
NEW yoRK srArE DE'ARTMENT oF HEALTH App licat!-on to Loca I f e-g istrar
Vnir'nL""ib'" s.iii"" for Copv of Death Record

P!.EASE pnTnrr n rvpE
Name of Deceased

First Middle Last

Date of Death or Period to be Covered by Search

Name of Father of Deceased

First Middle Last

Social Security Number of Deceased

Maiden Name of Mother of Deceased

First Middle Last

Date of Birth of Deceased

Month Dav Year

Age at Death

Place of Death

Name of Hospital or Street Address Villaqe, Town or Citv Countv
Purpose for Which Record is Required

What was your relationshrp to the deceased?

In what capacity are you acting?

lf attorney, name and relationship of your client to deceased

Signature of Applicant Date

Address of Applicant

R,RING,AS,,,OF]JANUARY: I ft988:: i:::: :

Number of copies requested with confidential cause of death

Number of copies requested without confidential cause of death

,,,: , " otaosE PRINT NAME AND ADDRESS tr sHour

RETURN TO:

DOH-294A (6/2000)

VTLLAGE OF rLrON, 49 IiORGAN ST-, rLrON, NY L3357


