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Informed Consent and Authorization
Perinatal Loss and Products of Conception

The product of conception less than 20 weeks gestation will go to Anatomical Pathology for examination

Informed Consent for Genetic Testing [ ] SEE REQUEST BELOW [ ] NO REQUEST

l/we, , hereby give my consent to have Genetic Testing
Parent(s)/Legal Guardian(s)

performed on the remains of my fetus/infant, as requested by my provider.

it has been explained to me by a provider and | understand that the results of the testing will be provided to me by a
provider after my discharge.

JAM
0PM

Parent/Legal Guardian Signature Printed Name Date Time
CIAM
CIPM

Witness Signature Printed Name Date Time
CIAM
C1PM

Provider Signature Printed Name Date Time

Authorization for Release of Remains

Please check one option
[] | authorize the hospital to release the remains to the hospital designated funeral home for burial. Burial is available for
any remains and for any neonate.
[] Please have the funeral home contact me about remembrance services, contact #
[] Please DO NOT have the funeral home contact me about remembrance services.

[T} 1 authorize the hospital to release the remains for private burial by:

(Funeral Home Name/Other)

i CIAM
Released fo: Date: Time: Oem  Signature:

[7] 1 am currently undecided about disposition.
A Nursing Supervisor will contact you within 1 week for a decision at the following #
if no decision is made, the hospital will release the remains to the hospital designated funeral home.

The above options were explained to me and | request the disposition indicated above.

[JAM

CIPM

Parent/Legal Guardian Signature Printed Name Date Time
CIAM
. C1PM

Witness Signature Printed Name Date Time
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