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St. Clair Twp. 
New Miami 
Life Squad Title: Form, Death Scene Report 

 
Time Of Dispatch: _________     Date_____/_____/_____     Run Number___________ 

 
Name Of Decedent: ________________________   DOB _____/_____/_____  Age:_______ 
 
Address: _________________________________   SSN_______/________/________ 
 
City: ____________________________________ State: ______ Zip Code: _________ 
 
Physician: ___________________________     Physician Phone: (_____)-_____-______ 
 
Decedent’s Medical History: _______________________________________________ 
 
______________________________________________________________________ 
 
Decedent’s Medications: __________________________________________________ 
 
______________________________________________________________________ 
 
Date of Last Hospital or Doctor Contact: _____________________________________ 
 
Decedent’s Occupation: ___________________________________________________ 
 
Name of Person Who Found Decedent: ______________________________________ 
                                                 
Address: ___________________________ State: _______ Zip Code: ____________  
 
Phone: (_____)-_____-______ 
 
Decedent’s Next of Kin: _________________________________________________ 
 
Address: ___________________________ State: _______ Zip Code: ____________  
 
Phone: (_____)-_____-______ 
 
Signs of Violence? Y/N     If Yes Explain: _____________________________________ 
 
______________________________________________________________________ 
 
Decedent Released To: __________________________________________________ 
 
___________________________ ID: ____   ___________________________ ID: ___ 
 
 
___________________________ ID: ____   ___________________________ ID: ___ 


