AUTOPSY CONSENT FORM WITH ORGAN RETENTION RESTRICTIONS

[NAME OF HOSPITAL OR INSTITUTION]

[INSTITUTION STREET ADDRESS]

[CITY, STATE, ZIP CODE]

[INSTITUTION TELEPHONE NUMBER]

[INSTITUTION FAX NUMBER]

Date: [DATE OF CONSENT]

RE: AUTOPSY CONSENT AND ORGAN RETENTION RESTRICTIONS FOR [DECEDENT FULL NAME]

1. DECEDENT INFORMATION

1.1 Full Name of Decedent: [DECEDENT FULL NAME]

1.2 Date of Birth: [DECEDENT DATE OF BIRTH]

1.3 Date of Death: [DECEDENT DATE OF DEATH]

1.4 Time of Death: [DECEDENT TIME OF DEATH]

1.5 Place of Death: [PLACE OF DEATH]

1.6 Medical Record Number: [MEDICAL RECORD NUMBER]

1.7 Cause of Death (if known): [CAUSE OF DEATH]

2. AUTHORIZED PERSON INFORMATION

2.1 Full Name of Authorized Person: [AUTHORIZED PERSON FULL NAME]

2.2 Relationship to Decedent: [RELATIONSHIP TO DECEDENT]

2.3 Street Address: [AUTHORIZED PERSON STREET ADDRESS]

2.4 City, State, ZIP Code: [AUTHORIZED PERSON CITY, STATE, ZIP CODE]

2.5 Telephone Number: [AUTHORIZED PERSON TELEPHONE NUMBER]

2.6 Alternate Telephone Number: [AUTHORIZED PERSON ALTERNATE TELEPHONE NUMBER]

2.7 Email Address: [AUTHORIZED PERSON EMAIL ADDRESS]

2.8 Legal Authority to Consent (e.g., spouse, next of kin, executor, healthcare agent): [LEGAL AUTHORITY]

3. CONSENT TO AUTOPSY

3.1 I, [AUTHORIZED PERSON FULL NAME], hereby authorize [NAME OF HOSPITAL OR INSTITUTION] and its designated pathologists and staff to perform a complete or limited autopsy on the body of the decedent named above.

3.2 Scope of Autopsy Authorized (check one): [FULL AUTOPSY / LIMITED AUTOPSY / SPECIFY LIMITATIONS]

3.3 If a limited autopsy is authorized, specify the organs, cavities, or regions to be examined: [SPECIFY LIMITED AUTOPSY SCOPE]

3.4 The purpose of the autopsy is to determine the cause of death, the extent of disease or injury, and for other medical, scientific, or educational purposes as permitted by law.

3.5 I understand that the autopsy will be performed by a qualified pathologist and that no autopsy will be performed if it is contrary to law or if a medical examiner or coroner has assumed jurisdiction over the body.

4. ORGAN AND TISSUE RETENTION RESTRICTIONS

4.1 I understand that during an autopsy, organs, tissues, or specimens may be removed for examination, testing, or study, and that some may be retained by the institution after the autopsy.

4.2 I direct that the following restrictions apply to the retention of organs and tissues (check all that apply): [SPECIFY RETENTION RESTRICTIONS]

4.3 Organs or tissues that may NOT be retained: [LIST ORGANS OR TISSUES NOT TO BE RETAINED]

4.4 Maximum retention period for any retained organ or tissue: [SPECIFY RETENTION PERIOD]

4.5 Disposition of retained organs or tissues upon completion of examination (check one): [RETURN TO FAMILY / RELEASE TO FUNERAL HOME / INSTITUTIONAL DISPOSITION / OTHER]

4.6 If other disposition is selected, specify instructions: [SPECIFY DISPOSITION INSTRUCTIONS]

4.7 I understand that small tissue samples, slides, and blocks may be retained for diagnostic and recordkeeping purposes in accordance with applicable law and institutional policy, unless otherwise specified in this form.

4.8 I understand that retention of organs or tissues may be required by law, by a medical examiner or coroner, or for diagnostic confirmation, and that the institution will notify me if any such requirement conflicts with the restrictions stated above.

5. NOTIFICATION AND COMMUNICATION

5.1 The institution shall notify the authorized person at the telephone number or email address listed above regarding the retention of any organ or tissue and the planned disposition.

5.2 Preferred method of contact: [PREFERRED CONTACT METHOD]

5.3 Name and contact information of additional person to be notified: [ADDITIONAL CONTACT NAME AND INFORMATION]

6. FINANCIAL RESPONSIBILITY

6.1 I understand that the following charges may apply: [SPECIFY CHARGES OR STATE NO CHARGE]

6.2 Responsible party for charges (if any): [RESPONSIBLE PARTY NAME]

6.3 Billing address: [BILLING ADDRESS]

7. RELEASE AND ACKNOWLEDGMENT

7.1 I acknowledge that I have read and understand this form, that I have had the opportunity to ask questions, and that the consent and restrictions stated herein are given voluntarily.

7.2 I understand that the autopsy results will be reported to the authorized person and may be released to other parties as permitted or required by law.

7.3 I release [NAME OF HOSPITAL OR INSTITUTION], its pathologists, staff, and agents from liability for acts performed in accordance with this consent, except for acts of negligence.

7.4 This consent shall be governed by the laws of the State of [STATE].

8. SIGNATURES

8.1 Signature of Authorized Person: [AUTHORIZED PERSON SIGNATURE]

8.2 Printed Name of Authorized Person: [AUTHORIZED PERSON FULL NAME]

8.3 Date Signed: [DATE SIGNED]

8.4 Signature of Witness: [WITNESS SIGNATURE]

8.5 Printed Name of Witness: [WITNESS FULL NAME]

8.6 Date Signed by Witness: [WITNESS DATE SIGNED]

8.7 Signature of Institution Representative: [INSTITUTION REPRESENTATIVE SIGNATURE]

8.8 Printed Name and Title of Institution Representative: [INSTITUTION REPRESENTATIVE NAME AND TITLE]

8.9 Date Signed by Institution Representative: [INSTITUTION REPRESENTATIVE DATE SIGNED]

9. WITHDRAWAL OF CONSENT

9.1 I understand that I may withdraw this consent, in whole or in part, at any time before the autopsy begins by providing written notice to [NAME AND TITLE OF CONTACT PERSON] at [INSTITUTION ADDRESS].

9.2 Withdrawal of consent after the autopsy has begun is subject to the discretion of the pathologist and applicable law.

10. ADDITIONAL INSTRUCTIONS OR COMMENTS

10.1 [ADDITIONAL INSTRUCTIONS OR COMMENTS]
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