STANISLAUS COUNTY PUBLIC HEALTH SERVICES
HEALTH SERVICES AGENCY VITAL RECORDS

Statement of Oath

2. 1, am the , swear
Your Printed Name Your relationship to registrant

under penalty of perjury that I am an authorized person, as defined in California Health and
Safety Code Section 103525 (c) and am eligible to receive the authorized certified copy(s) of the
death record identified on the application form.

Sworn: At:
Date City, State

Signature:

CERTIFICATE OF ACKNOWLEDGEMENT

State of )
County of )
On before me, , personally appeared

(here insert name and title of the officer)

, who proved to me on the basis of satisfactory

evidence to be the person(s) whose name(s) is/are subscribed to the within instrument and
acknowledged to me that he/she/they executed the same in his/her/their authorized
capacity(ies), and that by his/her/their signature(s) on the instrument the person(s), or the entity
upon behalf of which the person(s) acted, executed the instrument.

I certify under PENALTY OF PERJURY under the laws of the State of California that the foregoing
paragraph is true and correct.

WITNESS my hand and official seal.
(SEAL)

SIGNATURE




