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	DECEDENT TRACKING FORM

	INCIDENT NAME
	OPERATIONAL PERIOD

	PATIENT INFORMATION


	DISASTER TAG #
	DATE 
	TIME

	FIRST NAME
	MI
	LAST

	GENDER: 
 MALE  
 FEMALE
	DATE OF BIRTH 
	DATE OF DEATH 

	PATIENT DIAGNOSED WITH INFECTIOUS OR CONTAGIOUS DISEASE
 FORMCHECKBOX 
NO 
 FORMCHECKBOX 
 YES  
IF YES, NAME OF DISEASE ________________________
(Attach this form to a copy of the Kansas Notifiable Disease Form)

	IDENTIFICATION VERIFICATION

	VERIFIED BY:
 FORMCHECKBOX 
 DRIVER’S LICENSE
 FORMCHECKBOX 
 STATE ID 
 FORMCHECKBOX 
 PASSPORT
 FORMCHECKBOX 
 BIRTH CERTIFICATE   
 FORMCHECKBOX 
 OTHER ________​​​​​​​​​​​​​​​​

	IDENTIFICATION CARD #

	PHOTO ATTACHED TO FORM:  YES     NO

	NEXT OF KIN NOTIFICATION 

	NEXT OF KIN NOTIFIED
 FORMCHECKBOX 
 YES      FORMCHECKBOX 
 NO
	PERSONAL BELONGINGS
 FORMCHECKBOX 
YES      FORMCHECKBOX 
 NO
	DEATH CERTIFICATE SIGNED:  FORMCHECKBOX 
YES     FORMCHECKBOX 
 NO

	NAME
	RELATION
	PHONE NUMBER

	DECEDENT TRACKING STATUS

	LOCATION
	DATE / TIME IN
	DATE / TIME OUT
	INITIALS

	HOSPITAL MORGUE
	
	
	

	TEMPORARY MORGUE AREA
	
	
	

	MORGUE STORAGE LOCATION:

	FINAL DISPOSITION

	RELEASED TO:
 FORMCHECKBOX 
 CORONER
 FORMCHECKBOX 
 COUNTY MORGUE
 FORMCHECKBOX 
 MORTUARY
	DATE / TIME
	NAME OF RECIPIENT (Please print)

	SIGNATURE OF RECIPIENT

	FORM PREPARED BY:
	FORM APPROVED BY:

	FACILITY NAME:


ORIGINATOR: MORGUE UNIT
PURPOSE: To track the indentification, notification, and transportation status of decedents.
COPIES TO: Attach one copy to the body and a second copy exterior body bag (both sealed in waterproof plastic bags); Copies to the recipient signing the form upon release of the body, Documentation Unit Leader, and Medical Care Branch Director.
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