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NotesQuick Start Guide for Offline Certifiers:
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Electronic Death Registration System (EDRS)
Revision July 1, 2014
Notes

	Use this page to make notes about your own workflows and processes, which may differ by facility and practice.

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	





Summary of Steps
You may want to print this page as a quick reference sheet.  Note that this summary includes steps for a typical scenario and your own process may vary somewhat depending on internal workflow.  While Massachusetts General Law requires completion “immediately,” a good guideline is to have this process completed as soon as possible within 24 hours.Summary of Steps

	1
	Complete a Death Certificate Certifier Worksheet or similar approved form.  The worksheet is available in a form-fillable PDF, or you may print very neatly for data entry.  

	2
	Deliver the worksheet to your medical staff (if they are online) or to the funeral home.  (Your own facility/practice workflow may vary).

	3
	Receive the Death Certificate Attestation form. You may receive this by fax or it may be printed and delivered depending on your facility or practice workflow. If a funeral director is doing the data entry, you are more likely to receive this by fax.

	4
	Review the Attestation form. 
· If the information on the Attestation form was correctly entered, sign and date the Attestation form. 
· If the information on the Attestation form was incorrectly entered, mark the large checkbox on the form, write changes on the form, and do not sign.

	5
	Fax the signed (or corrected) Attestation form to 617-887-8739. The fax is received by an automated document imaging system that attaches an image of the form to the electronic record. The image may only be viewed by authorized EDRS users. (In some facilities and practices, the medical staff will fax the form for you.)


About EDRS
The Electronic Death Registration System (EDRS) is a module of the larger Vitals Information Partnership (VIP) system that is hosted in the Commonwealth’s secure Virtual Gateway environment.  The EDRS replaces the paper process for death certificates.  Medical certifiers that do not have a VIP EDRS account will need to use the manual death certificate attestation process.  It is highly recommended that “frequent” certifiers use the EDRS system online.  The attestation process involves multiple steps, while online certifiers can usually complete a record in just a few minutes.
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Death Certificate Medical Certifier Worksheet 
Download a form-fillable PDF version of this form at www.mass.gov/dph/vip.  If handwritten, please print very neatly.  This information must be data entered into the EDRS and you will later verify the accuracy on the Death Certificate Attestation form.  Ideally, this 3-step process should only happen once – but, poor handwriting may result in multiple tries.
D.O.

Quick Guide to Worksheet Data Items
A more detailed guide to death certificate data items is available separately. In addition, a cause-of-death online training module is available for continuing education credits. The following summary provides basic information about completing selected worksheet items appropriately:
	Name of Decedent
	Enter the full legal name as you know it. Generational ID is a name suffix, such as “Jr.”

	Date of Death
	Preferably, enter as Month DD, YYYY, e.g., May 23, 2014, to avoid transcription error.

	Sex
	Female or Male.

	Place of Death Town
	Enter the proper city/town name where the death occurred. E.g., Boston not Roxbury.

	Date of Birth
	Enter as Month DD, YYYY. If any parts of the date are unknown, enter unknown values with “9”s. E.g., April 99, 1944. 

	Medical Record #
	This field is optional, but useful for later look-up when necessary. Note that the “fax” to EDRS is an automated imaging system, and that the resulting image is viewable only to authorized EDRS users.

	Place of Death – Type
	Note that “Decedent’s residence” is to be used only for his/her own residence that is not a nursing home, hospice facility, assisted living or rest home. Home hospice may be entered as “Decedent’s residence.” Another person’s residence should be marked “Other.” 

	Hospital/Address
	If death occurred in a medical/ long-term care facility/ assisted living or rest home, enter the name (e.g., Valley Nursing Home). Specify city/town on the worksheet, if necessary, to distinguish similar sounding facilities. If death occurred elsewhere, such as a private home, enter the full address, including zip code.

	Cause of Death
	List one cause of death per line in Part I, based on facts available to you and your best medical opinion.  Line (a) should list the immediate (final) disease or complication directly causing death. Do not list mechanistic causes (e.g., cardiac arrest), as these do not describe the disease process. On line (b), enter the disease or complication that gave rise to the immediate cause. Continue the sequence on lines (c) and (d). Your last line should reflect the “underlying cause.” Squeeze in other lines, if necessary, writing “due to” between conditions. 

	Approximate Intervals
	Intervals are almost always approximations. Enter an approximate interval for each condition listed in the cause of death sequence. You may enter in many different ways depending on the information available to you.  E.g., “8 minutes,” “>10 years,” “Years.” 

	Other significant conditions
	List other diseases and conditions that may have contributed to death, but do not directly belong in the sequence of conditions reported in Part I. 

	M.E. notified
	Was the medical examiner notified of this case? Mark yes or no. Do not complete death records over which the M.E. took jurisdiction.  If you were given a case number, enter in M.E. Case Number.

	Autopsy Performed
	If an autopsy was performed, mark whether private or whether done by the medical examiner.  Private includes any non-M.E. autopsy. If there was no autopsy, mark “No.”

	Autopsy findings available?
	If you used autopsy findings to complete the death certificate mark “Yes,” if not, mark “No.”

	Manner of death
	Certifiers other than medical examiners must always mark “Natural.” Do not complete the manner of death fields in the Medical Examiner section of this form.  “Natural” appears above the medical examiner section.

	Pregnancy status
	Enter whether a female was pregnant at death or any time in the last year. Specific checkbox categories break down the pregnancy intervals to “at death,” “within 42 days,” and “43 days to one year.”  This is a new question to comply with CDC national standards.

	Tobacco Use
	Enter whether tobacco use contributed to death as “Yes,” “No” or “Probably.” Even if this item is checked “Yes,” do not exclude tobacco use from the cause of death.

	Medical Certifier Information
	Enter a full name, title and license number of the physician or nurse practitioner certifying death, and primary business address. (Generally this address will be your primary business address listed with the Board of Registration in Medicine). Use the same primary business address on every death certificate, as your information will be saved and pre-populated for ease in future data entry. Use a different address only if the primary address has changed.

	Fax Number and Telephone Number
	The medical staff or funeral home requires a fax number to send the Attestation form to as well as your primary business telephone number to contact you if there are questions about the worksheet or attestation form.

	Medical Certifier Designation
	In general, use the “Certifier in attendance at time of death” or “Nurse practitioner in attendance at time of death” if you are a physician or NP certifying death but not one of the lead individuals on the decedent’s care team. Use “Physician (or Nurse practitioner) in charge of patient’s care” if you were a key practitioner on the care team. This category might include the decedent’s oncologist, cardiologist, primary care provider, etc.  This, to some extent, is dependent on your facility/practice policy.

	Provider in charge of patient’s care
	If you selected “Certifier (or Nurse Practitioner) in attendance at time of death,” you will need to also provide the name and title of the primary physician or NP that was in charge of the patient’s care.

	RN/PA/NP pronouncement
	If a Registry of Vital Records “nurse pronouncement” form was completed, complete information about the date pronounced, the time pronounced and the name/title of the pronouncer.

	Signature/ Date
	It is required that you sign and date this form.


Death Certificate Attestation [bookmark: _GoBack]Your signature and date here indicate that you have reviewed the information entered into EDRS and have found the data entry accurate.

Check this box if corrections need to be made or additional information should be added on the EDRS death record.

The Attestation form must be faxed to the EDRS fax server. The image is attached to the record and only authorized users may view. (This is not a “fax machine” but rather an automated imaging system.)


The Death Certificate Attestation form prints all information entered into EDRS on your behalf.  You, as certifier, must review this form and attest to the accuracy of the data entry.  This form may be printed or faxed from the EDRS system by online medical staff or the funeral director.  Your own internal workflow will determine whether you will receive a fax or a printout.Attestation Form

Returning Completed Forms – The certifier will review the form, sign and date.  If the information is incorrect, the certifier will check the large checkbox near the top of the form to indicate that corrections need to be made in the EDRS. 
The form must then be faxed back to the number at the top of the form (1-617-887-8739). This number sends the document to automated imaging system where the barcoded document image is attached to the electronic record. (This “fax” never arrives at an office fax machine, and the image can only be viewed by authorized EDRS users).
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Form R-360 07012014

DEATH CERTIFICATE MEDICAL CERTIFIER WORKSHEET

Please compiete the information pertaining to the decedent as well as the cause of death information as this document will be used to

credte the legal death certificate. PLEASE PRINT NEATLY TO HELP WITH DATA ENTRY.

DECEDENT NAVE FIRST WDDLE s SENERATONALD
Hazel Bea Nutt
DATE OF DEATH (ot 00, 770) 3 PLACE OF DEATR ~CITVITOWN DATE OF BIRTH (arth 0D, TY7Y)
May 23, 2014 Female Boston April 22, 1944
WEDICAL RECORD RUMBER PLACE oF DEAT
O Hospital-Inpatient O Hospita-ER/Outpatient O Hospital-DOA O Decedent's Residence M Hospice Facility
ABC1234566789878 O Nursing HomefLong Term Care O Assisted Living Facility or Rest Hore 0 Other ___ o
HOSPITAL O OTHER INSTITUTION - NAME (ff not in either, provide street and number)
Hope Hospice Center
PART1_ GAUSE OF DEATH— SEQUENTALLY LIST MVEDIATE CAUSE THE ANTECEDENT CAUSES THEN UNDERLYING CAUSE PP TERAL
o mmede -
e Pulmonary embolism 1 hour
wown  Acute myocardial infarction 7 days
o oer  Chronic ischemic heart disease >8 years
9 duets
PARTIOTHER SIGHF GANT CORDITIONS CONTRIBUTIVG T0 DEATH WENOTFIEDT AUTORSY PERTORMED?
OYes MNo OME OFPriv B No

Non-insulin dependent diabetes mellitus; obesity; hypertension

OYes MNo

AUTOPSY FINDING S AVALABLE PRIOR TO COMPLETING CAUSE OF DEATH?

MANNER OF DEATH
W Natural

VANNER OF OEATH
O Accident O Homicide
O Therapedtic Complication
O Other (Specify)

INIURY AT
WORK?

O Yes
O No

DATE OF INJURY (Mot DD, vvm)
O suicide O Pending investigation
O Could not be determined

ALL OTHER MANNER OF DEATH CASES ARE REQUIRED TO BE REFERRED TO THE MEDICAL EXAMINER

TIHE 0T
INURY

WLE. CASE NUMBER

APeX.
TIME OF
DEATH

O AM
aPM
o il

O AW
O PM
o Mil

PLACE OF IIURY TRANSPORTATION INJURY.
O Driver/Operator O Passenger

O Other (Specify)

O Pedestrian O Not Applicable

LOCATIONADDRESS OF INJURY

MLE. DATE PRONOUNCED (Month DD, YY)

>
=)
Z|
o
Z|
<
=
O
[
[z
uj
=

DESCRIBE HOW INJURY OCCURRED

" FEMALE, PRE GRANCY STATUS AT TIWE O DEATH
W Not pregnart within the past year O Pregnant at time of death D Not pregnant, bt pregnant within 42 days of
death O Not pregnant, but pregnant within 43 days to 1 year before death O Unknown, if pregnant in past year

M.E. TIME PRONOUNCED

OAM OPM O Military

DID TOBACCO USE CONTRIBUTE T DEATH?
O Yes O No
O Probably B Unknown

MEDICAL CERTIFIER INFORMATION —NAMETITLE HOUROF DEATR | O AN O PM
Olive Green, D.O. 1845 B Miltary
MEDICAL CERTIFIER INFORMATION —ADDRESS LicEnsE#

150 Mt. Vemon Street, Dorchester, MA 02125 MA99900099

WEDICAL CER TIFIER DESIGNATION
W Certifier in attendance at time of death O Physician in charge of patient's care O Nurse Practitioner in attendance
O Nurse Practitioner in charge of patient's care 0 Medical Examiner

at time of death

MEDICAL CERTIVER FAXNUMEER 10 | 547_740-27 11

MEDICAL CERTIIER TELEPHONE NUMBER

617-999-9999

RECEIVE ATTESTATION FORM
PROVIDER IN CHARGE OF PATIENT'S CARE —NAMEITITLE

Myles Long, M.D.

T S DATE QR o T AR R ONOUNCER I ORATION A
B ceenr T
mves Ono |May 23,2014 1845 |OPM M| Jacklyn Hyde

e WRN OPA ONP

On the basis of examination andfor investigation in my opinion death occurred at the tie, date, and place and duie to the
cause(s) stated

May

DATE SIGNED (Horth D0, YY)

24,2014

€«
Signature and Title of Medical
Certifier Required.
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o FAX completed form without coversheet to the VIP system at 1-617-887-8739.
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CertifierRequired.Do not
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