
Fetal Death Disposition-Notification Form

Time given to mother/co-parent ________ a.m. / p.m.

This form shall be used to notify a mother/co-parent of her disposition rights and options after

experiencing a spontaneous fetal demise of less than 20 completed weeks of gestation [See

Hospital Licensing Act (210 ILCS 85/11.4)].

I, ________________________________________, understand that within 24 hours of reading

this notification, I have the right to arrange for the burial or cremation of these remains, or

choose to let the hospital handle the disposition under the terms and conditions that the hospital

may prescribe. 

My signature commits me to one of the following two options. 

Please check one:

1._____ I elect to have the hospital handle the disposition of these remains under the

terms and conditions that it may prescribe. The hospital can explain the costs for this

service, if any.

2._____ I elect to contact a funeral director of my choice and arrange for the burial and/or

cremation of these remains at my expense.

My failure to sign this form within 24 hours of reading it authorizes the hospital to handle the

disposition under the terms and conditions customarily used by the hospital.

_____________________________________ ________________
Mother/Co-parent’s signature Date

_____________________________________ ________________
Witness’ signature Date
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