
REQUEST FOR PLACENTA

(1)
REQUEST BY PATIENT:

I hereby request that following the birth of my child, my placenta be:


Returned to me (name) _____________________________________________


Released to my designee (name) _____________________________________

Acknowledgement of risk of potential infection:

I understand that my test findings are negative for HIV 1 and 2, Hepatitis B, and Hepatitis C.  However, I acknowledge that no test can completely ensure the absence of infectious agents and accept any risk of infection to myself and others who handle this placenta.

________________________________________________________________________

Name of woman

________________________________________________________________________

Signature of woman







Date

(2)
ATTESTATION OF PHYSICIAN:

I hereby certify that ________________________________________ has been tested for the following:







Date of Test


Test Result



HIV 1 and 2


__________


_________



Hepatitis C


__________


_________



Hepatitis B


__________


_________



Other _______________
__________


_________


The test findings and medical information available to me at this time indicate the absence of maternal communicable diseases.  The placenta may be released pursuant to act 12.


_______________________________________________________________________


Name of physician


_______________________________________________________________________


Signature of physician






Date

(3)
HOSPITAL INFORMATION:

The above woman delivered an infant on _______________ (date).  Upon negative findings in the mother as attested to by the above physician, the placenta was released to:


_______________________________ on ____________________.



(person receiving placenta)

(date)


________________________________________________________________________


Hospital authority







Date



Name of Hospital:  Kapiolani Medical Center for Women and Children    Phone: 983-6000

File in Patient’s chart
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Request for Placenta Release

**Consumption of the placenta is not recommended for you and your infant’s safety**

(1)
I, _______________________________ (name), hereby request that following the birth of my baby, my placenta be:


Released to me.


Released to my designee (name):_______________________________

(2)
I understand that negative test findings for HIV 1 and 2, Hepatitis B, and Hepatitis C do not guarantee the absence of infectious agents and I accept any risk of infection to myself and others who handle this placenta.

(3)
In the absence of maternal communicable diseases and upon the release of my placenta, I understand that my placenta must be removed from this facility immediately.  If labs are pending at discharge, I understand I have up to 10 days after delivery to pick up my placenta. I understand after 10 days my placenta will no longer be available for pick up.

(4)
I understand that my physician may request a gross and or microscopic examination of my placenta.  I also understand when such an examination is requested, my placenta may no longer be intact at the time my placenta is released.

(5)
I understand the required testing for maternal communicable diseases for the release of my placenta may not be covered by my medical insurance and I may be billed separately.  I understand and acknowledge that I will be responsible for the charges.  If I have questions regarding the lab costs, I will contact the laboratory for the charges.

(6)
I understand that should any maternal communicable diseases be present, my placenta cannot be released under the law (pursuant to HRS §321-30).

_____________________________________
__________________

Signature of Patient





Date

______________________________________

Name of Patient (print)

______________________________________
__________________

Witness Signature





Date

______________________________________

Name of Witness (print)

Placenta Request Release (7/18) 

File in Patient’s Medical Record
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Placenta Declaration

**Consumption of the placenta is not recommended for you and your infant’s safety**

Kapi’olani Medical Center for Women and Children, in an effort to respect and support religious, ethnic, and cultural practices, allows a patient to request the release of their placenta after childbirth.  Before the placenta can be released, there must be due consideration for proper assurances of public health and safety.  A “Request for Placenta” form must be completed and maternal testing for communicable diseases must be verified.  

Upon test findings and medical information indicating the absence of maternal communicable diseases by your physician, the placenta may be released to you or your designee.  The presence of any maternal communicable diseases denies the release of the placenta (pursuant to HRS §321-30).

The required testing for the maternal communicable diseases for the release of your placenta may not be covered by your medical insurance.  You may be billed separately and will be responsible for these charges.

Should you decide to request the release of your placenta, please notify your physician and nurse.

____  
Yes, I request my placenta to be taken with me.  


Please complete the attached required forms.


_________________________________
__________________




Signature



Date


_________________________________




Print Name

​____
No, I decline my placenta.
I understand that following the delivery of my placenta, my placenta will not be available to be released to me. 


_________________________________
__________________




Patient’s Signature


Date


_________________________________




Print Name


_________________________________
__________________




Witness Signature


Date





Rev. (7/18)

Place into patient’s medical record



{Patient EPIC Label}








{Patient EPIC Label}








