                                           APPLICATION FOR CERTIFIED COPY OF DEATH RECORD


Type of Record:  
 FORMCHECKBOX 
  Authorized Certified Copy  @ $14.00 per copy ---- Number of copies:       
V.A. Use:  FORMCHECKBOX 


 FORMCHECKBOX 
  Informational Certified Copy  @ $14.00 per copy ---- Number of copies:                         


Name of Individual:             

	  Date of Death:
	     
	     
	     
	Place of Death:
	     
	     

	
	MONTH
	DAY
	YEAR
	
	CITY
	COUNTY



Requested By:      
Date:                         
	Mail to:
	     
	     
	     
	     
	     

	
	NAME OF PERSON TO RECEIVE
	STREET ADDRESS
	CITY
	STATE
	ZIP CODE



                                                                         SWORN STATEMENT
I,       , declare under penalty of perjury under the laws of the State of California that I am an authorized person, as defined in California Health & Safety Code Section 103526 (c), and am eligible to receive a certified copy of the death record for the above named individual.

	Declared this
	     
	day of
	     
	     
	, at
	     
	     
	

	
	DAY
	
	MONTH
	YEAR
	
	CITY
	STATE
	


                                                                                  ________________________________________________

                                                                                                                                                                        (Signature)
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