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                                          REPORT OF DEATH 
THE OFFICE OF ALCOHOLISM AND SUBSTANCE ABUSE SERVICES (OASAS) AND THE COMMISSION 

                 ON QUALITY OF CARE & ADVOCACY FOR PERSONS WITH DISABILITIES (CQC)
                                  (FOR USE ONLY BY OASAS LICENSED TREATMENT PROVIDERS) 

 

INSTRUCTIONS: 
 

The death of any patient/client of an alcoholism and/or substance abuse 
facility operated or licensed by OASAS must be reported to OASAS and 
CQC.  In all cases, the Director of the reporting facility, or designee, must 
complete and submit a PAS-23 form within 72 hours of the discovery of the 
death.  All items contained on the form must be completed and should be 
typewritten.  If the requested information is not available, please indicate 
such on the form, and attach an explanation.  
 

 

DISTRIBUTION:  
 

The PAS-23 form should be distributed as follows: 
 
 Original – Submit via email to legal@oasas.ny.gov and copy your Field 

Office Program Manager OR the Bureau of Addiction Treatment Center 
Liaison (for ATC’s only). 

 Copy – Executive Secretary, Medical Review Board, NYS Commission on 
Quality of Care & Advocacy for Persons with Disabilities, 401 State Street, 
Schenectady, New York 12305-2397 

 Copy – Retain in reporting facility file. 

 

SECTION 1: SERVICE PROVIDER DATA 
 

 

PROVIDER NO. 
 
 

 

PROVIDER NAME  
 

OASAS PROGRAM TYPE  
 
 

 
 

PRU NO. 
 
 

 

FACILITY SITE ADDRESS 

 

NAME OF PERSON PREPARING REPORT 
 
 

 

TELEPHONE NO.           EXT.      
 

DATE REPORT PREPARED 

 

SECTION 2: PATIENT INFORMATION 
 

 
 

LAST NAME (For females, use name at birth, if known)

First Initial (Write full last name for CQC submission above)

 
 

 

FIRST NAME  
  

 

DATE OF BIRTH 
 

GENDER 
 

 

 

RACE 
 

 

 

HISPANIC ORIGIN 
 

LAST 4 SSN 

 

DIAGNOSIS (DSM IV) 
 

AXIS I:                           AXIS II:                       AXIS III:  
 

 
 

DATE OF ADMISSION 
 

DATE OF LAST PROGRAM CONTACT 

 
 

PATIENT WAS RECEIVING CONCURRENT MENTAL HEALTH SERVICES? 
 

 

MEDICATIONS PRESCRIBED TO PATIENT DURING LAST MONTH 
 

NAME OF MEDICATION DOSE FREQUENCY TOTAL DAILY DOSE ROUTE START/STOP DATES 
FROM TO 

      

      

      

 

PATIENT TREATMENT STATUS     
 
 

 

HAS CDS BEEN UPDATED TO REFLECT DEATH?   
 
 

 

ESTIMATED CHEMICAL USE STATUS AT LAST CONTACT  
 

 

PATIENT WAS RECEIVING PRIMARY MEDICAL CARE FROM A 
CLINIC, HOSPITAL, PHYSICIAN, ETC. 
 
 

 

MOST RECENT DATES HOSPITALIZED FOR PHYSICAL ILLNESS   
 
FROM:                                                TO:  
 

mailto:legal@oasas.ny.gov
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SECTION 3: CIRCUMSTANCES OF DEATH 
 

 
 

FACILITY AND/OR ADDRESS WHERE PATIENT DIED 
 
 
 

SPECIFIC PLACE DECEASED WAS FOUND 
 

 

COUNTY WHERE DECEASED WAS FOUND: 

 

CONDITION(S) AT TIME OF DEATH 
 

   HIV 
   TB-RELATED INFECTION 
   HEPATITIS INFECTION 
   CIRRHOSIS  
   CANCER 
   OTHER (IDENTIFY): _______________________ 
 

 

DATE PROGRAM BECAME AWARE OF DEATH DATE AND TIME OF DEATH 
 
DATE:                          TIME: 
 

 

PRESUMED MANNER OF DEATH AT TIME OF REPORTING (CHOOSE ONE): 
 

 

SECTION 4: AUTOPSY AND OFFICIAL CAUSE OF DEATH  
 

 

AUTOPSY REPORT REQUESTED 
 
 

 

OFFICIAL CAUSE OF DEATH (IDENTIFY): 
 
 
 
 
SOURCE OF OFFICIAL CAUSE OF DEATH:   
 
 

 

AUTOPSY COMPLETED  
 
 
 

ACCEPTED BY MEDICAL EXAMINER/CORONER 
 
 

 
 

SECTION 5: CLINICAL SUMMARY 
 

 

DESCRIPTION OF PATIENT STATUS AND PROGRESS (OR LACK OF PROGRESS) TOWARD TREATMENT GOALS - (PSYCHIATRIC STATUS, IF 
AVAILABLE; RESULTS OF MOST RECENT DRUG/ALCOHOL SCREENING, E.G., URINALYSIS, BREATHALYZER, BLOOD WORK; RELIABILITY IN 
PRESENTING FOR SCHEDULED APPOINTMENTS; COMPLIANCE WITH TREATMENT RECOMMENDATIONS; AND/OR INVOLVEMENT IN SERVICES 
PROVIDED) 
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DESCRIPTION OF SERVICES PROVIDED TO PATIENT BY REPORTING FACILITY IN THE SIX MONTHS PRECEDING DEATH 
 

 

DESCRIPTION OF EVENTS DIRECTLY RELATED TO THE PATIENT DEATH (RELEVANT BACKGROUND INFORMATION; WHEN SYMPTOMS WERE 
FIRST NOTED, TREATMENT SERVICES PROVIDED; DIAGNOSTIC PROCEDURES AND LABORATORY FINDINGS; PATIENT RESPONSE; THE 
CIRCUMSTANCES OF DEATH; REPORTS YET TO BE COMPLETED; AND ANY OTHER PERTINENT INFORMATION) 
 
 
 
 
 

 

SECTION 6 – ATTESTATION  
 

 
 I ATTEST THAT I HAVE REVIEWED AND VERIFIED ALL THE INFORMATION CONTAINED WITHIN THIS REPORT AND IT IS 

ACCURATE TO THE BEST OF MY KNOWLEDGE AT THE TIME OF REPORTING.  
 

OFFERING A FALSE INSTRUMENT FOR FILING IN THE FIRST DEGREE IS A CLASS “E” FELONY  
 

 

NAME OF DIRECTOR OR DESIGNEE 
 

ATTESTATION CONFIRMATION 
 
 

 

DATE 
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