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MISSOURI DEPARTMENT OF MENTAL HEALTH                                                           FATALITY REVIEW                                                                                                         SUPPLEMENTAL DEATH DATA ELEMENTS                                                                                 Submit completed form to fatalityreviewpanel@dmh.mo.gov

	Decedent’s Name: 

	DMH ID Number: 
	EMT Number:     

	DMH Autopsy Requested?

 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Unknown
	Hospice Provided?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Unknown
	DNR In Place?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Unknown
	Advanced Medical Directive?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Unknown

	Location of death:     
	Date of last service contact:     

	Supervision Level:
 FORMCHECKBOX 
 Heightened

 FORMCHECKBOX 
 Elevated

 FORMCHECKBOX 
 General for setting
	Supervision Level Continuity:
 FORMCHECKBOX 
 Continuous

 FORMCHECKBOX 
 Intermittent

 FORMCHECKBOX 
 N/A

	# Medical Hospitalizations within 6 Months of Death:     
	Last Medical Hospitalization Discharge Date:     

	# Psychiatric Hospitalizations within 6 Months of Death:     
	Last Psychiatric Hospitalization Discharge Date:.

	MEDICATIONS AT THE TIME OF DEATH

	Medication Name
	Dosage
	Frequency
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