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DEATH CERTIFICATE INFORMATION :                                                                   File No.  ____________       First Name _____________________   Middle ___________________   Last ______________________________   Sex ________    Date of Death _____________ ______________ ____        Time of Death _________________________   Place of Death: Hospital: Inpatient __ ER/Outpatient __ DOA __ Facility Name ___________________________________________    City, Town, or Location of Death ___________________________________ _____________________________________________   Inside City Limits? ___ Yes ___ No   County of Death  ________________________________    Military Service: Yes ____  No ___   Marital Status: _____Married    _____Never Married    _____ Widowed    _____ Divorced    Surviving Spouse (If wife, give maiden name) _____________________________________________________________________   Social Security # __________________________________________ Age at Last Birthday _________________________________   Age if: Under 1 year ____   months    _____ days   _____ or Under 1 day ___ hours ___ minutes   Date of Birth __________ ___ ___________ Birthplace ______________________________________________________________   Usual Occupation __________________________________         Kind of industry   _______________________________________   Residence: State ________ County ______________________      City or Location _______________________________________   Street and Number _____________________________________________     In city limits ____ yes ___ n o     Zip _____________   Of Hispanic Origin?  yes_or  no (if yes – Cuban__ Mexican __ Puerto Rican __ Other________________)   Race: American Indian ___ Black ____ White ___ Other ____________________________________________________________   Education: Elementar y/Secondary (0 - 12) _____________________       Co llege :     (1 - 4 or 5+) ______________      Degree:  No________                                                                                          Yes__________   Type ______________________________________   Father ’s Name:  First ________________________Middle ____________________Last ___________________________________   Mother’s Name: First ________________________Middle ____________________Maiden ________________________________   Informant: Name ____________________ ________   Address_________________________________________________________   Relationship to Deceased_______________________        Method of Disposition _____Burial     _____Cremation    ______Donation                    ______Remove from State                 _ _____Other (Specify) ___________________________________________________   Place of Disposition: (Name of Cemetery or Crematory or Other) ______________________________________________________   (Specify if Other than Cemetery or Crematory)____________________ __________________________________________________   Date of Disposition ______Month ________Day _______ Time     Location of Disposition  ___________________________________    Pre - Need Insurance Policy _______Yes _______No   Certifying Doctor ____________________ ________Address _______________________________________ Phone_____________     RESPONSIBLE PARTY     Name ____________________________Address ____________________________________________ Phone _________________   Name ____________________________Address __________ __________________________________ Phone__________________  


