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SKAGIT COUNTY PUBLIC HEALTH  
VITAL STATISTICS 

700 S 2ND Street, Suite #301 
Mount Vernon, WA 98273 

Telephone (360) 416-1500 Fax (360) 416-1501 
http://www.skagitcounty.net 

  
APPLICATION FOR CERTIFIED COPIES OF DEATH CERTIFICATES 

 
This application is to be used if you are seeking to obtain certified copies of death certificates from the 
Department of Public Health.  We can issue certificated copies for deaths that occurred in Skagit County from 
January 1, 2011 to present and from some of the other Washington State counties from March 1, 2011 to 
present.  Please call us at (360) 416-1500 to see if we can access the certificate of death you are wishing to 
obtain.  All other certified copies can only be obtained from Washington State Vital Statistics in Olympia, 
Washington.  Their phone number is (360) 236-4313. 
 
If paying by credit card, you may choose to mail this application to us, or fax it to the confidential fax number 
listed above along with your credit card information.  Otherwise, we will call you upon receiving this 
application and obtain your credit card information via the telephone.  Once we receive your request and 
payment, we will mail your certificates to you. 
 
We accept cash, check, Visa, MasterCard, and Discover credit or debit cards. 
 
PLEASE PRINT 
 
Number of requested copies @ $20 EACH ___________  Total amount due $ _________ 

Veteran Administration Copy:    YES      NO   (To be used for VA purposes only, DD214 required) 
 

Full Name of Deceased ______________________________________________________________________ 
     (FIRST)   (MIDDLE)   (LAST) 

Date of Death _____________________ Place of Death ______________________________________ 
        MONTH / DAY / YEAR     (CITY) 

Name of Funeral Home _____________________________________________________________________ 
 
Name of Person Requesting Certificate ________________________________________________________ 
 
Requestor’s Signature _____________________________________ Date of Request _________________ 
 
 
Mail To:  Name___________________________________________   Phone #_________________________ 
 
Address__________________________________     ______________________________________________                       
        (city)             (state)   (zip) 
 
If FAXING or MAILING this application and paying with credit card, please complete the following: 

Credit Card #_________________________________________  Expiration Date_________________ 

3 digit Security Code (on back of card)____________   Billing Zip Code________________ 

 
 

 
 

 

OFFICE USE ONLY! 
 
Receipt #___________________        □  CC   □  Cash   □  Check #_______________        Amount Paid $___________     
 
Date received_____________       Date picked up_____________        Date Mailed_____________ 
 
Med Manager_______         Cash Tax_______       
 
Bill To___________________________________________________          Copy of App given to Accounting 


