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Qualifying Event Loss 
of Spouse (or equivalent), Parent, or Child 

 
 

The Graduate Student Assistance Fund awards up to $500 for this qualifying event and requires the 
following documentation: 

Informa�on Verified Documenta�on Accepted Alterna�ve Documenta�on Accepted 
Deceased’s iden�ty 
and date of death 

Death cer�ficate Cer�fica�on for Death form by a 
licensed healthcare or death-services 
provider (e.g., funeral or ceremony 
services, crema�on services, or 
similar) 
 

 

**If you are unable to provide any type of documenta�on for the passing of your spouse (or equivalent 
under Oregon state law), registered domes�c partner, child, or parent, please email us at 
eagradstudies@uoregon.edu with a short statement explaining your circumstance. We will do our very 
best during this difficult �me to support you with the applica�on process. 
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Certification for Loss 
of Spouse (or equivalent), Parent, or Child 

 
 

This form is used to verify a graduate student’s request for a financial award related to the death of a 
spouse (or equivalent under Oregon law), registered domestic partner, child, or parent. 

 

To be completed by a licensed healthcare or death-services provider: 
 

Deceased First and Last Name 
 

____________________________________________________ 
 

Date of Death 
 

____________________________________________________ 
 

Provider First and Last Name 
 

____________________________________________________ 
 

Provider Title 
 

____________________________________________________ 
 

Name of Prac�ce/Organiza�on ____________________________________________________ 
 

Type of Prac�ce/Organiza�on 
 

____________________________________________________ 
 

Address ____________________________________________________ 
 
____________________________________________________ 
 

Phone Number ____________________________________________________ 
 
 

Signature of Provider ____________________________________________________ 
 

Date Signed 
 

____________________________________________________ 
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