AUTOPSY CONSENT FORM FOR MINORS

[NAME OF HOSPITAL OR INSTITUTION]

[INSTITUTION STREET ADDRESS]

[CITY, STATE, ZIP CODE]

[INSTITUTION TELEPHONE NUMBER]

[INSTITUTION FAX NUMBER]

RE: CONSENT FOR POST-MORTEM EXAMINATION (AUTOPSY) OF A DECEDENT WHO IS A MINOR

Date: [DATE OF CONSENT]

Decedent Name: [FULL NAME OF DECEDENT MINOR]

Decedent Date of Birth: [DATE OF BIRTH]

Decedent Age at Death: [AGE AT DEATH]

Date of Death: [DATE OF DEATH]

Place of Death: [PLACE OF DEATH]

Medical Record Number: [MEDICAL RECORD NUMBER]

1. IDENTIFICATION OF PARENT(S) OR LEGAL GUARDIAN(S)

1.1 Parent/Guardian Name: [FULL NAME OF PARENT OR LEGAL GUARDIAN]

1.2 Relationship to Decedent: [RELATIONSHIP TO DECEDENT]

1.3 Parent/Guardian Street Address: [STREET ADDRESS]

1.4 City, State, ZIP Code: [CITY, STATE, ZIP CODE]

1.5 Telephone Number: [TELEPHONE NUMBER]

1.6 Alternate Telephone Number: [ALTERNATE TELEPHONE NUMBER]

1.7 Email Address: [EMAIL ADDRESS]

1.8 Second Parent/Guardian Name (if applicable): [FULL NAME OF SECOND PARENT OR LEGAL GUARDIAN]

1.9 Relationship to Decedent: [RELATIONSHIP TO DECEDENT]

1.10 Second Parent/Guardian Telephone Number: [TELEPHONE NUMBER]

1.11 Legal Authority of Guardian (if applicable): [COURT ORDER OR DOCUMENT REFERENCE]

2. AUTHORIZATION FOR AUTOPSY

2.1 I, [FULL NAME OF PARENT OR LEGAL GUARDIAN], being the parent or legal guardian of the decedent named above, hereby authorize [NAME OF PATHOLOGIST OR INSTITUTION] to perform a complete post-mortem examination (autopsy) on the body of the decedent.

2.2 The purpose of this autopsy is to determine the cause of death, the manner of death, the extent of any disease or injury, and for such other diagnostic, educational, or research purposes as may be appropriate.

2.3 This authorization includes examination of all body cavities, organs, tissues, and fluids, and the retention of specimens, photographs, and tissue samples as deemed necessary by the pathologist.

2.4 This authorization includes the performance of any related laboratory tests, toxicology studies, genetic testing, and microscopic examinations.

3. SCOPE AND LIMITATIONS OF CONSENT

3.1 The following limitations or restrictions are requested by the undersigned (check all that apply):

[ ] No limitations; full autopsy authorized.

[ ] Limited to the following body regions or organs: [SPECIFY LIMITATIONS]

[ ] Other limitation: [DESCRIBE ANY OTHER LIMITATION]

3.2 The undersigned understands that any limitation may reduce the ability to determine the cause of death and that the pathologist may advise against such limitation.

4. RETENTION AND DISPOSITION OF TISSUES AND SPECIMENS

4.1 I authorize the retention of tissue samples, organs, fluids, and other specimens for diagnostic, educational, or research purposes: [YES/NO]

4.2 I authorize the retention of tissue samples for genetic testing: [YES/NO]

4.3 I request that retained specimens be disposed of in accordance with institutional policy upon completion of the examination: [YES/NO]

4.4 I request the return of retained organs or tissues for burial or cremation: [YES/NO]

4.5 Special instructions regarding disposition of specimens: [SPECIFY INSTRUCTIONS]

5. RELEASE OF INFORMATION AND REPORTS

5.1 I authorize the release of the autopsy report and related records to the following persons or entities: [NAME AND ADDRESS OF RECIPIENT]

5.2 I authorize the release of the autopsy report to the following additional persons or entities: [NAME AND ADDRESS OF RECIPIENT]

5.3 I understand that the autopsy report may be released to public health authorities, law enforcement, or courts as required by law.

6. FINANCIAL RESPONSIBILITY

6.1 I understand that the cost of the autopsy and related services may be billed to the estate of the decedent or to the undersigned: [YES/NO]

6.2 Estimated cost of autopsy (if applicable): [AMOUNT]

6.3 Responsible party for payment: [NAME OF RESPONSIBLE PARTY]

6.4 Billing Address: [STREET ADDRESS]

6.5 City, State, ZIP Code: [CITY, STATE, ZIP CODE]

7. ACKNOWLEDGMENTS AND DISCLOSURES

7.1 I understand that an autopsy is a surgical procedure performed after death and that it will not alter the external appearance of the body beyond the incisions necessary for examination.

7.2 I understand that the autopsy may not determine the cause of death with certainty.

7.3 I understand that the results of the autopsy may not be available immediately and that a final report may take [NUMBER] weeks.

7.4 I understand that I may revoke this consent in writing at any time before the autopsy begins by contacting [NAME AND TELEPHONE NUMBER OF CONTACT PERSON].

7.5 I understand that this consent is voluntary and that no coercion has been used.

7.6 I have had the opportunity to ask questions and have received satisfactory answers.

8. RELIGIOUS AND CULTURAL CONSIDERATIONS

8.1 Religious or cultural considerations to be observed: [DESCRIBE CONSIDERATIONS]

8.2 Request for religious or cultural representative to be present: [YES/NO]

8.3 Name and contact information of representative: [NAME AND TELEPHONE NUMBER]

9. SIGNATURES

9.1 Parent/Guardian Signature: [SIGNATURE]

9.2 Printed Name: [FULL NAME OF PARENT OR LEGAL GUARDIAN]

9.3 Date: [DATE OF SIGNATURE]

9.4 Second Parent/Guardian Signature (if applicable): [SIGNATURE]

9.5 Printed Name: [FULL NAME OF SECOND PARENT OR LEGAL GUARDIAN]

9.6 Date: [DATE OF SIGNATURE]

9.7 Witness Signature: [SIGNATURE OF WITNESS]

9.8 Witness Printed Name: [FULL NAME OF WITNESS]

9.9 Witness Date: [DATE OF SIGNATURE]

10. INSTITUTIONAL USE ONLY

10.1 Consent received by: [NAME OF STAFF MEMBER]

10.2 Title: [TITLE OF STAFF MEMBER]

10.3 Date and Time Received: [DATE AND TIME]

10.4 Autopsy Authorized By (Pathologist): [NAME OF PATHOLOGIST]

10.5 Autopsy Scheduled Date and Time: [DATE AND TIME]

10.6 Case Number: [CASE NUMBER]

10.7 Notes: [NOTES]
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