MEDICAL EXAMINER AUTOPSY WAIVER FORM

[COUNTY NAME] COUNTY MEDICAL EXAMINER'S OFFICE

[OFFICE STREET ADDRESS]

[CITY], [STATE]
[ZIP CODE]

OFFICE PHONE: [OFFICE PHONE NUMBER]

OFFICE FAX: [OFFICE FAX NUMBER]

RE: REQUEST FOR WAIVER OF AUTOPSY AND/OR RELEASE OF JURISDICTION OVER DECEDENT

DECEDENT FULL LEGAL NAME: [DECEDENT FULL LEGAL NAME]

DECEDENT DATE OF BIRTH: [DECEDENT DATE OF BIRTH]

DECEDENT DATE OF DEATH: [DECEDENT DATE OF DEATH]

DECEDENT PLACE OF DEATH: [PLACE OF DEATH]

MEDICAL EXAMINER CASE NUMBER: [CASE NUMBER]

1. IDENTIFICATION OF REQUESTING PARTY
1.1 Requesting Party Full Name: [REQUESTING PARTY FULL NAME]
1.2 Relationship to Decedent: [RELATIONSHIP TO DECEDENT]
1.3 Requesting Party Street Address: [REQUESTING PARTY STREET ADDRESS]
1.4 City, State, ZIP Code: [CITY], [STATE]
[ZIP CODE]
1.5 Daytime Telephone Number: [REQUESTING PARTY PHONE NUMBER]
1.6 Alternate Telephone Number: [ALTERNATE PHONE NUMBER]
1.7 Email Address: [REQUESTING PARTY EMAIL ADDRESS]
1.8 Legal Representative (if any): [ATTORNEY OR REPRESENTATIVE NAME]
1.9 Legal Representative Contact Information: [ATTORNEY OR REPRESENTATIVE CONTACT INFORMATION]

2. AUTHORITY OF THE MEDICAL EXAMINER
2.1 The requesting party acknowledges that the [COUNTY NAME] County Medical Examiner has lawful jurisdiction over the remains of the decedent named above pursuant to [STATUTORY CITATION] and applicable local regulations.
2.2 The requesting party acknowledges that the Medical Examiner is authorized to investigate the cause and manner of death and to perform or order an autopsy when necessary for that purpose.
2.3 The requesting party acknowledges that the Medical Examiner retains discretion to deny this request where an autopsy or continued jurisdiction is required for the investigation of the cause and manner of death, for the identification of the decedent, for the protection of public health, or as otherwise required by law.

3. REQUEST FOR WAIVER OF AUTOPSY
3.1 The undersigned hereby requests that the Medical Examiner waive the performance of an autopsy on the decedent described above.
3.2 Basis for the Request: [STATE BASIS FOR REQUEST]
3.3 Religious or Cultural Objection (if applicable): [DESCRIBE RELIGIOUS OR CULTURAL OBJECTION, IF ANY]
3.4 The undersigned understands that the Medical Examiner may decline this request and may perform an autopsy or other examination if the Medical Examiner determines it is necessary.

4. REQUEST FOR RELEASE OF JURISDICTION AND CUSTODY OF REMAINS
4.1 The undersigned requests that the Medical Examiner release jurisdiction over and custody of the remains of the decedent to the funeral home or other authorized recipient identified below.
4.2 Name of Funeral Home or Authorized Recipient: [FUNERAL HOME OR RECIPIENT NAME]
4.3 Address of Funeral Home or Authorized Recipient: [FUNERAL HOME OR RECIPIENT ADDRESS]
4.4 Contact Person at Funeral Home or Authorized Recipient: [CONTACT PERSON NAME]
4.5 Contact Telephone Number: [CONTACT TELEPHONE NUMBER]
4.6 The undersigned understands that release of the remains is subject to completion of any examination, testing, or documentation the Medical Examiner deems necessary.

5. ACKNOWLEDGMENT AND WAIVER
5.1 The undersigned acknowledges that an autopsy may reveal information concerning the cause of death, manner of death, genetic conditions, infectious disease, or other matters of importance to the family and to public health.
5.2 The undersigned knowingly and voluntarily waives, to the extent permitted by law, any objection to the absence of an autopsy and any claim arising from the Medical Examiner's decision to honor this request.
5.3 The undersigned releases and holds harmless the [COUNTY NAME] County Medical Examiner's Office, its officers, employees, and agents from any liability arising from the waiver of autopsy or the release of jurisdiction requested herein, to the fullest extent permitted by law.
5.4 This waiver does not limit any right or remedy that cannot be waived under applicable law.

6. CERTIFICATION AND CONSENT
6.1 I certify that the information provided in this form is true and correct to the best of my knowledge.
6.2 I certify that I am authorized to make this request as the [RELATIONSHIP TO DECEDENT] of the decedent or as the duly authorized legal representative.
6.3 I consent to the release of the decedent's remains to the funeral home or authorized recipient identified in Section

4.
6.4 I understand that this form does not guarantee that the
request will be granted.

7. SIGNATURE OF REQUESTING PARTY
7.1 Signature: [SIGNATURE OF REQUESTING PARTY]
7.2 Printed Name: [REQUESTING PARTY FULL NAME]
7.3 Date: [DATE SIGNED]

8. WITNESS
8.1 Witness Signature: [WITNESS SIGNATURE]
8.2 Witness Printed Name: [WITNESS PRINTED NAME]
8.3 Witness Address: [WITNESS ADDRESS]
8.4 Date: [WITNESS DATE SIGNED]

9. NOTARIZATION (IF REQUIRED)
9.1 State of: [STATE]
9.2 County of: [COUNTY]
9.3 Subscribed and sworn to (or affirmed) before me on this [DAY] day of [MONTH], [YEAR], by [REQUESTING PARTY FULL NAME].
9.4 Notary Public Signature: [NOTARY PUBLIC SIGNATURE]
9.5 Notary Public Printed Name: [NOTARY PUBLIC PRINTED NAME]
9.6 My Commission Expires: [COMMISSION EXPIRATION DATE]
9.7 Notary Seal: [NOTARY SEAL]

10. MEDICAL EXAMINER DETERMINATION (OFFICE USE ONLY)
10.1 Request Received By: [MEDICAL EXAMINER STAFF NAME]
10.2 Date Received: [DATE RECEIVED]
10.3 Determination: [APPROVED / DENIED / APPROVED WITH CONDITIONS]
10.4 Conditions or Comments: [CONDITIONS OR COMMENTS]
10.5 Medical Examiner or Designee Signature: [MEDICAL EXAMINER SIGNATURE]
10.6 Printed Name and Title: [MEDICAL EXAMINER NAME AND TITLE]
10.7 Date of Determination: [DATE OF DETERMINATION]
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