FAX COVER SHEET

CONFIDENTIAL AND TIME SENSITIVE
INFORMATION ENCLOSED

CERTIFIER'S NAME & TITLE AS APPEARS IN FIELD 115

RECIPIENT:
CERTIFIER'S FAX XXX-XXX-XXXX
FAX NUMBER:
2
ToTAL NUMBER OF PAGES:
SENDER'S NAME

SENDER:

SENDER'S PHONE XXX-X0OK-X000K

SENDER’S PHONE NUMBER:

Please review the Physician Attestation Copy included in this fax. If the Medical Information is correct, use either the Fax
Option or the Voice Option to electronically attest (sign) the information. By doing so, you certify that to the best of your
knowledge, the death occurred at the hour, date, and place stated from the causes stated on the Death Certificate. Your
electronic signature will be saved in the California Electronic Death Registrafion System (CA-EDRS).

. Do NOT make additions, changes, or modifications to the attestation copy.

+ Do NOT sign an incorrect attestation copy.

» Do NOT sign if your name does not appear as the recipient identified on the cover sheet.

IF CHANGES ARE REQUIRED: Contact the sender immediately. The sender wilf make the requested changes, and
the system will re-fax you the corrected copy with new attestation numbers. Then discard the attached incorrect copy.

Fax option |

See instructions on the Physician Attestation Copy.

Voice option |

1. Call the toll-free CA-EDRS Interactive Voice Response System (IVRS) at 1-800-713-2908.

Follow the instructions as prompted, entering the numbers below when prompted and confirming your authority to attest
to the Medical Information.

Death Certificate Record Number: XXX

b

Voice Attestation Number (VAN).  xX00000CK
3. State the following phrase:

"I [CERTIFIER'S NAME & TITLE] certify that the death certificate submitted to me for
[DECEDENT NAME] is correct.”

Per Califomia Slatute:
«  Health and Safety Code 102800 gives the medical cerifier 15 hours after the death to provide the medical and health data and altest to its validity

onthe Death Cedificate
. Health and Safety Code 102800 and 102825 identify the specific individuals who may cedify a Dealh Certificate

IF YOU RECEIVED THIS FAX IN ERROR, PLEASE NOTIFY THE SENDER.
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