Death in Hospital Form

Hospital Information:
· [bookmark: _GoBack]Hospital Name: ________________________
· Address: ______________________________
· Phone Number: _________________________
Patient Information:
1. Patient Name: ________________________
2. Date of Birth: _________________________
3. Gender: [ ] Male [ ] Female [ ] Other
4. Social Security Number (if applicable): ________________________
5. Address: ________________________
6. Phone Number: ________________________
7. Date of Admission: ________________________
8. Date of Death: ________________________
9. Time of Death: ________________________
10. Room or Ward Number: ________________________
Next of Kin / Legal Representative Information:
11. Name: ________________________
12. Relationship to Patient: ________________________
13. Phone Number: ________________________
14. Address (if different from patient's): ________________________
Physician Information:
15. Attending Physician: ________________________
16. Contact Information (phone/email): ________________________
Immediate Cause of Death:
17. Immediate Cause of Death (as per death certificate): ________________________
Other Significant Conditions Contributing to Death:
18. Significant contributing conditions (if applicable): ________________________
Notification and Signatures:
19. Notification: The patient's next of kin/legal representative has been notified of the patient's passing.
20. Consent for Autopsy (if applicable): [ ] Yes [ ] No
Declaration:
I, the undersigned, declare that to the best of my knowledge and belief, the information provided on this form is true and complete.
Signature of Attending Physician: ________________________
Date: ________________________
Signature of Hospital Administrator or Designated Staff: ________________________
Date: ________________________
Comments:
[Additional information, observations, or comments]
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