
 

 

 

 

 

 

  2761 Sullins Street    Knoxville TN  37919    P 865.215.8000    F 865.215.8001 

REQUEST FOR AUTOPSY REPORT 

Today’s Date:_________________ 

Legal Name of Deceased:___________________________________  

Date of Birth:______________  Date of Death:_____________ 

Name of Person Requesting Autopsy 

Report:____________________________________________________ 

 

Send Report To: 

 

Name:      __________________________________________________________ 

 

Street:          _______________________________________________ 

 

City, State, Zip:    _________________________________________________ 

 

Please attach a copy of your photo identification 

 

RETURN TO FAX: 865.215.8001 

 

Confidentiality Notice:  This electronic transmission and the information it contains is strictly confidential, legally 

privileged and intended solely for the addressee.  Any liability (in negligence or otherwise) arising from any third-party 

acting, or refraining from acting, on any information contained in this transmission is hereby excluded.  If you are not the 

intended recipient, please notify the sender immediately and do not disclose the contents to any other person, use it for 

any purpose, or store or copy the information in any medium.  If you are not the intended recipient, please destroy the 

contents of this transmission. 

 

For Office ONLY. 

 

Rec’d__________           Date__________           Date Mailed________ 

            Initials            
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