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AUTHORIZATION TO RELEASE DONOR FAMILY IDENTITY 

I understand that it is the policy of Donor Alliance, Inc. to treat the iden�ty of donor families and transplant recipients as confiden�al. I further 
understand that by signing below, I have reviewed the following considera�ons and authorize the sharing of my informa�on as designated. 

_______Please review and initial only if your letter contains identifying information. 
  (initial) 

CONSIDERATIONS FOR RELEASING IDENTIFYING INFORMATION 
• I understand that I have included details in my leter to a recipient that may be considered iden�fying, such as full names, where I live, 

work, or other iden�fying details.  
• Including iden�fying informa�on in correspondence may lead to the discovery of my iden�ty using social media, an internet search, or 

other means.  
• I understand that I am free to share iden�fying informa�on, though once it is sent, informa�on cannot be taken back. 
• Other organiza�ons involved in facilita�ng my loved one’s dona�on may limit what informa�on can be shared, and informa�on in my 

leter may be redacted according to their policies when received. 
 

_______Please review and initial only if you wish to share your contact information. 
  (initial) 

CONSIDERATIONS FOR RELEASING CONTACT INFORMATION 
• Sharing contact informa�on can simplify the process of communica�on between donor families and recipients, which may or may not 

include mee�ng in person. 
• Donor families and recipients may find that there may be differences in background, values, and beliefs, which may present a challenge.  
• Making the decision to share contact informa�on is a personal choice. It is also the recipient’s choice whether or not to reach out, and 

writen correspondence may con�nue through Donor Alliance for as long as that is desired by either party. Once contact informa�on is 
shared, however, it cannot be taken back. 

• Other organiza�ons involved in facilita�ng my loved one’s dona�on may limit what informa�on can be shared, and contact informa�on 
may be redacted according to their policies when received. 
 

I authorize the release of the following informa�on (please complete only the information that you want shared with the recipient/s): 
 
Donor Name: ________________________________________________________     Phone number: _______________________________ 
 
Your Name: _________________________________________________________     Rela�onship to donor: __________________________ 
 
Address: ____________________________________________________________    Email: _______________________________________ 
 
City/State/Zip: _______________________________________________________    Other: _______________________________________ 
 

I authorize the release of the above informa�on to the following recipient(s): 

Organ:________________________      Tissue:________________________    All Possible Recipients 
                                     (please specify which recipient)   (please specify which recipient) 

The undersigned hereby releases Donor Alliance, Inc., their officers, directors, employees, volunteers, agents, and representa�ves from any and 
all claims that the undersigned may at any �me have against any of them that result or arise from the release of the informa�on requested by 
this Authoriza�on. Further, the undersigned agrees to indemnify Donor Alliance, Inc., and hold them harmless from and against all claims, 
demands, liabili�es, and expenses (including reasonable atorney’s fees) that result or arise from the release of such informa�on. 

 
The undersigned is authorized to grant this consent and has the legal capacity to sign it. 

Signature: _____________________________________________________       Date: _________________________________________ 

Printed name: __________________________________________________     Rela�onship to Donor: ___________________________ 
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