

Notification of COVID-19 Death Form          
Send via secure email (coronavirus@phd.sccgov.org) or secure fax (408-224-7046)
	Today’s Date: 
Click or tap to enter a date.
	Time of Entry:
Click or tap here to enter text.
	Location of Death:
☒ Hospital   ☐ ED ☐ Home
☒ Hospice Click or tap here to enter text.
☒ Congregate Setting Click or tap here to enter text.
Click or tap here to enter text.

	Provider Name:
 Click or tap here to enter text.
	Provider Phone #:                        Role of Provider:
 Click or tap here to enter text.      Click or tap here to enter text.

	Affiliated Hospital/Clinic: 
 Choose an item.           Click or tap here to enter text.

	Name of Patient:
 Click or tap here to enter text.
	MRN:
Click or tap here to enter text.
	DOB: 
Click or tap to enter a date.

	Date of Death:Click or tap to enter a date.
	Time of Death: Click or tap here to enter text.

	Medical Examiner Notification

	
Has the Medical Examiner already been notified? ☐ Yes ☐ No
*If No, this needs to be done IMMEDIATELY call 408 793 1900 ext.2

	COVID-19 Disease Information


Was Decedent a: ☐ Confirmed Coronavirus-19 case ☐ Probable/Suspected Case (PUI) ☐ Unknown

If tested/confirmed COVID-19 case:  Date of Specimen Collection: Click or tap here to enter text.
                                                               Date of Result: Click or tap here to enter text.
                                                               Pending: ☐ Yes  ☐ No
*If lab confirmed case, send lab result with Death Report form

Has family been notified of death & COVID-19 (+) status? ☐ Yes  ☐ No
If YES:  Date of Death Notification:   Click or tap here to enter text.
            Date of COVID-19 Notification: Click or tap here to enter text.
If NO:  Why? Click or tap here to enter text.


	Was Decedent Any of the Following

	☐ Healthcare Worker   ☐ First Responder (EMT, police, firefighter)  ☐ Teacher 
☐ Skilled nursing/LTC/Assisted living resident  ☐ Homeless  ☐ Incarcerated   ☐ None
☐ Federal/State/Local County Employee Click or tap here to enter text.
☐ Other Click or tap here to enter text.

Job Location: Click or tap here to enter text.	
	

	Demographics

	Gender Identity:  Choose an item. 
Race: (Race 1) Choose an item.                (Option Race 2)   Choose an item.      
☐ Reported Race (if not listed): Click or tap here to enter text.

Ethnicity: Choose an item. 

Language: Click or tap here to enter text.

Patient Address: Click or tap here to enter text.

Housing*: Choose an item.  
 If congregate setting, specify: Click or tap here to enter text.
Facility Name: Click or tap here to enter text.

	Exposure History

	Did patient have close contact with lab confirmed COVID-19? Choose an item.  
*If yes, type of contact: Choose an item.
*If healthcare contact, specify: Choose an item.
*If healthcare contact, specify healthcare facility location:
 Click or tap here to enter text.
Travel:   Choose an item.                Location(s)/Date(s): Click or tap here to enter text.


	Clinical History

	Medical Records, H&Ps & Lab tests Requested by:
 ☐ Email to coronavirus@phd.sccgov.org             ☐ Fax   408-224-7046

Symptom onset date:Click or tap to enter a date.

Signs & Symptoms: Click or tap here to enter text.

	Hospitalization & Comorbidities


Was the patient hospitalized?   ☐ No       ☐ Yes*       ☐ Unknown
*If yes, Hospital Name: Choose an item.    
Date Admitted: Click or tap to enter a date.
*Admitted to ICU?         ☐ No    ☐ Yes	   
Date Admitted: Click or tap to enter a date.
* Intubated?                  ☐ No    ☐ Yes
* ECMO?                       ☐ No    ☐ Yes




Comorbidities	
☐  None               ☐  Unknown      
☐  Asthma 	☐ COPD        ☐  Other Chronic Lung Disease:Click or tap here to enter text.
☐Cardiovascular   ☐ Chronic Renal Disease   ☐  Chronic Liver Disease        ☐ Diabetes
☐Immunocompromised, specify Click or tap here to enter text.
☐Neurologic/neurodevelopmental conditions
☐Other comorbidities Click or tap here to enter text.
Other Health Risks: ☐ Pregnant	☐   Current smoker	☐ Former Smoker  

	Next of Kin


Name:  Click or tap here to enter text.                 Phone#:   Click or tap here to enter text.
Relationship:  Click or tap here to enter text.

Name:  Click or tap here to enter text.                  Phone#:     Click or tap here to enter text.   
Relationship:  Click or tap here to enter text.    
	Additional Notes


Click or tap here to enter text.
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