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Genealogy Report: Death
Correspondence through email is encouraged. Please send email requests to: fountainhealth@fountaincounty.in.gov 
Genealogy reports are $10.00 for each individual.
If paying by check or money order please make payable to the Fountain County Health Department
Date: _____________________________      Book Number: _________________ Page Number: ______________ 
Full Name of Deceased __________________________________________________________________________
Residence _____________________________________________________________________________________
Age _______________________________________   Sex ________________ Race _________________________
Date of Birth ______________________________________   Place of Birth ________________________________
Marital Status ____________________________________________   Ever in U.S. Armed Forces _______________
Name of Spouse ___________________________________________   Spouse’s Birthplace ___________________
Occupation ______________________________________________    Kind of Business/Industry _______________
Date of Death ____________________________________________    Time of Death ________________________
Place of Death _________________________________________________________________________________
Immediate Cause of Death _______________________________________________________________________
Due to _________________________________________________________________________
Contributory ____________________________________________________________________
Manner of Death _____________ Method of Disposition ______________ Date of Burial ____________________
Name of Cemetery _______________________________________   Location ______________________________
Funeral Home ___________________________________________   Location ______________________________
Father’s Name __________________________________________   Father’s Birthplace ______________________
Mother’s Maiden Name ___________________________________ Mother’s Birthplace _____________________
Name of Person Requesting Information ___________________________ Relationship: ______________________
Contact Information ____________________________________________________________________________
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