REMOTE VERIFICATION OF DEATH IN CARE OR NURSING HOME

1) Datecompleted: . TIME: oot er e er e enes
2) Name of person completing form: ........ccceeeeecveiececeececceeerenee Designated role: .......ccceveeeceeeececeeereeeeeee
3)  NGME OF DECEASEA: ...uvieeee ettt ete st ettt sttt teses et e ebeses et e ete sestebessebeses et erseteses et easabesessesarsebensasesersatenensesansebensssesansarns

Date of Birth of Deceased:........cccoeceeeeuviurennes NHS Number of Deceased (if KNnOWN): ..c.oovivvieeiveviicieceeeee e
I V=Y I =T Yo =T oY= =Y I o = Lot ol TSRS
5) Name and address of Care or NUISING HOME: .....ccici ittt ettt e e v et s e esae st st sae e e s aes e s enene s

.................................................................... POSTCODE...........ccceeceeeee.. CONTACT NUMBER.......ccevtriiireirieee e,
6) Time of deathUQ or Time body disCOVEredUl: ...ttt e e r et seaa e et ber st st erber et nans
7) Were there any persons present at the time of death? YESL/NOQO

If yes please give details (include name, relationship to deceased and contact telephone number):

Continue on separate sheet if required

8) Was:
a) the death expected? YESO/NOQ
b) DNACPR and/or ReSPECT Form in place? YESO/NOQ

IF NO TO BOTH OF THESE, YOU SHOULD COMMENCE CPR AND TELEPHONE 999

9) Response to questions:

e No response to physical stimuli (pinch earlobe) YESA/NOQ

e No signs of spontaneous respiration over 60 seconds YESQ/NOQ

e No pulse: palpating carotid or femoral pulse/pulse oximeter over 60 seconds YESL/NOUO

e Pupils of both eyes fixed, dilated and unresponsive YESQ/NOQ
9)  SIBNEA: o e PriNt NAME: ..ottt et st

Email this form, once completed, to deceased person’s registered general practice.



