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                                     RECIPIENT APPLICATION WORKSHEET AND ATTESTATION FORM
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DONOR APPLICATION WORKSHEET
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	Thank you for completing this worksheet, on behalf of your donor, who is applying to the National Living Donor Assistance Center (NLDAC).  NLDAC reimburses the living donor for travel expenses to the transplant center.  Please complete this worksheet and give to your transplant professional who will file the application for your donor.  You must provide documentation of household income by supplying one of the following: Pay stubs, Federal Income Tax Return, Disability statements or other documents.  Do not send this information to the NLDAC.  NLDAC does not accept applications from patients.   
NLDAC cannot reimburse expenses that have already occurred.  We recommend applications be filed 6-8 weeks before surgery or travel.  NLDAC applications have 4 preference categories.  Applications for preference categories 1-3 must be filed no later than 10 business days before travel/surgery and preference category 4 applications no later than 15 business days before travel/surgery.   If you have questions or need more informaton, please feel free to call NLDAC at 888-870-5002.


PERSONAL INFORMATION
	First Name
	Last Name
	Date of Birth
	Social Security Number

	
	
	
	


	Address

	Street
	

	City
	
	State
	
	Zip Code
	

	

	Gender
	Race
	Ethnicity

	  FORMCHECKBOX 
 Male
  FORMCHECKBOX 
 Female
	   FORMCHECKBOX 
 American Indian or Alaska native

   FORMCHECKBOX 
 Asian

   FORMCHECKBOX 
 Black
	 FORMCHECKBOX 
 Native Hawaiian or  other Pacific Islander

 FORMCHECKBOX 
 White


	 FORMCHECKBOX 
 Hispanic

   FORMCHECKBOX 
 Not Hispanic

	Are you a U.S. citizen or lawfully admitted resident?     Yes    FORMCHECKBOX 
    No   FORMCHECKBOX 
 

	Have you signed the Attestation Form? (See page 2)     Yes    FORMCHECKBOX 
    No   FORMCHECKBOX 
 

	Are you currently on dialysis?                                             Yes    FORMCHECKBOX 
    No   FORMCHECKBOX 


	Does your health insurance provide a travel benefit for your living donor?   Yes   FORMCHECKBOX 
    No   FORMCHECKBOX 



INCOME INFORMATION 
Calculating Household Income:  

Use Gross Income to calculate income using pay stubs; Adjusted Gross Income when using Federal Income Tax Return
	Yearly/Annual Household Income
	No. Persons in Household

	Yearly $
	$  
	# Household Members
	#  

	*Select which income document was used to verify your household income and give a copy to your transplant professional.
	 FORMCHECKBOX 
  Federal Income Tax Return (Most Recent Year)
 FORMCHECKBOX 
  Pay Stubs
 FORMCHECKBOX 
  W2
 FORMCHECKBOX 
  Medicaid
 FORMCHECKBOX 
  Social Security Statement

 FORMCHECKBOX 
  Gov. Assist. Program (HUD, WIC, Food Stamps)
 FORMCHECKBOX 
  Other document - (i.e. disability statement, etc.)


Attestation Form -Recipient Candidate

REIMBURSEMENT OF TRAVEL AND SUBSISTENCE EXPENSES
TOWARD LIVING ORGAN DONATION

	I, 
 FORMCHECKBOX 
   The transplant center personnel have informed me of what constitutes “valuable consideration” and to the best of my understanding, I am in full compliance with Section 301 of NOTA (42 U.S.C. §274e), which stipulates, in part, that it shall be unlawful for any person to knowingly acquire, receive, or otherwise transfer any human organ for valuable consideration for use in human transplantation if the transfer affects interstate commerce.

 FORMCHECKBOX 
   My decision to undergo live organ transplantation was not motivated by the exchange of any valuable consideration.

 FORMCHECKBOX 
    I do not have any other information indicating that valuable consideration is being exchanged in connection with this donation procedure.

 FORMCHECKBOX 
    I understand that NLDAC, under Federal law, cannot provide reimbursement to any living organ donor for travel and other qualifying expenses if the donor can receive reimbursement for those expenses from any of the following sources; (1) Any state compensation program, an insurance policy, or a Federal or State health benefits program: (2) an entity that provides health services on a prepaid basis; or (3) the recipient of the organ.  

In signing this form, I declare, under penalty of perjury under the Federal and State laws that all the information I have provided is true, correct and complete.  I further understand that Federal and State law may provide for penalties of fine and/or imprisonment or denial of the requested travel and subsistence reimbursement assistance if I do not tell the truth when applying for assistance under the live donor reimbursement program or if I conceal or fail to disclose facts regarding the information supplied in the application process.

Recipient Signature:   ___________________________________    Date:      ____________

Transplant Center Application Filer:   ___________________________________     Date:      __________




Transplant Professionals: Please retain this form in patient medical record
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