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  Vital Statistics Worksheet 

PLEASE	PRINT	LEGIBLY-THIS	INFORMATION	IS	USED	TO	COMPLETE	THE	DEATH	CERTIFICATE	

DONOR’S LEGAL NAME ________________________________________________________________________________ 

PREFERRED NAME (AKA) & PRONOUN___________________________________________________________________ 

PHONE (_____) ____________________ EMAIL____________________________________ DATE ___________________

r MALE r FEMALE r NON-BINARY

DATE OF BIRTH __________________ STATE OF BIRTH ______________ or FOREIGN COUNTRY __________________

DONOR’S SOCIAL SECURITY #__________-_______-__________   US ARMED FORCES r Yes, r No, r Unknown

MARITAL STATUS r NEVER MARRIED, r MARRIED, r WIDOWED, r DIVORCED, r REGISTERED DOMESTIC PARTNER

r 0-11th grade
Highest grade completed:  ______
r12th grade, but no diploma
r High school graduate

r GED completed
r Some college credit, but no degree
r Associate degree (e.g., AA, AS)
r Bachelor's degree (e.g., BA, AB, BS)

r Master’s degree (e.g., MA, MS, MEng,
ME d, MSW, MBA)
r Doctorate (e.g., PhD, EdD)
r Professional degree (e.g., MD, DDS,
DVM, LLB, JD)

SPANISH/HISPANIC r No, r Yes: Mexican, r Yes: Mexican American, r Yes: Other Hispanic________________________ 
RACE (Up to three selections allowed) 
r White
r Black
r African American
r Alaska Native
r Aleut
r Inuit
r Native American
r American Indian

r Native Hawaiian
r Guamanian
r Samoan
rOther Pacific Islander
r Asian Indian
r Cambodian
r Chinese
r Filipino

r Hmong
r Japanese
r Korean
r Laotian
r Vietnamese
r Thai
r Other Asian
r Other Specify:
______________________________

USUAL OCCUPATION _____________________________________________________________________________________________ 
  (If you are now retired or disabled, please give occupation information BEFORE retirement or disability) 

KIND OF INDUSTRY OR BUSINESS _______________________________________________ YEARS IN OCCUPATION _____________ 

DONOR USUAL ADDRESS _________________________________________________________________________________________ 
STREET CITY STATE/ZIP CODE 

COUNTY OF RESIDENCE _______________________________________________ No. OF YEARS IN THIS COUNTY ______________ 

NAME OF SURVIVING SPOUSE (enter BIRTH name) ___________________________________________________________________ 
      First      Middle       Last  

FULL NAME OF FATHER/PARENT___________________________________________BIRTHPLACE OF PARENT _________________ 
First                   Middle                   Last 

FULL NAME OF MOTHER/PARENT __________________________________________BIRTHPLACE OF PARENT _________________ 
Use birth name, if applicable            First                   Middle                    Last 
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Health Information Worksheet 

NAME OF PHYSICIAN_____________________________________________________PHONE No. ______________________________ 

HEIGHT___________________WEIGHT__________________PRESENT STATE OF HEALTH___________________________________ 

SURGICAL HISTORY:  KNEE, HIP, SHOULDER, SPINE OR OTHER JOINT? 

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________ 

HYSTERECTOMY?   r Yes   r No PROSTATECTOMY?   r Yes   r No

HISTORY of SMOKING? r Yes   r No; if yes, how many years? _______

DISEASE HISTORY or TREATMENT: HEPATITIS A, B OR C, HIV/AIDS, TUBERCULOSIS, OTHERS (MRSA, CREUTZFELDT-JAKOB) 

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________ 

ADDITIONAL HEALTH INFORMATION INCLUDING ILLNESSES, OPERATIONS, ACCIDENTS: 

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

HOW DID YOU HEAR OF THE PROGRAM?
r Friend
r Program Website
r Facebook/Instagram/YouTube

r Newspaper
r UC Publication/Presentation
r Doctor’s Office/Hospital

r Advanced Directive
r Other:
__________________________

RELIGIOUS AFFILIATION (optional):  _________________________________________________________________________________
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