SUPPLEMENTAL REPORT OF CAUSE OF DEATH

| HEREBY CERTIFY THAT THE MEDICAL CERTIFICATION/CAUSE OF DEATH OF THE DECEDENT WAS AS GIVEN BELOW AND THE ORIGINAL CERTIFICATE OF DEATH SHOULD

BE AMENDED ACCORDINGLY.

SIGNATURE OF CERTIFYING PHYSICIAN, PHYSICIAN ASSISTANT, PRINTED NAME

NURSE PRACTITIONER OR MEDICAL EXAMINER

TELEPHONE NUMBER

ADDRESS OF CERTIFIER

REASON FOR AMENDMENT:

(REQUIRED)

1. Decedent’'s Name , AKA (if any)
(REQUIRED)

2. Date of Death Month  Day Year

/ /

3. Time of Death

4a. Facility Name (If not institution, give street and number)

4b. City, Town, or Location of Death

4c. County of Death

23a. Part |. Disease, injuries, or complications that directly caused the death

Approximate Interval Between
Onset and Death

Immediate Cause (Final disease or a.
condition resulting in death)

Due to (or as a consequence of):
b.
Conditions, if any, leading to

immediate cause Due to (or as a consequence of):

C.

Due to (or as a consequence of):
d.

Part II. Other significant conditions contributing to death but not resulting in the underlying cause given in Part I.

23b. Did tobacco use contribute to the cause of death?

1ocYes 2oNo

3 o Probably 4 o Unknown

24a. Was an autopsy
performed?

1oYes 2oNo

24b. Were autopsy findings available
prior to completion of cause of
death?

10 Yes 20 No

25. Was case referred to medical

26. Place of Death (Check only one)

Examiner?

1o Yes 2 oNo Hospital:

Other: 4 n Nursing Home/Long Term Care Facility 5 n Hospice Facility

1 o Inpatient 2 o ER/Outpatient 3 o DOA

6 o Decedent's Home 7 n Other (Specify)

27. Manner of Death 28a. Date of Injury 28b. Time of Injury 28c. Describe how injury occurred. 28d. Injury at
1o Natural 5 o Pending (Month, Day, Year) M Work?
2 o Accident investigation 1oYes2 No
3 o Suicide 6 o Could not be

28e. Transportation Injury?
l.onYes 2.nNo

28f Place of injury

4 o Homicide determined

28g. Location of Injury

29a. Certifier
(Check only one)

1 o Certifying Physician: To the best of my knowledge, death occurred at the time, date and place, and due to the cause(s) and manner as stated.
2 o Certifying Nurse Practitioner: To the best of my knowledge, death occurred at the time, date and place, and due to the cause(s) and manner as stated.

and manner stated.
4 nPhysician Assistant

3o Medical Examiner: On the basis of examination and/or investigation, in my opinion, death occurred at the time, date and place and due to the cause(s)

29b. Signature and title of certifier 29c. License number

>

29d. Date signed (Month, Day, Year)

30. Name and address of person who completed cause of death (Item 23a) (Type or Print)
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