
 

 

FETAL DEATH REPORT 
PARENT WORKSHEET 

Please complete the following worksheet and return it to the hospital staff.  Please answer every 

question to the best of your knowledge.  The information we are requesting is used to: 

 Fulfill requirements of federal and State law, 

 Gather medical information that is used for public health, 

 Improve the health of women and babies in the future; and  

 Provide continued funding for successful health programs.   

Completing the report 
Please use full names for the parents. You may choose to leave the first and middle names blank 

for the fetus. 

There are many questions on the Fetal Death report (filed by the hospital) that will not appear on 

the commemorative certificate of stillbirth.  Your medical information is kept strictly confidential 

and combined with the medical information from other fetal deaths in Oregon.  The combined 

information tells us which health services were used, what problems women are having during 

their pregnancies, and what health outcomes occur in Oregon.  

This information helps agencies decide what services to offer and the levels of need among 

groups of women.  This is why we ask for information about race, ethnicity, education, number of 

prenatal visits, and many other detailed questions.  Although not used on the stillbirth certificate, 

this information is used to improve the health of women and babies in the future and to continue 

funding successful programs.  Oregon law requires collection of this information. 

Public health researchers use this information to better understand medical or service needs, and 

to help communities plan to meet those needs.  Any research of this type has strict requirements 

for confidentiality. 

Commemorative Certificate of Stillbirth 
After this report is filed, you may later obtain a commemorative Certificate of Stillbirth from the 

Center for Health Statistics.   The hospital is only required to file this report if the weight or 

gestational age of the fetus meets certain minimal requirements but you may request a report to 

be filed regardless of whether the mandatory reporting requirements are met.   

 

Please answer every question to the best of your knowledge.  Each question has a purpose. 

Thank You for Your Help. 

Center for Health Statistics 



 
FETAL DEATH REPORT 

PARENT WORKSHEET 

FETUS (Page 1 of 2) 

Fetus Name  First Middle Last Suffix 

METHOD OF DISPOSITION  

Disposition method:   Burial   Cremation   Hospital disposition   Donation    Removal from state   

  Other   

Facility Coordinating Final Disposition 

 Hospital transfer to funeral home  Name of Funeral facility:         

 Hospital transfer to parents (must provide parents with a disposition permit for transporting remains) 

MOTHER 

Mother’s Current Legal Name First Middle Other Middle Last Suffix 

Maiden Name/Legal Name Prior to First Marriage    Check if the same as current legal name 
First Middle  Other Middle Last Suffix 

Date of Birth 

        /        /  
MM          DD          YYYY 

Birthplace  State  Country 

MOTHER’S ADDRESS 

Mother’s Resident Address No. & Street City County State ZIP Inside City Limits? 

 Yes      No 

MOTHER’S ATTRIBUTES 

Education:  What is the highest level of education you have completed? 
    8

th
 grade or less   Associate’s degree  

    9
th
 – 12

th
 grade; no diploma   Bachelor’s degree  

    High school diploma or GED   Master’s degree  
    Some college credit but no degree   Doctorate or Professional degree 

Hispanic Origin (Check all that apply. Do not leave blank.) 
    No, not Spanish/Hispanic/Latina    Yes, Puerto Rican   Yes, other Hispanic Origin (specify)   
    Yes, Mexican, Mexican-American,Chicana   Yes, Cuban     Unknown  

Race: Which one or more of the following is your race? (Check all that apply. Do not leave blank.) 
  White 
  Black or African American 
  American Indian or Alaska Native 

 (specify tribe)  
  Asian Indian 
  Chinese 

  Filipino 
  Japanese 
  Korean 
  Vietnamese 
  Other Asian (specify)  

   

  Native Hawaiian 
  Guamanian or Chamorro 
  Samoan 
  Other Pacific Islander (specify)  

   
  Other (specify)  

MOTHER’S HEALTH 

Did you get WIC food for yourself during pregnancy?      Yes      No 
Cigarette Smoking 

Number per day 

3 months before pregnancy 
1

st
  3 months of pregnancy    

2
nd

 3 months of pregnancy 
3

rd
  3 months of pregnancy 3

rd
 3 months of pregnancy 

# Cigarettes 
# Cigarettes   
# Cigarettes 
# Cigarettes Cigarettes Cigarettes   Height ft.              in.  Weight (Pre-pregnancy) lbs.  Weight (At delivery) lbs.  

Did you go into labor planning to deliver at home or at freestanding birthing center?   Yes      No     

  If yes at onset of labor, which of the following attendants where you planning on delivering?  Midwife (not licensed)     
 Certified Nurse Midwife   Licensed Direct Entry Midwife  Naturopathic Doctor   Medical Doctor  

LEGAL RELATIONSHIP OF PARENTS 

Did you have a legal spouse or Oregon registered domestic partner at conception, at delivery, or within 300 days prior to 
delivery?    Yes    No 

 If so, were you married?    Yes    No    

 If not married, were you in an Oregon Registered Domestic Partnership?  Yes    No 

Will father/second parent information be provided?  Yes   No 

Center for Health Statistics 
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FATHER/SECOND PARENT  (Page 2 of 2) 

Father/Second Parent’s Name  First Middle Other Middle Last Suffix 

 

Date of Birth 

          /        /  
MM           DD           YYYY 

Birthplace  State  Country  

FATHER/SECOND PARENT’S ATTRIBUTES  

Education:  What is the highest level of education you have completed? 
    8

th
 grade or less   Associate’s degree  

    9
th
 – 12

th
 grade; no diploma   Bachelor’s degree 

    High school diploma or GED   Master’s degree 
    Some college credit but no degree   Doctorate or Professional degree 

Hispanic Origin (Check all that apply. Do not leave blank.) 
    No, not Spanish/Hispanic/Latina   Yes, Puerto Rican   Yes, other Hispanic Origin (specify)  
    Yes, Mexican, Mexican-American, Chicano   Yes, Cuban   Unknown 

Which one or more of the following is your race? ((Check all that apply. Do not leave blank.) 
  White 
  Black or African American 
  American Indian or Alaska Native 

 (specify tribe)  
  Asian Indian 
  Chinese 

  Filipino 
  Japanese 
  Korean 
  Vietnamese 
  Other Asian (specify)  

   

  Native Hawaiian 
  Guamanian or Chamorro 
  Samoan 
  Other Pacific Islander (specify)  

   
  Other (specify)  

PRENATAL 

Date of last menses 

         /        /  
MM             DD         YYYY 

Prenatal Care 
No prenatal care  

Date of 1
st
 visit        /     /  

 MM     DD     YYYY 

Total # of visits       

Previous lives births 

# now living  

# now deceased  

Date of last live birth       /  
 MM   YYYY 

Other Pregnancy Outcomes 
(Spontaneous or induced terminations or ectopic pregnancy) 

# of other outcomes  
 (combined #) 

Date of last other outcome      /  
     MM    YYYY 

 
 

I certify that the information provided on this form for the purpose of registering the fetal death is correct 
to the best of my knowledge. 
 
X__________________________________________________   Date signed: _________________ 

Informant’s signature 
 

 

Last revised: Dec. 2014 


