
 

 

Physician’s Statement – Death 

 

Details of the deceased 

Name:  Date of birth:  

Date of death:  Place of death:  

(if hospital, specify the name) 

 

Address:   

City and Pin code:  State:  

    

Cause of death 

Illness Accident Suicide Homicide 

 

In case of illness, 

(Means any disease, injury or complication that directly led to death.  It does not mean the mode of dying such as 

heart failure, asthenia etc.) 

Date of first consultation of the illness   Date of last consultation of the illness  

Date of diagnosis  Date of intimation to patient  

Interval between onset and death    

 

Antecedent causes 

(Morbid conditions, if any, giving rise to the above cause.  State the underlying cause last.  Mention only one cause 

in each) 

Cause A  

Cause B  

Cause C  

 

Any other significant condition 

(Contributing to death, but not related to the disease or condition causing death) 

 

 

 

 

 

 

 

 



 

 

In case of accident, suicide, or homicide, 

Details of the incident 

___________________________________________________________________________________________

___________________________________________________________________________________________

_______________________________________________________________________________________ 

 

Inquest:  Yes      No 

 

Autopsy: Yes      No 

If yes, 

Name of the person conducting the autopsy:  

Findings: _______________________________________________________________________________ 

_______________________________________________________________________________________ 

 

Prior medical history 

Use of tobacco:   

Yes    No    Don’t know 

 

Have you advised the deceased during the past 5 years, prior to the final illness?   

Yes     No 

 

Details of treatment by any other physician/ hospital 

Name of the doctor/ hospital Address Illness/Injury Dates 

    

    

    

 

I hereby certify that the details provided above are true and complete to the best of my knowledge and belief. 

Date: 

 

Signature: 

Registration no.:  Stamp: 

 

 

Name:  Qualification:  

Address:   

City and Pin code:  State:  

    



 

 

 

 

 

 

 

 

 

 

 

 

 


