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Committee meets to review report and conduct 

investigation into the child death within 30 days of 

receiving the report.   

Committee will complete its investigation within 20 

days after the first meeting following the receipt of 

the medical examiner or coroner’s report.   

If child is resident of the county, medical 

examiner or coroner will notify chairperson of 

child fatality review committee in the child’s 

county of residence within 48 hours of receiving 

report of child death (Code Section 19-15-3). 

Medical examiner or coroner reviews the findings 

regarding cause of death. 

If child is not resident of county, medical examiner 

or coroner of the county of death will notify the 

medical examiner or coroner in the county of the 

child’s residence within 48 hours of the death.   

 

Within 7 days, coroner/medical examiner in county 

of death will send coroner/medical examiner in 

county of residence a copy of Form 1 along with any 

other available documentation regarding the death. 

  

If cause of death meets the criteria for review 

pursuant Code Section 45-16-24, medical examiner 

or coroner will complete Form 1 and forward to the 

chair of the child fatality review committee and the 

Office of Child Fatality Review for review within 7 

days of child’s death.   

 

If cause of death does not meet the criteria for review 

pursuant to Code Section 45-16-24, the medical 

examiner/coroner will complete Sections A, B, and J 

of Form 1 and forward to the chair of the child 

fatality review committee within 7 days.  

Send copy of the report within 15 days to district attorney of the county in which the committee was created if 

the report concludes that the death was a result of: SIDS without confirmed autopsy report; accidental death 

when death could have been prevented through intervention or supervision; STD; medical cause which could 

have been prevented through intervention by agency involvement or by seeking medical treatment; suicide of a 

child under the custody of DHR or when suicide is suspicious; suspected or confirmed child abuse; trauma to 

the head or body; or homicide.   

Upon receipt, coroner/medical examiner in county of 

residence will follow outlined procedures 

If chair believes death 

meets the criteria for 

review, chair will call 

committee together. 
 

If chair of committee 

agrees that death does 

not meet criteria for 

review, then 

chairperson signs 

Section J of Form 1 

and forward to the 

Office of Child 

Fatality Review.   

 
 

Committee transmits a copy of its report within 15 

days of completion to the Office of Child Fatality 

Review. 
 
 


