
 

Death Match Request Form 
 

This form is to be used to request a search of vital statistics for death information 

 

Patient Name* 

 

Last                         First                        MI

  

Dob* Ssn* Last 

Contact 

Date* 

Death 

Certificate 

Number 

County Of 

Death/Res 

Cause Of 

Death 

Date Of 

Death 

Autopsy 

    

 

 

 

 

 

 

 

 

 

 

 

  

     
          
          
          
          
          
          
          
          
          
          
          
*Complete these items whenever possible 

 

Please submit form to: 

 

Missouri Cancer Registry 

PO Box 718 

Columbia MO  65205 

 

Hospital Name/City: ___________________________________________________   Contact:  ____________________________________ 

 


