from the place of your death, provided that this is in the Cape Town area. Your body will be retained for anatomical examination and the teaching of anatomy for a period of approximately18 months. Following this, the University will arrange for the remains to be cremated and the ashes scattered in the Garden of Remembrance. This is done at our expense. In some instances the University may choose to retain a tissue sample or selected body part, or parts indefinitely for teaching purposes.  The University may sometimes be unable to accept a body for various reasons, for example, if death is due to accident or an autopsy is required. In such an eventuality your next-of-kin or executor will be notified of the need for other arrangements to be made.

Donor information (please print) 

Full Name :( Mr/Mrs/Miss/Ms Etc.)
...........................................................................
Residential address…………………………………………………………………………………….



              ..........................................................................................

Postal code

.....................         Telephone Number ………………
I.D. number………………………………………… Age ………. E-mail address ……………….
I wish to be listed as a potential body donor to the University of Cape Town Faculty of Health Sciences.  

I have ascertained that to the best of my knowledge my relatives are in favour of this bequest.

I accept that my remains will be cremated and the ashes scattered in the Garden of Remembrance and I give my permission for the Department to retain, indefinitely any material which may be of value for future teaching and / or research.

I understand that a request for my ashes to be returned to my family will mean that the Department will not be able to utilise my body to its full potential. However should my family wish to collect my ashes upon the completion of the Universities anatomical examination and study, they will notify the Department of Human Biology in writing no later than the time of my death.
Signature:
.......................................     Date:  ..........................
Witness:
....................................... Witness:
.......................................

If the Donor is unable to sign, a person who has Power of Attorney may sign on their behalf:

Signature……………………………………. Date……………………………….

Name & Relation to Donor……………………………………………………….

Witness…………………………… Witness ……………………………………..

Name and Address of Next of Kin 

Full name: (Mr, Mrs, Ms Etc.)……………………………………………

Relationship to you………………………………………………………..

Address…………………………………………………………………………

..........................................................post code…………………….

Telephone Number
................................ Email…………………………
Alternative next-of-kin :( in case the above named person predeceases you or we are unable to contact them)
Full name: (Mr, Mrs, Ms Etc.)……………………………………………

Relationship to you………………………………………………………..

Address…………………………………………………………………………

..........................................................post code…………………….

Telephone Number
................................ Email…………………………

Name and Address of Executor of Estate (to be filled in if you have no or only one living relative)
Full name: (Mr, Mrs, Ms Etc.)……………………………………………

Relationship to you………………………………………………………..

Address…………………………………………………………………………

..........................................................post code…………………….

Telephone Number
................................ Email…………………………
Treating/ Family Doctor Details:

Full name: ……………………………………………
Telephone number.
................................ Email…………………………
________________________________________________________________________________________________________________

“OUR MISSION is to be an outstanding teaching and research university, educating for life and addressing the challenges facing our society.”


