[bookmark: _Hlk120802371]UC Irvine ADRC
Post-mortem Telephonic Authorization for Brain Donation
[bookmark: _GoBack]
NOTE: Authorization must be from next-of-kin, recommended in this order of priority: 1) spouse or adult child who is not the child of the spouse, 2) adult child, 3) parent, 4) adult sibling, 5) adult grandchild, 6) adult nephew/niece, 7) grandparent, 8) uncle/aunt, 9) other relative or friend assuming custody of the body for burial and who is knowledgeable of the decedent’s preferences and values.

Neuropath Case ID #: __________________ (UCI-##-YY)	
Site/Institution Performing Brain Donation:	 UC Irvine	     Other: _____________
Date of Call: ______________ (MM/DD/YYYY)		Time of Call: ________ (00:00 – 23:59)
Name of Person Obtaining Authorization: _______________________________ (First/Last Name)
Decedent Name: __________________________________ (First/MI/Last Name)
Decedent Date of Birth: ______________ (MM/DD/YYYY)
Date of Death: ______________ (MM/DD/YYYY)		Time of Death: ________ (00:00 – 23:59)
Name of Next-of-Kin: ____________________________________ (First/Last Name)
[bookmark: _Hlk97215529]Relationship to Deceased: 	 Spouse/Spouse Equivalent		 Child		 Parent
				 Sibling	 Guardian		 Other: ________________

Mortuary: ___________________________________________________________________________
	     ___________________________________________________________________________
	     ___________________________________________________________________________



Medical Research: Does the next-of-kin authorize the use of the donated brain for medical research?
 Yes		 No

COMPLETE THE AUTHORIZATION BELOW:
[bookmark: _Hlk120802457]I, __________________________ (next-of-kin name), authorize the UCI Institute for Memory Impairments and Neurological Disorders and UCI Tissue Repository to remove and retain the decedent’s brain for examination and diagnosis, and to advance medical knowledge. 

__________________________________ 	Date Signed: ______________ (MM/DD/YYYY)
Signature (Next-of-Kin)

__________________________________ 	Date Signed: ______________ (MM/DD/YYYY)
Signature (Person Obtaining Authorization)

FOR TELEPHONE AUTHORIZATION, PLEASE COMPLETE THE FOLLOWING:

__________________________________ 	Date Signed: ______________ (MM/DD/YYYY)
Signature (Witness to Call)


A letter explaining how the next-of-kin can receive the final neuropathology report will be mailed.
Please provide the following contact information for receipt of the donation letter.
___________________________________	  and/or		_____________________________
___________________________________			Next-of-Kin Email Address
Next-of-Kin Physical Mailing Address
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