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                   DISTRIBUTEE ACKNOWLEDGEMENT FORM

Deceased Patient’s Name:

___________________________________________________

Distributee Name:

___________________________________________________     


Distributees Relationship to Deceased:

____________________________________________________       

I, ______________________________, as the distributee of the above named deceased 

            Distributee Name

have the authority to be such as  no Administrator of the Estate has been appointed as of this date.

Distributee’s Name                                                                           Date                   

Witness                                                                                              Date  

