PRIVATE AUTOPSY CONSENT FORM

[FULL NAME OF DECEDENT]

[DATE OF BIRTH OF DECEDENT]

[DATE OF DEATH OF DECEDENT]

[PLACE OF DEATH]

[NAME OF AUTHORIZING PERSON]

[RELATIONSHIP TO DECEDENT]

[ADDRESS OF AUTHORIZING PERSON]

[CITY, STATE, ZIP CODE]

[TELEPHONE NUMBER OF AUTHORIZING PERSON]

[EMAIL ADDRESS OF AUTHORIZING PERSON]

[NAME OF PATHOLOGIST]

[NAME OF PATHOLOGIST'S INSTITUTION OR PRACTICE]

[ADDRESS OF PATHOLOGIST'S INSTITUTION OR PRACTICE]

[DATE OF FORM]

RE: CONSENT FOR PRIVATE (NON-MEDICOLEGAL) AUTOPSY OF [FULL NAME OF DECEDENT]

1. IDENTIFICATION OF DECEDENT
1.1 Decedent Name: [FULL NAME OF DECEDENT]
1.2 Date of Birth: [DATE OF BIRTH OF DECEDENT]
1.3 Date and Time of Death: [DATE AND TIME OF DEATH]
1.4 Place of Death: [PLACE OF DEATH]
1.5 Cause of Death as Stated on Death Certificate (if known): [STATED CAUSE OF DEATH]
1.6 Attending Physician: [NAME OF ATTENDING PHYSICIAN]

2. IDENTIFICATION OF AUTHORIZING PERSON
2.1 Name: [NAME OF AUTHORIZING PERSON]
2.2 Relationship to Decedent: [RELATIONSHIP TO DECEDENT]
2.3 Address: [ADDRESS OF AUTHORIZING PERSON]
2.4 Telephone Number: [TELEPHONE NUMBER OF AUTHORIZING PERSON]
2.5 Email Address: [EMAIL ADDRESS OF AUTHORIZING PERSON]
2.6 Legal Authority to Authorize: The Authorizing Person represents that he or she is the legally authorized person under applicable state law to consent to an autopsy of the Decedent, being the [PRIORITY OF SURVIVING SPOUSE, NEXT OF KIN, OR OTHER LEGAL REPRESENTATIVE].

3. IDENTIFICATION OF PATHOLOGIST AND FACILITY
3.1 Pathologist Name: [NAME OF PATHOLOGIST]
3.2 Institution or Practice: [NAME OF PATHOLOGIST'S INSTITUTION OR PRACTICE]
3.3 Address: [ADDRESS OF PATHOLOGIST'S INSTITUTION OR PRACTICE]
3.4 Telephone Number: [TELEPHONE NUMBER OF PATHOLOGIST]
3.5 License or Certification Number: [PATHOLOGIST LICENSE NUMBER]

4. PURPOSE AND SCOPE OF AUTOPSY
4.1 Purpose: The Authorizing Person requests a private autopsy for the purpose of [STATE PURPOSE, E.G., DETERMINING CAUSE OF DEATH, CLARIFYING MEDICAL CONDITIONS, FAMILY MEDICAL HISTORY, OR OTHER REASON].
4.2 Scope: The autopsy shall consist of a complete external and internal examination, including examination of the [SPECIFY ORGANS OR REGIONS, E.G., HEAD, THORAX, ABDOMEN], together with such laboratory studies, toxicology, histology, and diagnostic imaging as the Pathologist deems appropriate.
4.3 Limitations: The Authorizing Person may request the following limitations on the scope of the autopsy: [DESCRIBE ANY LIMITATIONS OR STATE "NONE"].
4.4 This autopsy is a private, non-medicolegal autopsy and is not performed under the authority of any medical examiner or coroner.

5. CONSENT AND AUTHORIZATION
5.1 Consent: I, [NAME OF AUTHORIZING PERSON], hereby consent to and authorize [NAME OF PATHOLOGIST] and authorized assistants to perform an autopsy on the body of [FULL NAME OF DECEDENT].
5.2 Retention of Specimens: I authorize the Pathologist to retain tissue, fluid, and other specimens as reasonably necessary for diagnosis, laboratory analysis, and quality assurance, and to dispose of such specimens in accordance with applicable law and institutional policy.
5.3 Disposition of Remains: I understand that the body will be returned to the custody of [NAME OF FUNERAL HOME OR RECEIVING PARTY] following completion of the autopsy, and I authorize release of the body to that party.

6. RISKS, LIMITATIONS, AND ACKNOWLEDGMENTS
6.1 I understand that an autopsy is an invasive procedure performed on the body of the Decedent.
6.2 I understand that the autopsy may not determine a definitive cause of death and that findings may be inconclusive.
6.3 I understand that the autopsy may alter the appearance of the body and that the funeral home may need to take measures to restore appearance for viewing.
6.4 I understand that the autopsy will delay release of the body and may affect the timing of funeral arrangements.
6.5 I understand that the Pathologist will exercise professional judgment regarding the procedures performed and specimens retained.
6.6 I acknowledge that no guarantee or warranty has been made regarding the results of the autopsy.

7. COSTS AND PAYMENT
7.1 Fee: The fee for the autopsy is [AUTOPSY FEE AMOUNT], payable by [PAYMENT METHOD].
7.2 Additional Costs: I understand that additional charges may apply for laboratory studies, toxicology, histology, diagnostic imaging, transportation, and other services, and I agree to pay such charges as invoiced.
7.3 Responsibility for Payment: The Authorizing Person, [NAME OF PAYING PARTY], agrees to be responsible for payment of all fees and costs associated with the autopsy.
7.4 Insurance: [STATE WHETHER INSURANCE COVERS THE AUTOPSY OR STATE "NOT APPLICABLE"].

8. REPORTS AND CONFIDENTIALITY
8.1 Preliminary Report: The Pathologist will provide a preliminary report within [NUMBER] business days following completion of the autopsy.
8.2 Final Report: The Pathologist will provide a final written report within [NUMBER] weeks following completion of the autopsy.
8.3 Recipients: Reports shall be released to [NAME OF REPORT RECIPIENT] at [ADDRESS OF REPORT RECIPIENT].
8.4 Confidentiality: The Pathologist shall maintain the confidentiality of the autopsy records and shall release records only to persons authorized by the Authorizing Person or as required by law.
8.5 Authorization to Release Records: I authorize release of autopsy records to [NAME OF ADDITIONAL RECIPIENT OR STATE "NONE"].

9. LEGAL COMPLIANCE AND REPRESENTATIONS
9.1 The Authorizing Person represents that all statements made in this form are true and correct.
9.2 The Authorizing Person represents that no medical examiner, coroner, or other governmental authority has jurisdiction over the body that would require a medicolegal autopsy or prohibit this private autopsy.
9.3 The Authorizing Person agrees to indemnify and hold harmless the Pathologist and the Pathologist's institution from claims arising from reliance on the representations made in this form.
9.4 This consent shall be governed by the laws of the State of [STATE].

10. SIGNATURES
10.1 Authorizing Person Signature: [SIGNATURE OF AUTHORIZING PERSON]
10.2 Printed Name: [NAME OF AUTHORIZING PERSON]
10.3 Date: [DATE OF SIGNATURE]
10.4 Witness Signature: [SIGNATURE OF WITNESS]
10.5 Witness Printed Name: [NAME OF WITNESS]
10.6 Date: [DATE OF WITNESS SIGNATURE]
10.7 Pathologist Acknowledgment: [SIGNATURE OF PATHOLOGIST]
10.8 Printed Name: [NAME OF PATHOLOGIST]
10.9 Date: [DATE OF PATHOLOGIST SIGNATURE]

11. NOTARY ACKNOWLEDGMENT (IF REQUIRED)
11.1 State of [STATE]
11.2 County of [COUNTY]
11.3 On this [DAY] day of [MONTH], [YEAR], before me, the undersigned notary public, personally appeared [NAME OF AUTHORIZING PERSON], known to me or proved to me on the basis of satisfactory evidence to be the person whose name is subscribed to this instrument, and acknowledged that he or she executed it for the purposes therein contained.
11.4 Notary Public Signature: [SIGNATURE OF NOTARY PUBLIC]
11.5 My Commission Expires: [COMMISSION EXPIRATION DATE]
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