Division of Developmental Disabilities
Death Data Supplemental Form
This is an optional form that DD may use to collect information for the purpose of entering data into the Decision Death Review EMT screen.  Please send this to Regional Office.
	Decedent’s Name:       

	DMH ID Number:       
	EMT Number:       

	Death Location:

 Ambulance(In Transit)

 ER

 Facility
 Hospital

 Natural Home

 Private Placement
 Skilled Nursing Facility

 Unknown


	Death Manner:

 Accident

 Homicide

 Natural
 Suicide

 Undetermined

	Death Cause:

 AIDS

 Alcohol/Substance Abuse

 Alzheimer Disease
 Cancer

 COPD

 Diabetes Mellitus
 Heart Disease

 Other

          Specify: 
	 Kidney Disease

 Liver Disease
 Pneumonia/Influenza
 Seizure
 Septicemia
 Stroke/CVA
 Undetermined


	Non Hospital DNR Order In Place?
 Yes

 No

 Unknown
	Advanced Directive in Place?
 Yes

 No

 Unknown
	Hospitalized Within 6 Months Prior to Death?
 Yes

 No

 Unknown
	Autopsy Requested?

 Yes 

 No

 Unknown
	Autopsy Performed?

 Yes 

 No

 Unknown
	Hospice Services Received?
 Yes

 No

 Unknown

	Last Medical Hospitalization Date:      
	# Medical Hospitalizations(6 months):      

	Last Psychiatric Hospitalization Date:      
	# Psychiatric Hospitalizations (6 months):      

	Death Report Narrative: (brief summary of circumstances surrounding the death as they are known at this time and date of last service contact.)
Date of Last Service Contact by TCM:      
Narrative:      

	Mortality Review Required?                No Yes          
Explanation:  

	Completed By:     
	Phone #:      
	Date:      
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