
LOUISIANA DEATH CERTIFICATE INFORMANT WORKSHEET 
⃝ Male     ⃝ Female    Decedent’s Age: __________ 
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Decedent’s Name 
Last ____________________ First ____________________ Middle ___________________ Suffix ________ 

Maiden Name _____________________________     Social Security ________________________________ 

Date of Birth ____________________ Date of Death ____________________ Time of Death ____________ 

Decedent’s Place of Birth 
Country ________________ State ____________________ City ____________________________________ 

Decedent’s Residential Address 
Street Address _____________________________________________ Country _________ State _________ 

Parish or County ____________________ City _____________________________________ Zip __________ 

Within City Limits?                □ Yes      □ No   □ Unknown       
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Ever in Armed Forces?      □ Yes      □ No      

Occupation __________________________________  Industry ____________________________________ 

Marital Status at Death _____________________ 

Highest Level of Education ________________ Race ______________ Hispanic Origin? __________ 
(if yes, list country)

Surviving Spouse’s Name (Given last name prior to first marriage) 
Last ____________________ First ____________________ Middle ___________________ Suffix _________ 

Father’s Name and Place of Birth  
Last ____________________ First ____________________ Middle ___________________ Suffix _________ 

Country _____________________ State ____________________ City ______________________ 

Mother’s Name and Place of Birth (Give last name prior to first marriage) 
Last ____________________ First ____________________ Middle ___________________ Suffix _________ 

Country _____________________ State ____________________ City ______________________ 

Informant Information (Relationship to Decedent) ______________________________________________ 

Last ____________________ First ____________________ Middle ___________________ Suffix _________ 

Street Address ______________________________________  Country _______________ State _________ 

Parish or County ____________________________ City _____________________________ Zip __________ 

Phone# _________________________________________________________________________________ 
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 Place of Death (hospital, nursing home, residence, etc.) __________________________________________ 
Name of Facility (if applicable) ______________________________________________________________ 

If Death did not occur in a facility, list address: 
Address ________________________________ Parish __________________ City ____________ Zip ______ 

Name of Physician Attending or Pronouncing Death ______________________________________________ 
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