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Fax: 763-324-1042            Phone: 763-324-4400      

Fetal Demise Cremations Only
All other cremation authorizations must be submitted online through the MR&C
Please Fill Out All Sections COMPLETELY and LEGIBLY
	FUNERAL HOME TO COMPLETE

	Decedent:        
	Gestational Age:      

	Date of Delivery:         
	Time of Delivery:           |_|AM    |_|PM      
	 |_|Witnessed  |_|Pronounced

	Place of Death:      

	Type: |_| Residence        |_| Hospital IP       |_| Hospital ER          |_| Other:      

	County:       

	Primary/Attending Provider:                                                                                                                            
	|_|MD    |_|Other_________

	Telephone Number:            
	Fax Number:      

	Funeral Home:         
	Phone Number:      

	Contact:         
	Fax Number:      

	MEDICAL PROVIDER TO COMPLETE AND FAX TO MEDICAL EXAMINER: 763-324-1042

	Date Last Seen or Last Clinic Visit:      

	Was there any injury or maternal drug use which caused/contributed to the death?    |_|YES             |_|NO
                                     (i.e. motor vehicle accident, fractures, toxicity, overdose, etc.)

	· If YES  - report to the Medical Examiner at 763-324-4420[image: C:\Users\MST962\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.IE5\STRJKDQR\MC900434805[1].png]
[image: C:\Users\MST962\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.IE5\STRJKDQR\MC900434805[1].png]


	Is the death natural?          |_|YES             |_|NO

	· If NO  - report to the Medical Examiner at 763-324-4420[image: C:\Users\MST962\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.IE5\STRJKDQR\MC900434805[1].png]
[image: C:\Users\MST962\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.IE5\STRJKDQR\MC900434805[1].png]


	CAUSE OF DEATH AS IT WILL APPEAR ON THE FETAL DEATH WORKSHEET

	     

	     

	     

	Other Significant Conditions:      

	Provider Signature:      
	Date:      

	FOR MEDICAL EXAMINER’S OFFICE USE ONLY

	Investigator Signature:          
	Date:      

	OK to Cremate?          |_|YES             |_|NO            
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