Deceased’s Name: Sex: Age:

Maiden Name: ss¢. - - Vet: Y N Branch
Birthdate: Birth Place (city & state):
Date of Death: Place of Death (city & state):

Facility Type: HOME INPATIENT ER DOA HOSPICE NURSING HOME Facility Name:

Facility Address: County: Zip: TOD: AP

Deceased’s Address:

City: State: Zip: County:

Deceased’s Marital Status: MARRIED =~ NEVER MARRIED DIVORCED WIDOWED

Surviving Spouse’s Name: Spouse’s Maiden Name:

Deceased’s Fathers Name: Deceased’s Mother Name:

Deceased’s Mother Maiden Name:

Deceased’s Occupation: Industry:

Deceased’s Education: 8t grade or less/ HS-No Diploma/HS-Diploma or GED/ Some College-No Degree/ Associates/ Bacheler /Master/Doctorate

Deceased’s Race: Hispanic Origin: Mexican/ Mex Amer /Puerto Rican/ Cuban/ Spanish/ Hispanic /Latino
Informants Name: Relation:

Address: City: State:

Zip: County: Phone #:

BURIAL OR CREMATION

Visitation Date: SUN MON TUE WED THURS FRI SAT TIME: PLACE:
Funeral Date: SUN MON TUE WED THURS FRI SAT TIME: PLACE:
City: State: Address:

Interment Date: SUN MON TUE WED THURS FRI SAT Cemetery:

City and State: County:
Grave Location: SECTION: BLOCK: LOT: GRAVE:
INDIANA BTP#: # CERTIFIED COPIES:

DR NAME: PHONE#:




