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                              Direct Cremation Service of Illinois, LLC                          
                               Authorization for Release and Removal 

Name of Decedent: First _________________    Middle:_______________________  Last:_______________________ 

Date of Death: ___________________________              Date of Birth: _______________________________________ 

_
I, the undersigned, hereby authorize and request ______________________________________________________ 

(Name of Place of Death or Funeral Home with Custody of Decedent) 

____________________________________________________________________________________________ 

(Address of Place of Death or Funeral Home with Custody of the Decedent) 

Release/transfer the remains of the Decedent to  Direct Cremation Service of Illinois, LLC
Name of Funeral Home or Institute Assuming Custody of Decedent Direct Cremation Service of Illinois,  LLC
                                                      Direct Cremation Service of Illinois, LLC. 

 Address: 242 Main Street, Park Forest IL 60466- Email: directcremationservice.net - Phone: 708-390-8550  Fax -855-327-2388
I acknowledge and agree that this release authorization permits the Funeral Home to use the services of other funeral home/affiliates or other independent contractors in connection with the transfer of the Decedent from the place of death or Funeral Home. 

I represent that I have legal authority to give this authorization. I agree to indemnify and hold harmless the Funeral Home, its affiliates and their agents and employees from any and all liability or claim which may arise as a result of this release authorization. 

____________________________________________________ ________________________________ 

Print Name of Authorized Representative Relationship to Decedent 

____________________________________________________ ________________________________ 

Signature of Authorized Representative Date 

________________________________________________ Title ________________________________
Print Name of Funeral Home Representative Title 

____________________________________________________ ________________________________ 

Signature of Funeral Home Representative Date 

If authorization is oral, complete the following: 
____________________________________________________ ________________________________ 

Authorization Received from (Print Name) Relationship to Decedent 

____________________________________________________ ________________________________ 

Phone Number Date and Time Obtained 

____________________________________________________ ________________________________ 

Received By (Print Name) Title 

____________________________________________________ 

Received By (Signature) 

                 Address: 242 Main Street, Park Forest IL 60466  ~  Phone: 708-390-8550-Fax: 855-327-2388
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                              Direct Cremation Service of Illinois, LLC                          

                                 AUTHORIZATION FOR CREMATION AND DISPOSITION 
__________________________________________________________ _______________________________  _____________________________ 

(Name of Deceased: First, Middle, Last)                                          (Date of Death)                                          (Date of Birth) 

 I/We acknowledge that neither the Funeral Home nor the Crematory is responsible for removing any item of value (such as jewelry) from the remains prior to the cremation process, and I/We agree to hold harmless Funeral Home and Crematory from any liability for the destruction or loss of any such item 

 I/We understand that certain items, including, but not limited to, body prostheses, dentures, dental bridgework, dental fillings, jewelry, and other personal articles accompanying the remains of the Deceased, may be destroyed during the cremation process. I/We authorize that if any items, other than the cremated remains of the Deceased, are recovered from the cremation chamber, they may be separated from the cremated remains of the Deceased and disposed of by the Crematory. I/We further hereby authorize the Crematory to separate and remove from the cremation chamber all noncombustible materials, including, but not limited to, hinges, latches, nails, jewelry and precious metals, and to dispose of such materials. 

Following cremation, the cremated remains of the Deceased, consisting primarily of bone fragments, will be mechanically pulverized to an unidentifiable consistency prior to placement in an urn or other container. 

In the event the urn or container is insufficient to accommodate all of the cremated remains of the Deceased, any excess cremated remains will be         placed in a secondary container and returned to the Funeral Home, together with the primary urn or container. 

In the event the cremated remains of the Deceased remain unclaimed for a period of 30 days after the cremated remains are available to be retrieved by the person designated on the Authorization for Return of Cremated Remains form, the Funeral Home shall give written notice by Certified Mail to me/us and to the person designated on the Authorization for Return of Cremated Remains form. I/We agree that in the event the cremated remains of the Deceased remain unclaimed for a period of 30 days after the date such written notification is mailed, the Funeral Home is authorized and directed to mail the unclaimed cremated remains of the Deceased by Priority Mail Express via United States Postal Service to the individual designated on the Authorization for Return of Cremated Remains form. 

I/We agree to indemnify, release and hold the Crematory, Funeral Home, their affiliates, agents, employees and assigns, harmless from any and all loss, damages, liability or causes of action (including attorneys’ fees and expenses of litigation) in connection with the cremation and disposition of the cremated remains of the Deceased, as authorized herein, or my/our failure to correctly identify the remains of the Deceased, disclose the presence of any implanted mechanical or radioactive devices, or take possession of, or make permanent arrangements for, the disposition of such remains. 

Except as set forth in this Authorization, no warranties, expressed or implied, are made by the Funeral Home, Crematory, or any of their respective affiliates, agents, or employees. 

SIGNATURE OF PERSON(S) AUTHORIZING CREMATION AND DISPOSITION 
I/We warrant that all representations and statements made herein are true and correct, and that I/we have read and understand the provisions contained in this document. 

Signature _______________________________________________ Print Name _____________________________________________________
Relationship to Deceased ______________________________       Address ________________________________________________________
Tel (_______) 

Signature _______________________________________________Print Name _____________________________________________________

Relationship to Deceased ______________________________      Address ________________________________________________________
Tel (_______) 

WITNESS _________________ _______________________________________ Date _____________, 20_________________________________ 

Signature of Licensed Funeral Director / License Number 

Notary: _____________________________________________________________________________________________________
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                              Direct Cremation Service of Illinois, LLC                          

                                    Death Certificate Application 
                                 This form Must be filled out entirely. Please print clearly. 
Name of Deceased: First________________ Middle (initials are not accepted)_______________  Last___________________ 
Date of Death: __________ Time of Death: _________ AM or PM (please circle) 
Place of Death ________________________________________________________________________________ 
Address : _____________________________________  City: ________________ State: _____________________ 

Zip: _____ County: __________________ Birth Date: ________________ Age: ________ Sex: _______________
Social Security #: ________________________________ Served in the Armed Forces: ______________________
Birthplace (City, State or Foreign Country): _________________________________________________________ 

Marital Status: Married, Widowed, Divorced, Never Married (please circle) 
Race: _____________          Hispanic Origin: ____​​​________ 

Surviving Spouse : _________________________________ 

Deceased Home Address: _________________________________________________________________________
County: ____________ City: ____________________ State: _________  Zip Code: __________________________ 

Education Number of Years: High School ___________________ College __________________________________ 

Usual Occupation: ________________________  Business or Industry: ____________________________________ 

Fathers Name: _______________________  Mothers Name (maiden): _____________________________________ 

Physician: __________________________  Address: _____________________________​​​​​​​​​​_____________________ 

City: _______________________________ Phone: ____________________________________________________ 

Legal Next of Kin /Informant’s Name: _______________________________________________________________ 
Address: ______________________________  City:________________ State: ______________________________

Zip Code: ________ Phone Number: ______________________  Email: ______________________________________ 

                                                        Number of Death Certificates___________
                                                          Please email or fax completed forms:
                                                          precious@directcremationservice.net 
                                                                          1-855-327-2388
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                              Direct Cremation Service of Illinois, LLC                          

                                                          Credit Card Authorization Form 
            
     PLEASE PRINT AND COMPLETE THIS AUTHORIZATION AND RETURN TO US 

            
                                         All information will remain confidential 

Cardholder Name:
 ___________________________________________

Billing Address:
 ___________________________________________

Credit Card Type:           _____ Visa  _____ Mastercard  ____ Discover ____ Amex 
Credit Card Number:      _________________________________________

Expiration Date:             _________________________________________

Card Identification Number (last 3 digits located on the back of the credit card): _______

Amount to Charge: $ ___________ (USD)

I authorize ____________________ to charge the agreed amount listed above to my credit card provided herein. I agree that I will pay for this purchase in accordance with the issuing bank cardholder agreement. 

Cardholder – Print Name, Sign and Date Below: 

Signed:
__________________________________ 

Dated: __________________________________ 

Name:__________________________________ 

Once signed return the completed form to:

Direct Cremation Service of Illinois via fax or email. 

precious@directcremationservice.net
Fax: 855-327-2388 

