PLACENTA RELEASE REQUEST

Patient Name:

Date of Birth:

Estimated Due Date:

Dear Obstetric Provider and Labor & Delivery Team,

I respectfully request the release of my placenta following the birth of my baby for

my personal use. If pathological examination or other medically indicated evaluation

is required, I respectfully request that the placenta be released to me afterward, if

permitted by hospital policy.

IF APPROVED, I RESPECTFULLY REQUEST THAT:
e My placenta be placed in a clean, leak-proof specimen container.
e The container be labeled with my name and date of birth.
e The placenta be refrigerated (not frozen unless necessary) until it is picked up.

e My designated placenta specialist or family member be permitted to retrieve it

promptly after delivery.

The placenta will be transported in a cooler with ice and handled according to

safe food-handling guidelines.

INTENDED USE (PLEASE SELECT):

[ ] Placenta encapsulation for postpartum recovery

[] Other personal/cultural use:

Thank you for supporting my postpartum wishes.

Patient Signature: Date:

Provider Acknowledgement (optional): Date:

Please let me know in advance if your hospital has any specific
placenta release forms or policies that need to be completed prior to delivery.



