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DHHS – DDD Notification of Death 

Provider Report

Community-Based DD Services

NOTIFICATION OF DEATH

Provider Report

(Please type or print all information)

	Complete upon the death of a person who was receiving community-based DD services.  This report must be sent to the DHHS within ​​​​ten (10) calendar days.  Note:  The person completing this form is not attempting to render a professional opinion and is operating based on the known facts immediately following the death.  Additional information may be attached. 

	TO:  NE Department of Health and Human Services 

        P.O. Box 98947   

        Lincoln, NE  68509 – 8947

Attn:  Technical Assistance Unit
Fax:   402-471-8792
	Date Completing Form: 
     

	
	Name of Person Completing Form:

     

	
	Position/Title:
     

	
	Daytime Telephone:


	Agency Name: 
     
	Local Agency Name, if different: 
     

	Address: 
     
	City/NE: 
     

	I.   General Information

	Deceased’s Legal Name: 
            First 


Middle 


Last

                                                                                                                   

	Address:





     


	City/NE:
     

	Gender:






 FORMCHECKBOX 
   Female

 FORMCHECKBOX 
  Male
	Date of Birth (MM/DD/YYYY):  



	Method of Communication:

 FORMCHECKBOX 
 Verbal, English           FORMCHECKBOX 
 Verbal, another language:          FORMCHECKBOX 
 Non-Verbal

	Type of service and residence of deceased (check all that apply):

 FORMCHECKBOX 
  Continuous Residential (24/7):  FORMCHECKBOX 
 group home   FORMCHECKBOX 
 CDD (4 or more in service)   FORMCHECKBOX 
 EFH   FORMCHECKBOX 
 Medical Services Unit
 FORMCHECKBOX 
  Intermittent Residential:  FORMCHECKBOX 
 own home/apartment    FORMCHECKBOX 
 family home
 FORMCHECKBOX 
  No DD support for residential:  FORMCHECKBOX 
 own home/apartment    FORMCHECKBOX 
 family home

	II.  Information regarding Death:

	Date of death (MM/DD/YYYY):                                Time of Death:           FORMCHECKBOX 
 AM    FORMCHECKBOX 
 PM     FORMCHECKBOX 
 Estimated

	Place death occurred (Check all that apply):
 FORMCHECKBOX 
  Home or apartment (service/residence listed under General Information)
 FORMCHECKBOX 
  Nursing Facility




 FORMCHECKBOX 
  Hospice Facility​​​​​​​​​​​​​

 FORMCHECKBOX 
  Hospital:  FORMCHECKBOX 
 Inpatient   FORMCHECKBOX 
 Emergency Room
 FORMCHECKBOX 
  Other:      

	Address where death occurred:

	Street Address:      


	City:      

	County:
     


	State:      

	Was CPR administered?          FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No        FORMCHECKBOX 
 Unknown (DD provider not present)    
If yes, by whom (i.e. provider staff, paramedics, doctor):       

	Was 911 called?
                     FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No        FORMCHECKBOX 
 Unknown (DD provider not present)           
If yes, name and position /title of caller:       

	Was Law Enforcement called (apart from 911)?      FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      FORMCHECKBOX 
 Unknown (DD provider not present)   
If yes, which agency?    FORMCHECKBOX 
  Local Police     FORMCHECKBOX 
   County Sheriff      FORMCHECKBOX 
  State Patrol 

Date:       (MM/DD/YYYY)      Time:            FORMCHECKBOX 
 AM      FORMCHECKBOX 
 PM      FORMCHECKBOX 
 Estimated
Name and position /title of caller:                                           

Did Law Enforcement investigate?     FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No    FORMCHECKBOX 
  Unknown

	Was there or will there be a DD provider internal investigation?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	III. Medical Information 

	Had the deceased been ill in the 72-hours (3 days) prior to death?    
 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No  

	Was the deceased receiving hospice care?    
 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No    If yes, date hospice began:                Agency:           Reason began:      

	Was the deceased in a nursing facility?    
 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No    If yes, date admitted:              Facility Name:           Reason admitted:              

	Was the deceased in a hospital?    
 FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No    If yes, date admitted:              Facility Name:           Reason admitted:      

	List any hospitalizations within 6 months of date of death, including readmissions and transfers: 

	Dates
	Location
	Diagnosis and/or Recommendations

	     
	     
	     

	     
	     
	     

	     
	     
	     

	List any health care provider appointments or visits within 30 days of date of death: 

	Date
	Doctor/Type of Physician
	Diagnosis and/or Recommendations

	     
	     
	     

	     
	     
	     

	     
	     
	     

	Conditions prior to death (check all that apply): 

	 FORMCHECKBOX 
 Alzheimer’s / Dementia
	 FORMCHECKBOX 
 Bowel Obstruction (history of)

	 FORMCHECKBOX 
 Cancer (type):      
	 FORMCHECKBOX 
 Seizures

	Cardiac:
	Respiratory:

	
	 FORMCHECKBOX 
 Congestive Heart Failure (CHF)
	
	 FORMCHECKBOX 
 Asthma

	
	 FORMCHECKBOX 
 Coronary Artery Disease (CAD)  
	
	 FORMCHECKBOX 
 Chronic Obstructive Pulmonary Disease (COPD)

	
	 FORMCHECKBOX 
 Hypertension
	
	 FORMCHECKBOX 
 Oxygen dependency

	
	 FORMCHECKBOX 
 Hypotension
	
	 FORMCHECKBOX 
 Pulmonary Embolism (lung clot)

	
	 FORMCHECKBOX 
 Deep Vein Thrombosis (DVT)
	
	 FORMCHECKBOX 
 Pneumonia:  FORMCHECKBOX 
 Aspiration  FORMCHECKBOX 
 Community acquired

	
	 FORMCHECKBOX 
 Myocardial Infarction (heart attack)
	
	 FORMCHECKBOX 
 Smoking:  FORMCHECKBOX 
 History  FORMCHECKBOX 
 Current

	Renal:
	
	 FORMCHECKBOX 
 Swallowing disorder / Dysphagia

	
	 FORMCHECKBOX 
 Diabetes
	
	 FORMCHECKBOX 
 Tracheostomy

	
	 FORMCHECKBOX 
 Dialysis
	Drug Toxicity:

	
	 FORMCHECKBOX 
 Kidney disease
	
	 FORMCHECKBOX 
 Elevated med levels in blood

	 FORMCHECKBOX 
 Sepsis, origin:      
	
	 FORMCHECKBOX 
 Substance abuse (history of)

	 FORMCHECKBOX 
 Suicide Attempt (history of)
	

	Activities occurring within 30 days prior to death (check all that apply): 

	 FORMCHECKBOX 
  Aspiration
	 FORMCHECKBOX 
  Choking Incident

	 FORMCHECKBOX 
  Medication Error   
	 FORMCHECKBOX 
  Fall 

	 FORMCHECKBOX 
  Emergency Safety Intervention (physical hold)
	 FORMCHECKBOX 
  Infectious or Communicable Disease:      

	 FORMCHECKBOX 
  Surgical Procedure:      
	 FORMCHECKBOX 
  Cellulitis or Decubitus Ulcer
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