
Transplant Utilization Record

The allograft has been retrieved and processed using current Good Manufacturing Practices
(cGMP) as described by the FDA.

—----------------------------------------------------------------------------------------------------------------------------

Hospital or MRN #: ______________________ Gender: ( ) Male ( ) Female

Date of Birth: __________________________ Age: _________________________

—----------------------------------------------------------------------------------------------------------------------------

Date Implanted: ________________________ Lot / ID #: _____________________

Diagnosis Related to Transplant: __________________________________________________

Procedure Related to Transplant: _________________________________________________

Location Using Tissue : _________________________________________________________

Address: _____________________________________ Telephone: ____________________

City / State/ Zip: _______________________________________________________________

Physician Responsible: _________________________________________________________

—----------------------------------------------------------------------------------------------------------------------------
Please complete this transplant record, print legibly, and place it into US mail. This
transplant form is important for our record keeping, and will be uploaded to our product
distribution software.

Comments about the tissue (i.e. problem, suggested improvements, etc):

____________________________________________________________________________

____________________________________________________________________________

Person completing this form: ______________________________ Title: _______________

SHIP TO THIS ADDRESS: 1648 TAYLOR ROAD BOX 432 PORT ORANGE FLORIDA 32128


