
____________________________________________ ____________________________________________ 

Director Case Number / # for year 
 
 

1. Name of Decedent: First (given) 
 

 

2. Middle 3. Last (family) 

 

AKA – Also Known As – Include full AKA (First, Middle, Last) 
 

 

4. Date of Birth (mm/dd/ccyy) 5. Age yrs.  |  If Under 1 year  |  If under 24 hours 
                        Months – Days       Hours - Minutes 

6. Sex 

 

9. City and State/Country of Birth 10. Social Security Number. 11. Military Service 
 

[   ]Yes     [   ]No     [   ]Unk 

12. Marital Status. 7. Date of death MM/DD/ccyy 8. Hour 

 

13. Education–Highest Level/Degree 
                                                     (See worksheet) 

 

15. Was Decedent Spanish/Hispanic/Latino? If yes, see worksheet. 
 

[   ] Yes _________________________________________  [   ] No 

16. Decedent’s Race (Up to 3 races may be listed – see worksheet) 

 

17. Occupation – Type of work for most of life (Do not use Retired) 
 

 

18. Kind of Business or Industry 19. Years in Occupation 

 

20. Residence – (Street and number or Location) 
 

 
 

21. City 
 

 

22. County 23. Zip Code 24. Yrs. In County 25. State or Foreign Country 

 

26. Name & Relationship of Informant 
 

 

27. Mailing Address (Street and number or rural route number, City or town, state, zip) 

 

28. Name of Surviving Spouse – First 
 

 

29. Middle 30 Last (Maiden Name) 

 

31. Name of Father – First 
 

 

32. Middle 33 Last 34. Birth State 

 

35. Name of Mother – First 
 

 

36. Middle 37. Last (Maiden) 38. Birth State 

 

39. Disposition Date 
 

 

40. Place of Final Disposition 

 

41. Type of Disposition(s) 
 

 

42. Signature of Embalmer 43. License No. 

 

 

101. Place of Death 
 

 

102. Hospital, Specify one: 
 

[   ] IP   [   ] ER/OP   [   ] DOA 

103. Facility other than Hospital 
[   ] Hospice    [   ] Conv.   [   ] Res.   [   ] Other 

 

104. County of Death 
 

105. Street Address – Street and Number or Location 106 City. 

 

108.. Death Reported to Coroner. 
 

[   ] Yes __________________________   [   ] No. 

Attending Physician’s Name and Address Phone. 

 

Verification:  
 

I hereby verify that the information above is true and accurate. Signed _____________________________________________________________________________. 

Number of CCDCs  
requested: 

 

 

CONTACTS:   Appointment date/time:   

 
Next of Kin:   Relationship  
 
     Phone:   Cell Phone:   
 
Contact #2:   Relationship  
 
     Phone:   Cell Phone:   
 

INFORMATION for Clergy Record/Register book/Newspapers Notices :       

 
SURVIVORS: 
 
  Relationship:   
 
  Relationship:   
 
  Relationship:   
 
  Relationship:   
 
  Relationship:   
 
  Relationship:   
 
  Relationship:   
 
  Relationship:   
 
  Relationship:   
 
_____Grandchildren _____Great Grandchildren 
 
 

INFORMATION for Ship-out or Ship-In .  

 
Other Mortuary:   
 
Phone:   Fax:   
 
Contact:    
 
Address:    
 
   
 
Outside Mortuary Charges:   
 
AIRLINE:    
 
Phone:    
 
Cost:    [   ] COD     [   ] Prepaid 
 
Flight #  Airport  Depart Date/Time  Arrival date/time 
 
        
 
         
 

SOCIAL SECURITY  

 
Statement of Death by Funeral Director Mailed:  Date:                                                         Initial 
 

COMMENTS  



 


