DATE FILED BY STATE REGISTRAR:

State of Idaho

CERTIFICATE OF DEATH STATE FILE NO.

OHLY ACOPY OF THIS DOCUMENT, CERTIFIED BY THE STATE REGISTRAR WITH THE DEPARTMENT OF HEALTH AND WELFARE Local Reg No

DECEDENT

TYPE OR
PRINT N
PERKMANENT
BLACK INK
DO NOT USE
FELT TiP PEN

FOR
INSTRUCTIONS
SEE

HANDEOOKS

INFORMANT -

DISPOSITION::

RAISED SEAL, SHALL BE USED AS PRIMA FACIE EVIDENCE OF THIS DEATH UNDER §53-2411(4) AND §38-274, IDAHO CODE

* 1. DECEDENT'S LEGAL NAME (Include AKAS if any) {First, Middle, Last, Suffix) 2, SEX 3. SOCIAL SECURITY NUMBER

13a. INFORMANT'S NANE (556 of prini] 13h, RELATIONSHIP TO DECEDENT | 13c. MAILING ADDRESS (Sireel and Number, Cily, State, Zip Code)

=
S
3 4 AGELaat Birthday |4b. UNDER 1 YEAR | 4c. UNDER 1 DAY [5. DATE OF BIRTH {MoiDay/vr) 6. BIRTHPLACE (Clty and State, Territory, or Foreign Country)
E “Manths : Days FHours ‘ Minates |
g {Years) ! }
& 7a. RESIDENCE - STATE OR FOREIGN COUNTRY  [7b. COUNTY [7c. CITY OR TOWN
a % |
o i :
£ [7d. STREET AND NUMBER i7e. APT. NO. |71, ZIP CODE 7g. INSIDE CITY ™
= | : P LmiTs?
= [ i DlYes [iNo
L g MARITAL STATUS AT TIME OF DEATH 9. SURVIVING SPOUSE'S NAME (If wife, give maiden name)
i
E 7] Married [} Married, but separated |} Widowed || Divorced [! Never married [} Unknown
2| 10-EVER INU.S. [Tla. FAFHER'S NAME (First, Middie, Last, Sufiix) 1ib. BIRTHPLACE {State, Terrilory, or Foreign Country}
= ARMED -
g FORCES?
% [} Yes 12a, MOTHER'S MAIDEN NAME (First, Middle, Last, Suffix} 12b. BIRTHPLACE (State, Territory, or Foreign Country)
G :
i N
£ [_i No
Q
Q

=

g * {4 METHOD OF DISFOSITION 15. PLAGE OF DISPOSITION (Name and address of cemetery, * 6. NAME AND COMPLETE ADDRESS OF FUNERAL FACILITY

g |} Burlal || Cremation crematory, other place) )

IE [”!. Danation ] Entombment

e} | Removaifrom ldaho

([ Other (SpeGify) e o
* 17a. SIGNATURE OF FUNERAL SERVICE LICENSEE OR PERSON ACTING AS SUCH * 17b. LICENSE NUMBER (Of licensee) 18. WAS CORONER CONTACTED

DUE TO CAUSE OF DEATH?

L - [1¥es [TNo

IF DEATH WAS
DUE TQ OTHER
THAN NATURAL
CAUSES,
THE CORONER
MUST
COMPLETE AND
SIGN THE
CERTIFICATE

For use by cartifier or instifution

NAME OF DECEDENT

Rev. 5/2010

PLACE OF DEATH (19-22)

* 19a. [ DEATH OCCURRED INAHOSPITAL: |* 19b. IF DEATH OCCURRED SOMEWHERE OTHER THAN A HOSPITAL:

1l Inpatient 21| ER/Gutpatient "] DOA 14[] Hospice facitity 5[] Mursing homesLong term care facility s[_| Decedent's home 7| Other (Specify)

1
% 20. FACILITY NAME (If not facillty, give street and number) 1% 21. CITY, TOWN, OR LOCATION OF DEATH, AND ZIP CODE

* 22. COUNTY OF DEATH

| o
RN DATE OF DEATH (Mo/DaylYr) (Spell month) 24, TIMz OF DEATH 25. DATE PRONOUNCED DEAD (Mo/Day/Yr) (Spell month}

{24hr)

26. TIME PRONOUNCER DEAD

(24hn)

i ’ 27. CAUSE OF DEATH
: PART I. Enter the chain of svenls - - diseages, injurles, or complications — - that directiy caused the death. DO NOT enter terminal events such as cardiag
arrest, respiratory arrest, or veatricular fibrillation without showing the etiology. DO NOTABBREVIATE. Enter only one cause on afine:

IMMEDIATE CAUSE (Final : ;

Onset to Death

Approximate Interval:

{disease or condition™ ", a. !
iresulting in death) DUETQO (or as a consequence of):

Sequentially list conditions, b.

if any, leading to the cause
listed on line a. Enter the
UNDERLYING CAUSE c.

|
DUE TO (or as & cansequanse of) :
I

LAST (disease or injury
that initiated the avents

DUE TO {or as a consaqueancs of):

s

+

]

1

s}

.-

&)

o

3

T |resulting in death) d. -

{3 [PART il Enter ofher significant conditions. coniribufing fo_degily bul nof resuling in the underiying catisa given in Part | 28a. WAS AN AUTOPSY | 28b. WERE AUTOPSY FINDINGS
c - PERFORMED? | AVAILABLE TQ COMPLETE
= } THE CAUSE OF DEATH?
= [ 1ves LNo [ives [5No

< [20. DID TOBACCO USE 30, IF FEMALE (Aged 10-54); 31 TAANNER OF DEATH ! : s
% CONTRIBUTE TO DEATH? |’ Not pregnant within past year [ Not pregnant, but pregnant 43 days ' . o

2l ilves | Probably I} Pregnant at time of death to dfvggiietore dealg ?“.:I Naiu..eral j_‘J Hom]c.:\de o

E L 11 Mot pregnant, but pregnant | Unknown if pregnant within the past L] Accident L] Pending Investigation

IS I No T Unknown ‘ within 42 days of death year | Suicide I_| Could nct be determined

32. DATE OF INJURY (Mo/Day/Yr) ' i 34, PLACE OF INJURY {Decedent's home, farm, street, construction site,

[ 33. TIME OF INJURY

35. INJURY AT WORK?

q 0 |(Spell manth) :nursing home, restaurant, forest, etc.)
L i |25 Yes INo
s (24hr) N
: ; 38, LOGATION OF INJURY. State City/Town or County Zip Code
1
1 Streat and Number or Location Apartment Number
Q 37. DESCRIBE HOW INJURY OCCURRED. IF TRANSPORTATION INJLIRY, STATE THE TYPE(S) OF VEHICLE(S) INVOLVED (Automobile, pickup, motorcycle, ATV, bicycle, etc.)
SPECIFY WHICH VEHICLE DECEDENT CCCUPIED, if applicable
5 DECEDENT | TDriverOperator 1] ger 38D, WHAT SAFETY DEVICE(S) DID DECEDENT USE/ENPLOY?
: JRY QN 1Pedestrian | ] Other (Specify) [T SeatBelt [ Childsafelyseat  (Hélmst [TiAikbag [ !None 1| Unknown
39a. CERTIFIER (Check only one, based on official capacity for this certificate) ’ 39b. LICENSE NUMBER
i PHYSICIAN L | PHYSICIAN ASSISTANT | ADVANCED PRACTICE PROFESSIONAL NURSE
- To the best of my knowledge, death occurred at the time, date, and place, and due to the patural cause(s)manner stated.
i) CORONER ) ] 39¢. DATE SIGNED
i - On the basis of examination and/or investigation, in my opinion, death ocourred at the time, date, and place, and due to the cause(s)
f and manner stated. ! ]
| Signature and Title of Certifier p o MM 212} YYYY
(% 38d. NAWE, ADDRESS, AND ZiF CODE GOF CERTIFIER {Type or print)
i
40a. REGISTRAR'S SIGNATURE 140b, DATE SIGNED
!
| . i { /
4 MM DD YYYY

STATISTICAL INFORMATION

'45. DECEDENT'S RACE (Check one cr more races to indicate what the
idecedent considiered himself or herseff to be)

41, DECEDENT'S USUAL OCCUPATION (Indicate type of work done during most of working life)
Do not uge retired

42, KIND OF BUSINESS/INDUSTRY : .
P01 ] White

vz, | Black or African American

10| ] Other Asian (Specify)

44. DECEDENT OF HISPANIC ORIGIN? (Check one

43, DECEDENT'S EDUCATION (Check the
box that best describes the highest degree or
level of school completed at the time of death}

or more boxes to best describe whether the decedent | 03 | American Indian or Alaska Native
is Spanish/Hispanic/latino. Check the “No™ box if ' {iName of the enralled or principal tribe}
decedent is not Spanish/Hispanic/Latino} :

13 [} Native Hawaiian

1z| "} Guamanian or Chamorro

Complete/Verify

1| .j 8th grade or less {includes none)

18th - 12th grade, but no diploma

3| i High school graduate or GED completed
4[] Some college credit, but no degree

13|77 Samoan

o] No, not Spanish/Hispanic/Latino

it - oa!] Asian Indian

1™ Yes, Mexican, Mexican American, Chicano "5/ | Chinese

14|} Other Pacific [slander {Specify)

'| Associate degree (eg, Ah, AS) 2| Yes, Puerto Rican

i Bachelor's degree (eg, AB, BA, BS)

ol - 06" Filipino

15[ 1 Othar {Speciy)

s 3] Yes, Cuban L.] Japanese

7l

| Master's degree (eg, MA, MBA, MEd,

‘ ‘ i . e ] Korean
MEng, MS, MSW) a1 Yes, other Spanish/Hispanic/Latino

MORTICIAN

@

.| Doctorate or professional degree (eg, ios ] Vietnamese

{Specify)
DDS, DO, DVM, EdD, 40, LLS, MD, PhD}

* Al aminimum, complete items 1; 14; 16; 17a; 17b; 19a or 19b; 20; 21; 22; 23; and 39d for the 24-Hour Repaert and Authorization for Final Disposition

VITAL STATISTICS COPY




iIDARO CODE

39-260. Registration of Deaihs and Stitlbirths

{1}

A cartificate of each death which occurs in this state shail be fled with the lacal regisirar of the district in which the death ooours, or as otherwise
direcied by the state registrar, within five (8} days after the occurrence,  MHowever, the board shall, by rule and upon such condifions it may
prescribe o assure cempliance with the purposes of e vilal statislics s, provide for the flling of death certiicaies withou! medical certifications of
cause of death in cases In which compliance wilh the spplicable proscnbed period would result in undue hardship; but provided, however, tha
medical cartifications of cause of death shall be provided by the certifying physician. physictan assistant, advanoed practice nrofessional nurse or
ooroner W the vital istics unit within fifleen (15} days from the filing of the death certificate.  No cantilicate shall be deemed compiete untl every
itern of informalion required shall have been provided or ils omission satisfactonly sccounted for, When deatiy ocours In a moving conveyancs in
the Uiniled States and the body is first removed from the conveyance in this state, the death shall be registered in this state and the place whers the
body is first removed shall be considered the place of death, When a death ocours on a moving conveyance while in inlernational airspace or in a
toreign country or ils airspace and e Body is Tirst remaved from the conveyance in this slale, the death shall be registered in this state but the
sadificate shall show the actual place of death insofar as can be determined, i the place of death is unknown Gt the dead body is found in this
state, the cerlificate of death shall be completed and flied in accordance with this section. The place where the body Is found shall be shown as the
ace of death, i the dale of death ls unknown, it shall be determined by approximation. )

3

Fhe person in charge of interment or of removal of the body from Be district shall be responsibie for abtaining and fliing the cerificate. Said person
shall olitain the reguired information from the following persons. over their respactive signatures:

(&) Fersonal data shall be supplied by the person best qualified fo supply them; and e

by Excepl as otherwise provided, medical data shall be supplied by (e physician, physician assistant or advanced practice professional nurse
who atiended the deceased during the last iliness, who shall cerlily 1o the cause of death according 1o his best knowledge, information and
beliel within sevanty-two (72) hours from time of death. in the absence of the atlending physician, physician assistant or advanced practics
professionzl nurse or with said person's spproval the certificate may be completad and signed by said person's associate, wio must be a
prvsician, physician assistant or advanced practice professional nurse. the ohief medical officer of the institution in which death cceured, or
the physician wha perfarmed an autopsy upon the decedent, provided such individus! has socess o the madical history of the cuse, views the
deceased at or afler deaih, and death is due to natural causes.

The person in charge of interment or of temoval of the hody from the district shal! refer the following cases to the coroner who shall make an
smmediate investigation, supply the necessary medical data, and cerlify to the cause of death:

; When ne physician, physician assistant or advanced practice professional nurse was in attendancs during Lhe last iiness of the deceased:
(h) When the circumstances suggest that the death ocourred as a resall of oiher than natural causes; or
{ an death 18 diue 16 nalural causes and the physician, physiclan sssistant or advanced practice prifessidnal nurse who attended the
id person's designated assoclate who must be a physician, physician assistant ar-advanced practice

&

sed during the last iiiness or s
ional nurse, is not available or s physically incapabie of signing.
When a death is presumed to have occurred within this state bul the body cannot be incaled, @ death certificate may be prepared by the state
ragistrar upor receipt of an order of @ court of record of this state, which shall nclude the finding of facts required to cofmplete the death certiiicate.
Such a death ceriificaie shall be marked "presumpiive” and shall show an s Tace the dale of registration and shalf identify the court and the date of
decras,

DEPARTMENT OF HEALTH AND WELFARE RULES

16.02.08.450. Regisiration of Deaths and Stilibirths.

1. Acceptance of lncomplete Death Cerlificate. I all the informalion necessary o complele a death cerificate is not available within five (5} days
after the date the dealh occurred, the person in charge of interment or removal of the body from the disirict in which the death occurred must fie
the cenlificale as presgribed by the State Registrar with all information that is aveilable, provided thal the medics] cerfificalion of the cause of death
has been signed hy the nersoh responsible for such certilication. 1 the cause of death is unknown or undetermined, the cause of death must be
shown as Wknown or undetenmined on the certificate. The person responsible for the medical cerlification of the cause of death mus! also sign the
awthorization for Tinat disposition of the body. 1 the body is o be cremated, the coroner must also give additional authorization. {4-2-08)
a. A supplemental report providing the cause of death information missing from the original certificate must be filed by the person responsible for

medical cerlification of the cause of death with the Stale Registrar within fifteen (15) days of the filing of the death certificate on a form

provided or approved by be Siate Registrar, (4-2-08)

b, A supplemental report providing ail other information missing from the criginal certificate must be filed with the State Registrar by the person

responsible for filing the certificate within thirty (30) days of the date the death occurred or as otherwise authorized by the SBlale Regisfrar on &

farm provided or approved by the Stlate Registrar, {4-2-08)

¢, The State Registrar will make the information on the supplemental report(s) a part of the exisling death certificaie and will file the supplemental
report(s) with the death certificate. The State Registrar will alse mark the death certificate to show that supplemental information was addad.

: {4-2-08)

02. Signatures Required on Death Certificates, ' {12-26-83)
a. The moriician, or person acting as such, must sign the deaih certificate. Mo stamps or ather types of facsimile signatures may be used.

‘ {4-2-08)

b.  The responsible person must sign the medical certificalion of the cause of death. Failure fo do so will invalidate the record as a lega

document. No stamps or other types of facsimile signatures may be used. (4-2-08}

e The tocal registrar must sign the cerlificate.  The registrar's signature must be the same as it appears in the notarized certilicate of

appointment. No stamps or other types of facsimile signatures may be used, (12-28-82)
WHO SHOULD CERTIFY THE CAUSE OF DEATH

A Are external causes involved in the sequence leading 1o death? if YES, refer to the coroner,

1. Was lrayma involved at any poinl in the sequence leading o the death? Examples Include contusions, bums, fall, gunshot wound,
exsanguination, car accidant, compression fraciure, axposure, -atc,

2. s there a guggestion of trauma o 8 condition thast could be cavsad by sither natural or extarmal means? Examples include coma, paraplegia,
anoxic encephalopathy, hematoma, el without a natural sticlogy given. :

3. s this a of an old injury? s the terminal event due to residual effects, ater complication, or chronic condition thal resulled from an
Gl injury’ les include; preumonia due o paraplegia due to car acoldent 20 years ago.

4. Was ihis death gudden orunexpedted? If so, is the cause known? If not, this may be a coroner's case.

B Are you s physiclan, physician assisiont or advanced praclice professional nurse alaning for vour associate?

s, did you view the budy? If nol. you do nol meet the legal requirements to sign this death cedificate. See §36-200(1)(b), ldaho Code. printed
atove Tor the complete criteria an associate physician, physician assislant or advanced practice professional nurse must meet o sign as certifer,

S Pooyvouworkoin ER?

1. if so, ot you know how the sequence of events leading 1o he death began? If vou do not know the stivlogy or underlying cause of the
terminal condition that resulted in death, the primary care provider (physician, physician assistant or advanced pracice professional nurse)

andfor medical records should be consulted before complaiing the cause of death,

g . AN P
20 is i possible that the initial event may have been a rauma? I so, refer (0 the coroner.



State of Idaho
AUTHORIZATION FOR FINAL DISPOSITION-TRANSIT PERMIT

m * 1. BECEDENT'S LEGAL NAME (Inciude AKASs if any} (First, Middle, Last, Suffix) 2. SEX 3. SOCIAL SECURITY NUMBER
TYPE OR
PRINT IN
PERMANENT d4a. AGE-Last Birthday 4b. UNDER 1 YEARI A4c. UNDER 1 DAY | 5. DATE OF BIRTH (Mo/Day/Yr) 8. BIRTHPLACE (City and State, Territory, or Foreign Country} -
BLACK INK “Mordis T Bays T Halrs
DG NOT USE | !
FELT TtP PEN (Years) } ‘ !
INSTRUCTIONS FOR COMPLETING PAPER DEATH CERTIFICATES
# At a minimum, complete items 1; 14; 18; 17a; 17b; 19a or 19b; 20; 21; 22; 23; and 39d for the 24-Hour Report and Autharization far Final Disposition
24-HOUR REPORT OF DEATH
If Certificate of Death is completed electronically, a paper 24-Hour Report does nof need to he filed
In all other cases, a Report of Death must be mailed to (or otherwise filed with) the Local Registrar
10EVERIN U.S."| of the district in which death occurred within 24 hours after taking possession of the body.
ARMED
FORGES? CERTIFIiCATE OF DEATH
vl Yes Acompleted death certificate must be filed with the Local Registrar where death occurred within
il Ne five (5) days from the date of death.
13a INFORMANT'S NAME (Type or print) 13b. RELATIONSHIP TO DECEDENT |13¢, MAILING ADDRESS (Street and Number, City, State, Zip Code?
- DISPOSITION % 14. METHOD OF DISPOSITION 15, PLACE OF DISPOSITION (Name and address of cemetery, | * 16, NAME AND COMPLETE ADDRESS OF FUNERAL FAGILITY

. THIS FORM MUST ACCOMPANY THE BODY TO FINAL DISPOSITION, INCLUBING TRANSPORTATION, STORAGE, INTERMENT, AND CREMATION

| Burial || Cremation crematory, other place)

7] Danation [} Entombment
| Remeval from Idaho
| Other {Specify}

* 17b. LICENSE NUMBER (Of licanses) '18. WAS CORONER GONTACTED
DUE TO CAUSE QF DEATH?

4 ! ; | Yas INo

* . 17a. SIGNATURE OF FUNERAL SERVICE LICENSEE OR PERSON ACTING AS SUCH

PLACE OF DEATH (19-22)
# 192 IF DEATH OCCURRED !NAHOSPiTAL * 19b. IF DEATH OCCURRED SOMEWHERE OTHER THAN A HOSPITAL:

11 Inpatient 2 |EROutpatient 3| DOA .+ | Hospice facility st

"I Nursing home/iLong term care facility sl . Decedent's home 77| Other (Specify)

% 20. FACILITY NAME {If nol faciiity, give street and number} % 21, CiTY, TOWN, OR LOCATION GF DEATH, AND 2P CODE * 22, GOUNTY OF DEATH

* 23. DATE OF DEATH (Mo/Bay/Yr) (Spell month)

AUTHORIZATION FOR FINAL DISPOSITION - TRANSIT PERMIT

1. For all cases except cremation, out-of<state transport, or coronet’s case, only the mortician’s signature is necessary
for final disposition.

2. If the body is to be transportedout-of-state, is a coronet’s case, or is to be cremated (atso see #3), the death
certificate and this authorization must be signed by the person responsible for certifying to the cause of death.
3. If the body is to be cremated, the coroner must give additional autharization on the Einal Disposition form.only.

Transporting, accepting for transport, interring, or otherwise disposing of a dead body or stillborn

fetus without obtaining all necessary signatures required by law is a misdemeanor punishable by a
fine of not more than one thousand dollars ($1,000) or imprisonment of not more than one (1) year,
or both. [In accordance with §39-273(b)(3), ldaho Code]

To Crematory Manager: Do not cremate the body without the coroner’s signature on this form.

CORONER’S AUTHORIZATION FOR CREMATION DATE SIGNED
! R _
Signature ¥ MM DD YYYY
T
I, the Mortician or person acting as mortician, have obtained :
- - - - - 1
the authorizations/signatures required in §39-268,ldaho Code,
for Authorization for Final Disposition ;
:
]
v b
4 : Person receiving the remains if
Mertician or persen acting as mortician (Signature} ) transferred out-of-state (Signature)
1
CERTIFIER'S AUTHORIZATION FOR FINAE DISPOSHTION 39b. LICENSE NUMBER
[ 1 PHYSICIAN i.] PHYSICIAN ASSISTANT *”| ADVANCED PRACTICE PROFESSIONAL NURSE i
: !
IF DEATH WAS {1 GORONER 39¢. DATE SIGNED
DUE TO OTHER
THAN NATURAL ] ]
S R Signature and Title of Certifier) TR Yy
. MGST * 39d. NAME, ADDRESS, AND ZIP CODE OF CERTIFIER {Type or print} :
COMPLETE AND
SIGN THE
CERTIFICATE
] o
14 MM DD YYVY

STATISTICAL INFORMATION

| 41. DECEDENT'S USUAL OCCUPATION (Indicate type of work done during most of working life)
: Do not use refired

;45. DECEDENT'S RACE (Check one or more races to indicate what the
:decedent considered himself or herself to be)

42, KiND OF BUSINESS/INDUSTRY

o] White ) o[ Other Aslan {Specify)

For use by certifier or institution

NAME OF DECEDENT,

Rev. 5f2010

43 DECEDENT'S EDUCATION {Check the
box that best describes the highest degree or
level of school completed at the time of death)

‘ Complete/Verify

1]] 8th grade or less (includes none)

2.] 9tk - 12th grade, but no diploma

1. High school graduate or GED caompleted
| Some college credit, but no degree

- | Associate degree (eg, AA, AS)

o._| Bachelor's degree (eg, AB, BA, BS)
b1 Master's degree (eg, MA, MBA, MEd,
MEng‘ MS, MSW)

[.7 Doctorate or professional degree (eg,
- DDS, DC} DVM, Ed3, JD, LLB, MD, PhD)

MORTICIAN

44, DECEDENT OF HISPANIC ORIGIN? {Check one
or mare boxes to best describe whether the decedent
is Spanish/Hispanic/Latino. Check the “Na” box if
decedent is not Spanish/Hispanic/Latina)

ol "} Mo, net Spanish/Hispanic/Latino

1177 Yes, Mexican, Mexican American, Chicano

(Specify)

soel ] Korean

| 7] Vietnamese

02[ ] Black or African American

o3|} American Indfan or Alaska Native Native Hawaiian
{Name of the enrolied or principal tribe)

" Guamanian or Chamorro

i": Samoan
021 Asfan Indian - : i

wi ; Cther Pacific islander (Specify}
o5} Chinese

o6[ | Filipino
o[ Japarese 15 Other (Specify)

* Ata mmlmum complete items 1; 'E4 18; 17a 17b 1Qa or 19h; 20, 21, 22; 23; and 39d for the 24 Hour Report and Authorization for Final Dls&osnt on

LOCAL REGISTRAR COPY




TYPE OR
PRINT IN
PERMANENT
BLACK INK
DO NOT USE
FELT T PEN

FCR
INSTRUCTIONS

L HANDBOOKS

IF DEATH WAS
DUE TO OTHER
THAN NATURAL

CAUSES,
THE COROMNER
MUST
COMPLETE AND
SIGN THE
CERTIFICATE

For use by certifier or institution

NAME OF DECEDENT,

Rev. 52010

State of idaho

. 24-HOUR REPORT OF DEATH
Local Reg. No.
* 1. DECEDENT'S LEGAL NAME (include AKAs if any} (First, Middle, Last, Suffix) 7. SEX 3. SOCIAL SECURITY NUMBER
4a. AGE-Last Birthday 4b. UNDER 1 YEAR| dc. UNDER 1 DAY |5. DATE OF BIRTH (Mo/Day/Yt) | & BIRTHPLACE (City and State, Territory, or Foreign Country)
Wionths } Bays Hours ™1 WMintites
(Years) ! ‘ :
7a. RESIDENGE - STATE O FOREIGN COUNTRY 7h. COUNTY T7c. CITY OR TOWN
\
7d. STREET ANP NUMBER . T o APT.NO, |7EZBE6HE ™ " " gl INSIBE GITY |
POLIMITS?
| lYes [INo
8. MARITAL STATUS AT TIME OF DEATH (6. SURVIVING SPOUSE'S NAME {If wife, give maiden name}

[ Married 7] Married, but separaled |71 Widowed [_: Divorced [| Never marrled |_ Unknown B

10. EVER IN 78,711 FATHER'S NAME (First, Middle, Last, Suffix) 11b. BIRTHPLACE (State, Territory, or Foreign Country)

Complste/Verify and Fite Within 5 Days of Death

ARMED :
FORGES? | |
i I
1 Yes 12a. MOTHER'S MAIDEN NAME (First, Middle, Last, Suffix) i12b. BIRTRPLACE (State, Territory, or Foreign Gountry)
[} Ne
13a. INFORMANT'S NAME (Type or print) "[13b. RELATIONSHIP TO DECEDENT | 13c. WAILING ADDRESS (Sireet and Number, Gity, Siate, ZipCode}y
| =
s % 14, METHOD OF DISPOSITION 15. PLACE OF DISPOSITION {Name and address of cemetery, % 16, NAME AND COMPLETE ADDRESS OF FUNERAL FACILITY
9 [] Burial ] Cremation crematory, otiher place) |
E ] Donation [71 Entombment }
o I_| Removal from idaho :
= 7] Other {Specify) i
% 17a. SIGNATURE OF FUNERAL SERVICE LICENSEE OR PERSON ACTING AS SUCH #* 17h. LICENSE NUMBER (Of licenseey ™ T18. WAS CORONER CONTACTED
DUE TO CAUSE OF DEATH?
» [ es

CERTIFIER

PLACE OF DEATH (19-22)

* 19a, [F DEATH OGGURRED IN AHOSPITAL: |* 19b. IF DEATH OCCURRED SOMEWHERE OTHER THAN A HOSPITAL:
1[] Inpatient 27 ER/Qulpatient 3 COA 4 ! Hospice facility s Nursing home/Long term care facllity sl Decedent's home 7[.) Other (Specify)

% 20. FACILITY NAME (if not facility, give street and number) [% 27 CiTY TOWN, OR LOCATION OF DEATH, AND ZIP CODE * 22. COUNTY OF DEATH

Complete Within 72 Hours of Death

% 23, DATE OF DEATH (Mo/Day/Yr} (Spell monthy 24. TIME'OF DEATH = |25, DATE PRONOUNCED DEAD (Mo/Say/Yry (Spell monihy [ 26. TIME PRONOUNCED DEAD

‘:
(@an| | (24hr)

27. CAUSE OF DEATH
PART 1. Enter the chain_of events-- - diseases, injuries; or complications - - that directly caused the death. DO NOT enter terminal events such as cardiac
arrest, respiratory arrest, or ventricular fibrilation without showing the etiology. DO NOTABBREVIATE. Enter only one cause ona ling:

IMMEDIATE CAUSE (Final
disease or condition

Approximate Interval:

I Onset to Death
|
|
|

resulting in death) DUE T for as a consequence afk:

Sequentially list conditions, b.

If any, leading to the cause DUETO (or as a consequence of): )

listed on line a. Enter the !
UNDERLYING CAUSE C.

LAST (disease or injury DUE TO (or as a consequence of}:

that initiated the events

resulting in death) d.

'PART li. Enier other significant conditions contribitting ta death but not resulting in the underlying cause giver in Part | 28a. WAS AN AUTOPSY RE AUTOPSY EINDINGS
| PERFORMED? |  AVAILABLE TO COMPLETE
| | THE CAUSE OF DEATH?

20, DID TOBACCO USE 30, IF FEMALE (Aged 1054y = Lo w1 e

3 X ge 54} P SR . e
. 31. MANNER OF DEATH
CONTRIBUTE TO DEATH? "] Not pregnant within past year [] Not pregnant, but pregrant 43 days . -
“TYes (") Probably ] Pregnant al time of death to1 year before death \7 Natural |~ Homicide
. 7] Not pregnant, but pregnant [.F Unknown if pregnant within the past .| Accident [ Pending Investigation
il No |] Unknown . | within 42 days of death year 1| Suicide i Could not be determined
32, DATE OF INJURY {Mo/Dav/YT) 33. TIME OF INJURY :34. PLACE OF INJURY (Decedent's home, farm, street, construction site, 35. INJURY AY WORK?
{Spell month) ;nursing home, restatirant, forest, etc.)
i T Ya M
(24hr) | [ Yes [INa
36 LOCATION OF iNJURY: State Cityflown or County Zip Code
Street and Number or Location Apartment Number

37. DESCRIBE HOW INJURY OCCURRED. [F TRANSPORTATION INJURY, STATE THE TYPE(S) OF VEHICLE(S) INVOLVED {Automcbile, pickup, motorcycle, ATY. bicycle, etc.)
SPECIFY WHICH VEHICLE DECEDENT OCCUPIED, if applicable

i

38a. WAS DECEDENT. | 'Drive/Operator . |Passenger  38b, WHAT SAFETY DEVICE(S) DD T

[[JPedestrian  T_] Other {Specify) ©|iSeatBelt [T Child safety seat S |Helmet [ JAirbag |7 None | Unknown

3%a. CERTIFIER (Check onfy one, based on official capacity for this certificate) 39h. LICENSE NUMBER
I PHYSICIAN " PHYSICIAN ASSISTANT ' 1 ADVANCED PRACTICE PROFESSIONAL NURSE

- To the best of my knowledge, death occurred at the time, date, and place, and due to the natural cause(s¥manner stated. .
.| GORONER 39, DATE SIGNED |

- On the basis of examination and/or investigation, in my apinion, death oceurred at the time, dale, and place, and due to the cause(s)

and manner stated. [ f

Signature and Title of Certifier p ' MM DD . YYYY

% 30d. NAME, ADDRESS, AND ZiP CODE OF CERTIFIER (Type or prinf)

MORTICIAN

40a, REGISTRAR’S SIGNATURE “40h. DATE SIGNED
. i /
3 MM DD YYYY
STATISTICAL INFORMATION
41, DECEDENT'S USUAL OCCUPATION {Indicate type of work done during mest of werking life) 45. DECEDENT'S RACE (Check one ar more races to indicate what the
Do not use retired decedent cansidered himself or herseif to be)
'-'E 42. KIND OF BUSINESS/INDUSTRY . - ’
g o1} | White o| > Other Asiah (Specify)
£ |43 BECEDENT'S EDUCATION (Check ihe 44, DECEBENT OF HISBANTE ORIGINT (Cheakone | "1 Black orAlricen American
— | box that best describes the highest degree or or more boxes to best describe whether the decedent l'wal_| American Indian or Alaska Native . e "
[=% - ; ! - - . . . i e . n:_| Native Hawaiian
£ | level of school completed at the time of death} is Spanish/Hispanic/Latinc. Check the "No® box if : {Name of the enrolled or principal tribe)
Q decedent is not Spanish/Hispanic/Latino} | 12,. | Guamanian or Chamarro
O |+]1 8th grade or less {includes none) i

3¢ '| Samoan

2["1 9th - 12th grade, but no diploma ol..; No, not Spanish/Hispanic/Latino
14j | Other Pagific Istander (Specify}

24| | Asian Indian
3]} High school graduate or GEDR completed

i 17t Yes, Mexican, Mexican American, Chicano os] i Chinese
4| | Some college credit, but no degree N
5|..] Associate degree {eg, AA, AS) 2[* Yes, Puerto Rican o] ! Filipine ) ]
\ . , 5, 15! | Other (Specify)

5| ! Bachelor's degree {eg, AB, BA, BS) 7 3\ Yes, Cuban or| ! Japanese
7| i Master’s degree (eg, MA, MBA, MEd, . | Korean

MEng, MS, MSW) | Yes, other Spanish/HispaniciLalino

- . 9! Viethamese

#|__i Doctorate or professional degree (eg, {Specify) . T

DDS, DO, DVM, EdD, JD, LLB, MD, PhD)

* Ata mmlmum complete items 1; 14; 16; 17a; 17b; 19a or 18b; 20; 21; 22; 23; and 39d for the 24-Hour Report andAuthorvatlon for Final Dlsg)sn on

LOGAL REGISTRAR COPY




A CODE
35288, Authorization For Final Dispositio

{1} The mortician or persen acting as such who first sssumes possassion of a dead body or stiltborn fotus shall make a wilten repurt to the registrar of
the district in which death or stiltbivit ccocurred or in which the body or stillborn fetus was found within hwenly-iour (24) hours after taking possession
of the body or stillborn fetus, on a foom prescdbed and fumished by the state registrar and in afmi’m}’mg wiil rules promulgated by the boa
Excepl as specified in subsection {2} of this section, the wrtzief! report shall serve as nermit 1o tran n&pot ")ljz} or entomb the body or stiltborm ?biti‘
within this state, pmvmesi that the mortician or person acting as such shall ceriify tha! the o sl foian, p wsician assigtant or advanced g}rm e
professional nurse In charge of the patienls care Tor t‘m—; ilness or condition which resulled in death or stillkirth has been confacted and |
affirmatively stated that sald physician, ohysician assistant or advanced practice professional nurse or the designated associale ’cl(?(_t()i"(JiLg; io
section 39-260(1)}0) or (4){&), ldsho Cade, wil gign the cerlificate of death or stilbirth.

{2y The written report as spectiad in subsection (1) of this section shall not serve a5 a permit o
{ \ i !

a)  Remove a body or stitiborn fetus from this gtate;
b} Cremate the uody o stiliborn felus; or :

¢y Make dispesal or disposition of any body or stiiborn {atus in any manner when inguiry is reqw risd urchar chapter 43, e 18, ldaho Code, or
M(, lon 38-260(2) o (5), ldaho Code. '

T

(3} in accovdance with the provisions of subsaction (2} of this wﬂ.ff{m, the mariclan o person acling as sueh who first wiries possession of a L:i, :
body or sillborn felug shall obiain an auvthorization for fingl disposition prior to finel disposal or removal from the siale of ‘fh{; cm v of stidtborn § .
The physician, physiclan assistant, advanced practice professional nurss o coronar responsible for signing the dee‘ th or stillbirih cortificate shail
authorize final disposition of {m body or stilboerm felus, on a form presoribed and fumished by the state registrar. i the bmy is to be cremated, he
coroner must algo give addiional suthorizalion. In the case of stillbirths, the hospital may dispose of the s if the parsnifs) s requasts;
authorizaton from the corong B nol necessary unless the coroner is rasponsitle Tor signing the certificate

we of the state In which the death or
ine transporiation and fnal disposition within the state of idaho.

{4y Whena dead ?}ody or stiltborn felus s ransporied into the sigte, & permit ssusd It accordance with the
siifibirtn occurred @f inwhich the body or siillborn felus was found shall authoriz

{5y A permit for disposal shall not be required in the case of & dead fotus of |

(350 granns or iwelve and thirty-five hundredihs {12.38) cunces where dispo
of the dead fsius ocoured.

than fwanty (20) weeks gestation and less than three hundred i
sab of he fetal remaing s made within the instilution whers the delbvery

TH.02.08 8580 Removal of Desa Body or €~‘eiu
Before removing s dead body or felus fem/tne pl such, must, in accordances
with Seclion 38-268, dana Cods: {4-2-08)

b s fromn Molurad Caugses

31, Oblaln Assurances thet

Oivtain assurance from the atlending physician, physiclan Assistant, advanced practice professional nurse, or His designes, responsitle for
medical certificaton of the cause of death or stlibivth; (4-2-08}

a.  Thatthe death or stilbinth s from nalural causas: and . {4-2-04)

b, That the attanding ohysician, physician asgistant gp@&dvanced graciice profestionsl muse, or his designee, will sgsume responsibility
for certification of the cause (3! daath or smémrih or {4-2-08)

02, Moty the Coroner,

Notify the coroner when: . ‘ . {A-2-08)
a.  The case falls within the ursdiction of the coraner in accordance with Section 38-280 /idaho Code; o {(4-2-08)
b The death of stilibirth is due o natural causes and: {4-2-08)

b There was no atlending physician, physician sssistant, or advanced practice profesgional nurse during the last liness; or

(4-2-08)

B There was no physician, physician assistant, or advanced practice professional nurse in attendance at the stllbirty, or

{4-2-08)

i When the stiending physician, physiclan assistant, advanced practice professions! nurse, or his designate, s« f" available or s
physicaly incapable of providing assurance that the death or stlbirth is from natural causes or providing permigsion 0 remaove

ihe dead body or fetus from the place of death or sillibirih. : (4-2-08}

3. Receive Permission (o Bemove the Dead Dody or Felus,
Receive permission o ramova the dead body or falus from the place of death or slilibirth from: {42033}

a.  The attending physiclan, physician assistant, at!vmsea nractice professional nurse, or his designes, if the deaih is from natwral
causas and all assurances in Subsection 850.01 of this rule have been met; or {(4-2-08)

. The coroner, if the case falls within the juisdiction of the coroner, In scecordances with Section 38-260, idaho Code, o, if the death or
siiflirth s due fo natueal causes and one (1) of the conditions listed In Subsections 850.02.b.0 thro i‘gh BEODZ.L L of this rule has
been met. {(4-2-08)






