 CDDO Death Report 

	2. Type of Report

	
	1. Initial

	
	2. Final


1. CDDO preparing report ________________________________

	3. Social Security Number _____________________
	4. Last Name _______________________________


	5. First Name _______________________________
	6. MI ____


	7. Place of Death
	8. If the person died in a medical facility (numbers 5-7 in Question #7), how long was he or she there?
	9. County of death

	
	1. Own home
	
	Less than 24 hours
	

	
	2. Provider controlled home
	
	24-72 hours
	

	
	3. Community work
	
	4-14 days
	

	
	4. Provider controlled work
	
	15-30 days
	

	
	5. Hospital
	
	31-60 days
	

	
	6. Skilled nursing facility
	
	61-90 days
	

	
	7. Hospice
	
	More than 90 days
	

	
	8. ICF/MR
	
	

	
	9. Other (Please specify)
	
	

	
	
	


	10. Date last seen by Phys.
	11. Manner of death
	12. Was an autopsy conducted?
	13. Autopsy date

	
	
	Natural
	Y
	N
	

	
	
	Accident
	
	

	
	
	Homicide
	
	

	
	
	Suicide
	
	

	
	
	Undetermined
	
	


	14. Date of death
	15. Day of week of death
	16. Time of death
	17. DNR order

	
	
	Sunday
	
	12:01AM-3:00AM
	Y
	N

	
	
	Monday
	
	3:01AM-6:00AM
	

	
	
	Tuesday
	
	6:01AM-9:00AM
	

	
	
	Wednesday
	
	9:01AM-12:00PM
	

	
	
	Thursday
	
	12:01PM-3:00PM
	

	
	
	Friday
	
	3:01PM-6:00PM
	

	
	
	Saturday
	
	6:01PM-9:00PM
	

	
	
	Sunday
	
	9:01PM-12:00AM
	


	18. Was one or more of the following agencies providing services to the person prior to his or her death? (Mark all that apply)
	19. Did any of the following entities conduct an investigation? (Mark all that apply)
	20. 

Acute Medical Diagnoses
	21. 

Chronic Medical Diagnoses

	
	Hospice
	
	SRS Adult Protective Services
	
	

	
	Home Health Agency
	
	SRS Child Protective Services
	
	

	
	County health department
	
	Law Enforcement agency
	
	

	
	Community Mental Health Center
	
	Coroner’s Office
	
	

	
	
	KS. Dept. of Health & Environ.
	
	


Name of Person completing form ___________________________ Title ________________ Date _______







