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CONSENT TO AUTOPSY

| hereby authorize St. Louis Children’s Hospital and Washington University School of Medicine physicians
and staff to perform an autopsy, including the head and eyes, upon the remains of

Elle, TCi (i P _to such an extent as in their judgment may be necessary or
desirable to determine fullldiagnosis, pathological study and /or approved research including the retention

and use of such organs or tissue as may be helpful for any such study or other permissible purposes.

Exclusions or limitations: [ﬁNone [ Exclude:

Signed @ré,‘n 7;-/? 4/1%7 (3"“215_6"""

Signature Printed Name Ddte’ Time

Relationship to Decedent ’F W
Address _| 2947 Dm’/h‘glﬁr Dr., Apt. (0L

city_Jt. Lowis state _ M0 zip_ 4213%|
Telephone (VA - 401 Date _4 I o) ! 11 Time
- r Y (
Physician Witnes l C’, eflce FI’SA%/ 7/
Signature rinted Name Pager # /l/
Witness c
Signature Printed Name

(Must be co-witnessed for telephone consent)

Medical Record # 1442471 2841 This is a Medical Examiner's Case [] Yes Bﬁ)

. hipgton-University School of Medicine — Department of Pathology
! ) -,
Kenee frshetinq as)17 ($:2b
Signature Printed Name W& Date’ Time

You are authorized to proceed within the limitation of the above consent. You may take temporary
possession of the decedent's medical record and safeguard it in accordance with hospital policy.

t Louis Children’s Hospital
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Name of Undertaker, if known Signature Printed Name Date Time
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