NEXT OF KIN AUTOPSY AUTHORIZATION FORM

[FULL NAME OF DECEASED]

[DATE OF BIRTH OF DECEASED]

[DATE OF DEATH OF DECEASED]

[PLACE OF DEATH (FACILITY NAME AND ADDRESS)]

[CITY, STATE, ZIP CODE]

[CASE OR MEDICAL RECORD NUMBER, IF ANY]

[NAME OF AUTHORIZING NEXT OF KIN]

[RELATIONSHIP TO DECEASED]

[ADDRESS OF AUTHORIZING NEXT OF KIN]

[CITY, STATE, ZIP CODE]

[TELEPHONE NUMBER OF AUTHORIZING NEXT OF KIN]

[EMAIL ADDRESS OF AUTHORIZING NEXT OF KIN]

RE: AUTHORIZATION FOR POSTMORTEM EXAMINATION (AUTOPSY)

1. IDENTIFICATION OF DECEASED
1.1 Name of Deceased: [FULL NAME OF DECEASED]
1.2 Date of Birth: [DATE OF BIRTH OF DECEASED]
1.3 Date and Time of Death: [DATE AND TIME OF DEATH]
1.4 Place of Death: [PLACE OF DEATH (FACILITY NAME AND ADDRESS)]
1.5 Cause of Death as Stated by Attending Physician: [STATED CAUSE OF DEATH]
1.6 Name of Attending Physician: [NAME OF ATTENDING PHYSICIAN]
1.7 Name of Institution or Facility: [NAME OF HOSPITAL, FACILITY, OR MEDICAL EXAMINER OFFICE]

2. AUTHORITY OF PERSON MAKING THIS AUTHORIZATION
2.1 I, [NAME OF AUTHORIZING NEXT OF KIN], hereby represent that I am the [RELATIONSHIP TO DECEASED] of the Deceased and am legally authorized to consent to the postmortem examination described in this form.
2.2 I understand that the following persons, in the order of priority established by applicable law, may have authority to consent to an autopsy: surviving spouse or domestic partner; adult son or daughter; either parent; adult brother or sister; grandparent; or guardian of the person of the decedent at the time of death. I represent that no person with higher priority is available, willing, or able to act, or that I have obtained the consent of such person.
2.3 If I am acting as agent under a durable power of attorney for health care, executor or administrator of the estate, or other authorized representative, my authority is as follows: [DESCRIBE AUTHORITY OR STATE "NOT APPLICABLE"].

3. AUTHORIZATION FOR AUTOPSY
3.1 I hereby authorize [NAME OF PATHOLOGIST OR INSTITUTION] to perform a complete postmortem examination (autopsy) on the remains of the Deceased.
3.2 The purpose of the autopsy is to determine the cause of death, the manner of death, the presence and extent of disease or injury, and such other information as the examination may reveal, and to provide information for medical, scientific, and legal purposes.
3.3 I understand that the autopsy will be performed by a licensed physician qualified in pathology or by a qualified designee under the supervision of such physician.
3.4 I understand that the autopsy may include external examination, internal examination of the body cavities and organs, microscopic and toxicological studies, and the retention of tissue, fluid, and organ specimens as may be necessary for diagnosis and documentation.
3.5 I understand that the autopsy may be limited or restricted as specified in Section 6 of this form.

4. SCOPE AND LIMITATIONS OF AUTOPSY
4.1 Scope of Autopsy Authorized: [SELECT ONE: COMPLETE AUTOPSY / LIMITED AUTOPSY / EXTERNAL EXAMINATION ONLY]
4.2 If a limited autopsy is authorized, specify the organs, regions, or questions to be examined: [DESCRIPTION OF LIMITATIONS OR STATE "NONE"].
4.3 I understand that the pathologist may determine that additional examination is necessary to complete the requested study and may perform such examination unless I have expressly restricted it in this form.
4.4 Restrictions on Retention of Organs or Tissue: [DESCRIPTION OF RESTRICTIONS OR STATE "NONE"].

5. RETENTION AND DISPOSITION OF SPECIMENS
5.1 I understand that tissue, organs, fluids, and other specimens may be retained by the pathologist or institution for diagnostic, educational, research, or quality assurance purposes.
5.2 I request the following regarding retained specimens: [SELECT ONE: RETURN TO FAMILY / RETAIN FOR DIAGNOSTIC PURPOSES ONLY / OTHER: DESCRIBE].
5.3 I understand that specimens retained for diagnosis will be disposed of in accordance with applicable law and institutional policy after the completion of the examination and any required record retention period.
5.4 I understand that the performance of an autopsy does not interfere with the right to an open casket viewing or with customary funeral arrangements, and that the body will be restored in a manner consistent with professional standards.

6. RELEASE OF INFORMATION AND RESULTS
6.1 I request that the preliminary and final autopsy reports be provided to: [NAME AND CONTACT INFORMATION OF RECIPIENT(S)].
6.2 I authorize the release of autopsy findings and related medical information to the following persons or entities: [NAMES AND RELATIONSHIPS OF PERSONS AUTHORIZED TO RECEIVE INFORMATION].
6.3 I understand that the final autopsy report may take [ESTIMATED NUMBER OF WEEKS] weeks or longer to complete, and that a preliminary summary may be available sooner upon request.
6.4 I understand that autopsy findings may be subject to disclosure as required by law, including to public health authorities, medical examiners, coroners, and courts of competent jurisdiction.

7. FINANCIAL RESPONSIBILITY
7.1 I understand that the cost of the autopsy, if any, is [AMOUNT OR "NO CHARGE"] and will be billed to [NAME OF RESPONSIBLE PARTY OR "ESTATE OF THE DECEASED"].
7.2 I understand that the cost of transportation of the remains to and from the autopsy facility is the responsibility of [NAME OF RESPONSIBLE PARTY].
7.3 I understand that the institution performing the autopsy may require payment or a guarantee of payment prior to performing the examination.

8. CONSENT AND ACKNOWLEDGMENT
8.1 I have read and understand this Authorization Form in its entirety.
8.2 I understand that I may withdraw this authorization at any time prior to the commencement of the autopsy by providing written notice to [NAME OF PATHOLOGIST OR INSTITUTION].
8.3 I understand that once the autopsy has commenced, it may not be possible to stop the procedure without compromising its completeness or the accuracy of its findings.
8.4 I certify that the information provided in this form is true and correct to the best of my knowledge.
8.5 I understand that this authorization is voluntary and that no one has coerced or unduly influenced me to sign it.

9. SIGNATURES
9.1 Signature of Authorizing Next of Kin: ______________________________
9.2 Printed Name: [NAME OF AUTHORIZING NEXT OF KIN]
9.3 Date: [DATE OF SIGNATURE]
9.4 Witness Signature: ______________________________
9.5 Printed Name of Witness: [NAME OF WITNESS]
9.6 Date: [DATE OF WITNESS SIGNATURE]
9.7 Signature of Pathologist or Authorized Representative Accepting Authorization: ______________________________
9.8 Printed Name and Title: [NAME AND TITLE OF PATHOLOGIST OR REPRESENTATIVE]
9.9 Date and Time Authorization Received: [DATE AND TIME]

10. NOTARY ACKNOWLEDGMENT (IF REQUIRED)
10.1 State of: [STATE]
10.2 County of: [COUNTY]
10.3 On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [NAME OF AUTHORIZING NEXT OF KIN], known to me or satisfactorily proven to be the person whose name is subscribed to this instrument, and acknowledged that he or she executed the same for the purposes therein contained.
10.4 Notary Public Signature: ______________________________
10.5 Printed Name: [NAME OF NOTARY PUBLIC]
10.6 My Commission Expires: [COMMISSION EXPIRATION DATE]
10.7 Notary Seal: [NOTARY SEAL]
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