
Physical

Certificado de Muerte
Nombre del Fallecido:___________________________

Fecha de la Muerte:________________________  Hora de la Muerte:_______________________

Descripcion del Fallecido:
Sexo:    M            F Marcas o rasgos caracteristicos:
Raza:_________________________
Altura:________________________
Peso:__________________________
Pelo:__________________________
Ojos:__________________________

___________________________________
___________________________________
___________________________________
___________________________________
___________________________________

Causa de la Muerte: ____________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________

Descripción de la Muerte:________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________

____________________________________      ____________________________________
     Firma del Medico Residente         Firma del Medico Residente

____________________________________
   Firma del Medico Residente




