Appendix D: Sample forms

Type or printin

permanent black ink.

See handbook
instructions.

for

=

OREGON DEPARTMENT OF HUMAN SERVICES
CENTER FOR HEALTH STATISTICS

Local File Number

.

CERTIFICATE OF LIVE

BIRTH

[136-

.

State File Number

1. CHILD — NAME First Middle Last 2. SEX 3a DATE OF BIRTH (Month, Day, Year)
3b. TIME OF BIRTH| 4a. FACILITY — NAME (If not in hospital or clinic, give address) 4b. CITY, TOWN OR LOCATION OF BIRTH | 4c. COUNTY OF BIRTH
M
5a. I certify that this child was born alive at the place and time and on the date stated above. | 5b. DATE SIGNED (Month, Day, Year) | 5. CERTIFIER — NAME AND TITLE (Type or prin))
SIGNATURE
53. NAME AND TITLE OF ATTENDANT AT BIRTH IF OTHER THAN 56. ATTENDANT MAILING ADDRESS (Street, city or town, state, zip)
CERTIFIER (Type o print)
6a. DATE FILED BY REGISTRAR 6b. REGISTRAR — SIGNATURE
7a. MOTHER —NAME __ First Middie Last 7b. MAIDEN SURNAME 7c. DATE OF BIRTH 7d. STATE OF BIRTH (I not in
U.S.A., name country)
8a. RESIDENCE — STATE | 8b. COUNTY 8c. CITY, TOWN, OR LOCATION 8d. STREET AND NUMBER
Be. %sms cr)rv LIMITS | 8. ZIP CODE 9. MOTHER'S MAILING ADDRESS AND ZIP CODE (I same as above leave blank)
s or no

10a. FATHER — NAME

First

iddle Last

10b. DATE OF BIRTH

10c. STATE OF BIRTH
u.s.

(If not in
.A., name country)

»

. | certify that the personal information provided on this certificate is correct to the best of

my knowledge and belief, (Signature of Parent or other informant)

MOTHER

[ pap |

FATHER
INFORMATION FOR MEDICAL AND HEALTH USE ONLY SSN SSN
12. Shall abstract of birth certificate be made available for STATE USE ONLY
publication or business contact lists? (Check one) O v [ ves
13. Social Security Number Requested? N [ Yes |a b. y d
14. OF HISPANIC ORIGIN? (Specify No or Yes) 15. RACE — (eg, White, 16. EDUCATION (Highest grade completed) | 17. MOTHER MARRIED? 18.HAS A CLOSE RELATIVE
(Ifyes, specify Cuban, Mexican, Puerto Rican, etc.) Black, American Indian, etc.) Elementary or Secondary  College (Atbirth, conception, orany|  OF THIS NEWBORN HAD A
(Specify below) (0-12) (1-4 or 5+) time between) (Yes or no) HEREDITARY HEARING
LOSS THAT EXISTED SINCE
14a. [] No [] Yes 15a. 16a. CHILDHOOD?
Specify [J no [ Yes [ no [ ves
14b. No Yes 15b. 16b. 19. APGAR SCORE 20. BIRTH WEIGHT
D D min. 5 min. (Specify units)
Specily 19a. 19b.
21. LIVE BIRTHS 21c. DATEOFLASTLIVE | OTHER TERMINATIONS 21e. DATE OF LAST 22. CLINICAL ESTIMATE
(Do not include this child) BIRTH (Spontaneous and induced) OTHER TERMINATION OF GESTATION (Weeks)
PREGNANCY (212, Now living T"21b. Now dead (Month, Year) 21d. (Month/Year)
HISTORY : g
Number___ None[ ] | Number___ None[ ] Number. None []

23. DATE OF LAST NORMAL MENSES [ 24a. PLURALITY — Single,
twin, triplet, etc.

BEGAN (Month, Day, Year)
(Specify)

24b. IF NOT SINGLE BIRTH —
Bom first, second, third, etc.

(Specify) (Specify)

25. MONTH OF PREGNANCY PRENATAL
CARE BEGAN First, second, etc.

26. PRENATAL VISITS — Total number
(If none, so state)

27. SITE — PRENATAL CARE (Check all that apply)

[ Private Clinic/office [_] Co. Health Dept. [_] Other Pub. Clinic [_] Other Site

28. PRIM,

RY INSURANCE COVERAGE OF THIS DELI

[ privateins. [] Noins. [] Medicaid (Oregon Health Plan) [_] Other Public Ins.

ERY (Check all that apply)

29. AT TIME OF THIS REPORT
WAS NEWBOX

30. NEWBORN REQUIRED
INTENSIVE CARE?

31. NEWBORN TRANSFERRED FOR MEDICAL NEED? (If Yes, enter name of facility

32. MONTHS MOTHER ON

RNALIVE? transferred to:) WIC PROGRAM? (0-9)
No Yes [ no [ Yes No Yes
33, MEDICAL FACTORS FOR THIS PREGNANCY 35. OTHER FACTORS FOR THIS PREGNANCY 39.  METHOD OF DELIVERY
(Check all that apply) (Complete all items) (Check all that apply)
01[] Anemia (Hct.<30/Hgb<10) a. Tobacco use during pregnancy............No[] Yes [] 01 [] Vaginal
02[] Cardiac disease. b. Average number cigarettes per day 02 [] Vaginal birth after previous C-SECHON..............rrvereeeveeees
03[] Acute or chronic lung disease.... c. Alcohol use during pregnancy..... No[J Yes[] | 03 [] Primary C-section
04[] Diabetes (Chronic) d. Average number drinks per week 04 [J Repeat C-section
05[] Diabetes e. Weight gained during pregnancy Ibs. 05 [] Forcep:
06[] Genital herpe: f. History available.......... .No[] Yes[] 06 [] Vacuum.
07J + g. Other (Specify)
08[] +
09[] chronic. 40.  CONGENITAL ANOMALIES OF NEWBORN
1000 + 36.  ANTENATAL PROCEDURES (Check all that apply)
1nQg (Check all that apply)
120 cenvi 0 . 01 g
13[J  Previous infant 4000 + grams. 02 0 Tocolysi gg B Spina
14 Previous preterm or smallfor gestational age infant...... | 03 [ Ultrasound 04 O M
15[ Renal disease. 04 [J No history available. 05 [J Other central nervous system anomalies.
160 Rh 00 [J None. (Specify)
175 Uterine bleeding 05 [] Other P
18] No history availabl Speciy) eart
0007 None. (Specily) 07 [] Other circulat iratory i
1901 Other INTRAPARTUM PROCEDURES (Spectt
37.
(Specity). (Check all that apply) gg% 1390‘3‘
atresia.
34. c;m;umntouﬁl OF LABOR AND/OR DELIVERY | o1 [ " Electronic fetal 100 o isi
(Checkall that apply) 02 (] Induction of labor... 11 O Other gas li
01[] Febrile (>100°F. or 38° C.). 03 [] St of labor. (Specify).
02J 00 [J None.
itali:
03[] rupture of (>12 hours). 04 [ Other ) g E Wafor zﬂﬁn: ?mm
04[] Abruptio placenta .. (Specify). 14 [ Other urogenital anomalies..
os% Placenta Previa (Specify).
06[] Other excessive bleeding
38.
07[] Seizures during labor... fg,:f,:?ﬁ,;‘ig:pf;)ﬁ NEWBORN 15 [J Cleftlip/palate
08[] Precipitous labor (<3 hours). ) 16 [
09[7 Prolonged labor (>20 hours)..... 01 [J Anemia (Het.< 39/Hgb. <13), 17 [ Club foot......
10[] D labor. 02 [J Birth injury 18 [] Di hernia
ng 03 [] Fetal alcohol syndrome..... 19 [ Other mus i
120 ¢ 04 [J Hyaline i D: (Specify)
05 aspiration syndrome:
13[J Cord prolapse. d
Mg P 06 [ Assisted ventilation (<30 min.)...... 2? E Bm’r‘
150 Fetal distre 07 [J Assisted ventlation (230 Min......... (Specify)
0007 None 08 [J Seizure:
16[] Other 00 [] None apparent. 00 [] None apparent.
(Specify). 09 [ Other 22 [ Other
(Specify). (Specify).
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OREGON DEPARTMENT OF HUMAN SERVICES
Center for Health Statistics

REPORT OF INDUCED TERMINATION OF PREGNANCY 136-
1. NAME OF FACILITY CHART
FACILITY OR CASE NO.
2. FACILITY 3. DATE TERMINATION
ADDRESS PERFORMED:
(CITY OR TOWN) (COUNTY) (MONTH) (DAY) (YEAR)
4. PATIENT'S USUAL
RESIDENCE
(STATE) (COUNTY) (CITY OR TOWN) (ZIP CODE) (INSIDE CITY LIMITS - YES, NO)
5. AGE LAST BIRTHDAY 6. MARITAL STATUS: 1 [0 Never Married 30 Widowed 50 Separated
20 Now Married 4 [0 Divorced 6 0 Unknown
7. IS PATIENT OF HISPANIC ORIGIN? 8. Race (select one or more): 10 White 2 [0 Black
00 NO [O YES, specify Cuban, Mexican, Puerto Rican, 3 O American Indian 4 [0 Chinese 5[0 Japanese
etc. 6 O Hawaiian 8 O Filipino 0 [ Other Asian
[0 Other (specify)
9. EDUCATION None (0) | Elementary/Secondary (1-12) | College (1-4, 5+)

(Indicate a NUMBER for the HIGHEST grade COMPLETED):

10. PREVIOUS PREGNANCIES (Complete all four sections; enter number or check “None”)

Live Births Other Terminations
a. Now Living b. Now Dead c. Spontaneous Abortions, Miscarriages, | d. Induced Abortions
Number Number Stillbirths, and Fetal Deaths (Do not include this termination)
Number Number
None 00 O None = 00 OO None 00 OJ None 00 O
11. DATE LAST NORMAL Month Day Year | 12. CLINICAL ESTIMATE Completed
MENSES BEGAN OF GESTATION weeks

13. WAS PREGNANCY THE RESULT OF A CONTRACEPTIVE FAILURE? 10 NO 2 0. YES; If Yes, specify method below.

1 O Birth Control Pill 20 Foam 3 O Hormone Implant;e.g., Norplant 4 [ Diaphram 50 IUD

6 00 Condoms, Prophylactics 7 0 Rhythm 8 [0 Other (specify) 9 [ Contraceptive Injection; e.g., Depo Provera
14. PROCEDURE THAT TERMINATED THIS PREGNANCY (Check only one)

10 Suction Curettage 2 [0 Medical (nonsurgical); specify medication(s) 3 [0 Dilation and Evacuation (D &E)
4 [ Intra-Uterine Instillation (Saline/prostaglandin) 5 0 Vaginal Prostaglandin 6 [ Sharp Curettage (D & C)

7 O Hysterotomy/Hysterectomy 8 0 Other (specify)

15. OTHER PROCEDURES USED FOR THIS TERMINATION (Check all that apply)

0 None 1 0O Suction Curettage 2 [0 Medical (nonsurgical); specify medication(s)

3 0O Dilation and Evacuation (D & E) 4 0O Intra-Uterine Instillation (saline or prostaglandin) 5 [0 Vaginal Prostaglandin
6 0 Sharp Curettage (D & C) 8 O Other (specify)

16. WAS WRITTEN POST-OPERATIVE/AFTER-CARE INFORMATION GIVEN TO PATIENT? 10 YES 20 NO

17. WAS FOLLOW-UP VISIT RECOMMENDED? 10 YES 20 NO

18. COMPLICATIONS AT TIME OF PROCEDURE (check all that apply):

0 None 10 Hemorrhage 2 0 Infection 3 O Uterine perforation 4 [ Cervical laceration
5[0 Retained products 6 [0 Failure of first method 7 O Other (specify)
19. AT THE TIME OF COMPLETION OF THIS REPORT FORM, HAD A FOLLOW UP VISIT OCCURRED AT THIS FACILITY?
20 NO 10 YES,; If yes, specify complications (check all that apply):
00O None 10 Hemorrhage 2 0 Infection 3 O Uterine perforation 4 0 Cervical laceration
5[0 Retained products 6 O Failure of first method 7 O Other (specify)
20. AT THE TIME OF COMPLETION OF THIS REPORT FORM HAD A FOLLOW UP VISIT OCCURRED OUTSIDE THIS FACILITY?
20 NO 10 YES 30 UNKNOWN
If yes, specify complications (check all that apply) & complete item 20a below:
0 None 10 Hemorrhage 2 [0 Infection 3 [0 Uterine perforation 40O Cervical laceration
5[0 Retained products 6 O Failure of first method 7 O Other (specify) 90 Unknown

20A. If yes, specify location of follow-up visit:
10 Physician’s Office 2 [0 Clinic 3 O Hospital 4 0 Other (specify)

PLEASE COMPLETE THIS FORM NO SOONER THAN 2 WEEKS FOLLOWING THE DATE OF TERMINATION. FORM
MUST BE COMPLETED NO LATER THAN 30 DAYS FOLLOWING THE DATE OF TERMINATION OF PREGNANCY.

MAIL TO: Center for Health Statistics
OREGON DEPARTMENT OF HUMAN SERVICES
P.O. Box 14050
Portland, Oregon 97293-0050

(Continued on back) 45-113 (01-07)
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A OREGON DEPARTMENT OF HUMAN SERVICES
had CENTER FOR HEALTH STATISTICS 13-
PERMANENT
BLACK i,  Local File Mambes Hiads Fils Nemter

APPLICATION, LICENSE, AND RECORD OF MARRIAGE

CENSE
ON OR AFTER

| GRODM S MAME ~ Firs Michle I Last

e B |

1 BIRTHILACE (Suss o Farsigs Comsiry) 3 DATE CFF HIRTH [Manah, Diay, Viewri & AGE (18 or cder, 1T with comcat)

3 5EX & DCCLUFPATICNN T, FREVIOUS MARITAL STATLS (Sisghe, Widowed, Divneped]
on i
= Ha. PATMER'S MAME iFen, Midte. Lasti Bh RIRTHPLACE (Sasr or Frrregs ety |
E fis. MOTTHER S MABE (Fire, M, Masden Burmme) . DERTHILALE Ohtem = Forsign Cousryt
%E 10 GROODM™S ADDRESS Sorevt andd Numbey ity o Termn Cssnyy Siate Tig

]

T1. 1f affickavi ib required & proof of age, the same sl sddeew of fhe afliem
Mame Addorwn
I% BRIDE'S NAME P Ml 1 Last

170 MALDEN SURNAME i1f Dxflassi 135 PREVIOUS BAME of Differsen

b DWTE OF RIRTH Abassh. Dy, Yeury 15 ALE {18 or older, 17 wil comseni)

oo Th 5EX TL PREVIOUS MARTTAL STATUS Chmgia. Weilsrerd, Dvimeds
g 1% BIETHPLALE (Suie o Fargs Casairy|

r

§§ 300 MRTHPLALE (oo of Farvgs syl

F

Stase

THAT WE ARE FREE TO MARRY UNDER THE LAWS OF THISEIS
IL GROOM'S LEGAL SHENATURE
L]

NEFTITR YOU R0 TOUR SPOUSE 5 T PROMETY OF TIEE OTRER THI LAWS OF THE STATE
MARRIAGE ANT) AT THE SAME TIAE FI LIVE WITIRN TUE MARRIAGH FREE Pt VIOLENTE AND A

¥ AFTINM VOUR RICHT TO ENTER B

APPLICANT - DO NOT WRITE BETWEEN

This Licenae Authorizes the Marnage in this Sute of the Partiea NWamed Above by | 25 LICEMSE EXPIRES (Moath, Day, Yrar

Any Person Duly Authorized 1o Perform & Marriage Ceremony Undet the Lows of

the STATE OF OREGON

20 DATE LICENSE ISSUED I7. SIGNATURE OF ISSUING OFFICIAL 5. TITLE OF ISSUTSG OFFECIAL
=

¥
T e e e e e e

g 2. | CERTIFY THAT THE ABOVE NAMED PERSONS | M WHERE MARRIED . 30 COUNTY
E WERE MARRIED ON - MONTIL DAY, YEAR CITY, TOWNLDCATON
) R e OREGON
E Fla SIGNATURE OF PERSURN PERFOIRMENG CEREMUNY | 31k SAME MypePrsn Mo TITLE
B ¥
:Is Fid NAME JADDRESS OF OFFICIANT 5 ALTHORLING Fie. ADDRESS AND PHONE NUMBER OF PERSON PERFORMING CEREMOUNY
i RELMIIHS CONGREGATIONOROANIEATION
5
e
E 12 WITNESS NAME 0. WITNESS NAME

. SIGNATURE OF COUNTY CLERK OR THRECTOR 5. DATE FILED Iy LOCAL OFFICIAL (Mostly, Dy, Yesr)

36 GROOM'S SOCIAL SEDURTTY NUMBER (speeily £, mone, sshsessi | 57, BRIDE 5 SOCLAL SECUNITY NUMBER tpecs #, sase, sskeaw)

{14 3ej

THE AUTHORIZED PERSON PERFORMING THIS MARRIAGE 1S REQUESTED TO RETURN THE ORIGINAL COPY OF THIS
FORM TO THE COUNTY CLERK WITHIN TEN (10) DAYS FOLLOWENG THE DATE OF THE MARRIAGE. A PENALTY MAY BE
ASSESSED AFTER 35 DAYS. (ORS. 106.950)

DRIGINAL =WITAL RECORDS COPY it ming
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TYPEIPRINT
IN

PERMANENT
BLACK INK

LOCAL FILE NO

2
HUSBAND

[ ATE GF WRTH iMoo, Dar, Yew

OREGON DEPARTMENT OF HUMAN SERVICES
Center for Health Statistics

RECORD OF

136-
STATE FILE NUMBER

DISSOLUTION OF MARRIAGE, OR ANNULMENT

1 HUSBAND'S NAME (Fist. Modle, Lxnl)

RENGENCE DR
LEGAL
ADDRESS

STREET AND NUMEER

CITY QR TOWN

COouNTY

STATE

4 BFTHPLACE [Slafe o Forwige Cowsy)

Ha WFES NAME (Firal, MocSe Last]

b MASIEN SURNAME

& FORMER LECAL
HAMES
1P Ay

T REGIDEMCE O STRLET AND NUMDER
LEGAL

ADDREES

CITY OR TOWN

COUNTY

STATE

2 DATE OF BEATH /Monss Day, Year]

B BRTHFLACE [Site or Sovmgoe Coosey |

MARRIAGE

ATTORNEY

DECREE

e
| wee |8

[ e

104 PLACE QF THIS MARRIAGE - CITY on 10 COUNTY 15 STAVE QR FOREMH COUNTRY] 1, DATE OF THIS MARFIAGE
LOCATION idenrs (e Viearn)
13 DATE COUPLE LAST RESIDED H SAME 1 EN LINDHEE 18 i THIS. HOUSEMOLD AS | 14 PETITIONER
HOUSEHOLD jMiosln, Doy, Yea) Tl 7

Dﬂum Dvm Dm

152 MAME OF PETITIONER B ATTORMEY | T gt 15 Sl mier o Flird fitate Munbed Cdy o Temn Steiw I Code]
15a RAME OF RESPONDENT S ATTORNEY (TjeP ) 154 % Foute Nembar, City o Tows, Staty. I Coow)
T MARNAGE OF THE ABCAE MAMED 18 1¥PE OF DECREE 3. DATE DECREE BECOMES EFFECTIVE
PERSONS WAL DESSOLVED OR DISSOLUTION (Mot Doy Year]
ridontt; Dy, Vear) OF I:[ ANNULNENT G
WARRWGE

IO NUMBER OF CHELOREN UNDER 18 WHOSE PHYSICAL CUSTODY WAS
RNARDED T
Fhuatisend
izt (et ans i)
Ne chidien

Wile
Crthar

1 COUMTY DF DECREE

23 TITLE OF COUAT

T3 SIGNATURE OF COUNT OFFICIAL

—

4 TITLE OF COURT QFFCIAL

25 DATE SIGRED
{hdonh. {3y Vear)

THE INFORMATION BELOW WiLL NOT APPEAR ON CERTIFIED COPIES OF THE RECCHRD

A HUSEAND'S SOCIAL SECUNITY NUMBEM Specty # Aone Lniooan]

T WO EEL SOCIAL SEGURITY MUMIEA [Goecty & None Lminown)

75 IF PREVIDUSLY WARRIED, LAST WARAIAGE 31, EDUCATION
28, NUMBER OF THIS EMDED: 30 RACE-Amercan iadam, Biacs ‘Epecdy ar'y hpher! grade comgasied)
MAARHIAGE- Whtn wic (Soesty belw)
Fest, Secans atc By D, Divares. Dvasiuion Lot AR That Apply Elae ety ity Colags
[Rnepy pekur) ar Anmiment rSoenty cede | Tt iMonh Day, Yearl 14T} [t S =)
F T Zha ] e 3ta
T ™ ) (1)

THE PETITIONER OR LEGAL REFRESENTATIVE OF THE PETITIDNER IS RESPONSIBLE FOR COMPLETING THE PERSONAL INFORMATION ON THIS
FORI AND SHALL PRESENT THIS FORM TO THE CLERK OF THE COURT WiTH THE PETITION.
W ALL CASES THE COMPLETED RECORD SHALL BE A PREREQUISITE TD THE GRANTING OF THE FINAL DECREE

CRIGINAL - VITAL AECORDS COPY

45-5 (10/09)



