
Mid-America Transplant Family House Guest Registration Form 

Patient Information 

Patient’s Name:  

Name of Parent or Guardian (if patient is a minor):        Relationship: 

Patient’s Date of Birth: Race: Cell Phone: 

Address: 

City: State: ZIP Code:     

Email: 

Transplant Status?          Pre-transplant       Post-transplant Date of Transplant (if applicable): 

       Kidney          Liver          Heart          Lung         Pancreas   

       Other  _________________________      

Transplant Center:          Barnes-Jewish            St. Louis Children’s      

        St. Louis University  Cardinal Glennon 

Requested Check-In Date: Anticipated Length of Stay: 

Primary Caregiver Information 

Name: Relationship to Patient: 

Cell Phone: Email: 

Other Caregivers/Guests in Apartment (may not exceed occupancy limits) 

Name: Relationship to Patient: Phone: 

Name: Relationship to Patient: Phone: 

Name: Relationship to Patient: Phone: 

Name: Relationship to Patient: Phone: 

Your Vehicles 

Make/Model/Color: License Plate #: State: 

Make/Model/Color: License Plate #: State: 

Payment Information 
Patient (or parent/guardian if minor) is responsible for payment unless other arrangements are made in advance 

Method of Payment: (check/debit/credit preferred)
    Check       Credit /Debit        Other : 

Signature of Patient or Authorized Representative: Date: 

Signature of Mid-America Transplant Family House Staff: Date: 

Mid-America Transplant Family House Office Use Only 

         1 Bedroom __________          2 Bedroom__________      3 Bedroom  __________ Keys 

Mid-America Transplant  
Family House 

Phone – 314-357-6261 
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