
IOWA DEPARTMENT OF PUBLIC HEALTH 
 

AFFIDAVIT BY EMPLOYER FOR AN EMPLOYEE WHO WAS 
WORKING AT TIME OF DISAPPEARANCE 

 
STATE OF    ) 

SS.: 
 

COUNTY OF   ) 
 

I,   attest the following: 
 

1. I am the   (title) of   (firm or business) 
 

with offices located at   _, and I am familiar with the records of the 
firm/ business and the efforts described herein. 

 
2. On   , said firm/business maintained offices a   

 
in the building of   in the city, town of   , State   

 
3. Name of missing person    

 
Social Security Number is   Date of birth    

 
was employed by said firm/business on    

 
4. Said person is believed to have been at the offices located at    

 
within the building of    

 
5. The basis for my belief of the presumed death is    

 
 
 
 
 
 

5. To my knowledge, there has been no contact from the missing person since    
 

6. The following efforts have been made to locate said missing person without success.    
 
 
 
 
 
 

Attested before me on 
 

Month   Day   Year    
 
 

Notary Signature 

Signature    

Print Name     

Title    
 

Commission expires 
 

 
 

Notary Stamp 


