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Death Certificate Information Contact Sheet 
 
Funeral Home:  _________________________________________________________________________________________ 

                                     (name and address) 

Funeral Director: _____________________________________________ Telephone Number:  ______________________ 
                                       (name) 

Decedent Information  

 
Name of Decedent:  _____________________________________________________         [  ]  Male     [  ]  Female 
 
Date of Birth:  _____________________________________   Social Security Number:   _____________________  

                                                                                                                                                                                    (last four digits) 

Date of Death:  ____________________________________   Place of Death:  ____________________________ 
                                                                                                                                                                     (city or county) 
 

Location of Death:  [  ]  Home     [   ]  Hospital     [  ]  Emergency Room     [  ]  Other:  ___________________________ 
                                                                                                                                      (please specify) 
 

Resident of Decedent:  __________________________________________________________________________ 
                                                   (street, city, state, zip code) 
 

Decedent’s Medications:___________________________________________________________________________ 
 

Known Pharmacy: _____________________________________________________________________________ 
                                                   (name, location) 
 

Date last seen by a physician:   ___________   Physician contact information:  _______________________________ 
(name and telephone number) 

 

Recent Illness:  [  ]  Yes     [  ]  No     - If yes, describe: ___________________________________________________ 
 

Last person who saw decedent alive:   ______________________________   Telephone number:  _______________ 
                                                                                   (name) 

 

PLEASE RECORD INFORMATION THAT WOULD BE HELPFUL TO THE MEDICAL CERTIFIER -  

 

Funeral Director Notes/Comments:   

 

 

 

Law Enforcement Notes/Comments:   

 

 

 

Medical Examiner Notes/Comments:   
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DECEDENT NAME:  _________________________________________________________________________________ 
 

Persons Contacted  

Profession: Primary Physician, Specialist, ER Physician, Surgeon, Law Enforcement, EMS, OCME, Physician’s Staff, etc. 
 

Name: 

Phone Number:                                                                          Email Address: 

Profession: 

 

Name: 

Phone Number:                                                                          Email Address: 

Profession: 

 

Name: 

Phone Number:                                                                          Email Address: 

Profession: 

 

Name: 

Phone Number:                                                                          Email Address: 

Profession: 

 

Name: 

Phone Number:                                                                          Email Address:   

Profession: 

 

Name: 

Phone Number:                                                                          Email Address:   

Profession: 

 

Name: 

Phone Number:                                                                          Email Address: 

Profession: 

 

Name: 

Phone Number:                                                                          Email Address: 

Profession: 

 


