
CERTIFIGATE OF FETAL DEATH STATE FILE NUMBERSTATE OF TEXAS
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1 . Name (Optional - at ths discr€tion of the parents) 2. oate of Delivery (rnmlddlryyyl 3. Time of Delivery 4. Sex

5. Placo of Delivery - County | 6a. City or Town (lf outside city limits, give precinct no.) | OU. Zip Coae 7a. Plurality.-Single, Twin, | 7b. ltPlurcL Delivered 1"r,

Triplet, etc: | 2nd,3d, etc.

8a. Place of Dslivery ! Hospital E Licensed Birthing center I Clinic/Doctor's office

I Home Oelivery (Plannsd to delivsr at home? D Yes ! tlol
! othar(Sp6cify):

8b. Namo of Hospital or Birthing Conter (lf not institution, give street address)

Facility NPI:

L Mothe/sCurentLegalNams First Middle Last '10. Mother's Oate of Birth

11 . Mothe/s Name Prior to First Marriage First [4iddle Last 12. Birthplace (shte. Torrilory or Foreign counlry)

'13a. Mothe/s Residence - State 13b. County 13c. City, Town, or Location

13d. Strset Address or Rural Location 13e. Apt No. 13f. Zip Code '139. lnside City Limils?

OYes Iruo

14. Father's Nama First Middle Last Suffix 15. Father's Oate of Birth 10. Birthplacs (State, Tor.ltory or Fo.eign Country)

l7a. Attendani's Name and Mailing Address

NPI:

18a, Cartifier - To tho bost of my knowledge, the tetus was delivered at the time, date, and place as
shown and letal doath was dua lo the causels) as stat6d.

--T'at-Eigned-
'17b. O MD 0 Do O cNM O Midwife E other(spscify): 18b. E CertifyingPhysiclan I MedicalExaminer/JusticeofthePeace

19. Method of Disposition

E Burial ! Cremation D Donation

E Entombment E Removal From Stats

I othor (Specify)

20. Signature and Llcense Numbor of Fun6ral Diroctor or Person Acting as Such 21.
Section

Block

Lot

Space

E Unknown

22. Place of Oisposition (Name oFc€motery, crematory, othsr place) 23. Location (Cityffown and State)

24. Nams of Funeral Facility 25. Complets Address of Funeral Facility (Str€et and Number, City, Stata, Zip Cod6)

26a. INITIATING CAUSE/CONDITION CONTRIBUTING TO FETAL DEATH

(Among tha choices below, pl6ase solect the ONE which most likely began the ssquenG of events
rosulting in the death of th€ fetus)

Matemal Conditions/Dis€asss (Sp6cify)

26b. OTHER SIGNIFICANT CAUSES OR CONDITIONS CONTRIBUTING TO FETAT OEATH

(Select or specify all other conditions contributing to death in item 26b)

Mat€rnal Conditions/Disoases (Specity)

Complications of Placentra,

E Ruplureofmembran€sl

D Placental insutficisncy

D chorioamnionitis

Cord, or M6mbranes

priortoonsatoflabor IAbruptioplacsnta

D Prolapsed cord

O Other (Sp€cify)

Other Obst6trical or Pr€gnancy Compli€tions (Spocify)

Complicstions of Placsnta, Cord, or Mambranes

D Rupture of membranes prior to onset of labor fl Abruptio placenta

fl Placental insufriciency E Prolapsed cord

D Chorioamnionitis

! Other (Specify

Othor Obstelrical or Pregnancy Complications (Specify)

Fetal Anomaly (Specify) Fetal Anomaly (Specify)

Fetal lniury (Sp€cify) Fotal lnjury (Spscify)

Fatal lnf€ction (Sp6cify) Fetal lnfection (Specify)

Other Fetal Conditlons/Disordors (Specify) Other Fetal Conditions/Disorders (Specify)

E unknown

27. Weight of Fstus (Grams Praferred, Specify Units)

E Grams I Pounds/Ounces

29- Estimated Time of F€tal Death

fl Dead at timo of tirst ass€ssmenl, no labor ongoing

! Dead at time of first assessment, labor ongoing

E Died during labor, after first assessmont

O Unknown time of fetal death

30. Was an Autopsy Porformed?

D Yes E No ! Plannod

31. Was a Histological Placental Examination Performed?

I Yes ! No D Plann€d

28. Obstetric Estimate of Gestation at Delivery

(Completed Weeks)

32. Wera Autopsy or Hislologiel Placental Examination Results
Ussd in Determining the Cause of Deaih?

CYes ONo

33a. Loc€l File Number 33b. Date Rscaived by Local Rgglstrar 33c. Signature of Local Registrar

THE BACK OF THIS FORM MUST ALSO BE COMPLETED



TION FOR HEALTH BE
34. Mothe/s Education (Check the box that bsst describes

lha highost degrao or leval of school completod at the time of
delivery)

fl 8th grade or less

E gth - l2lh grado, nodiptoma

D High school graduate or GED compteted

O Some college credit, bui no degr€s

fl Associat€ degres (e.g., AA, AS)

D Bachelo/s degr66 (e.g., 8A, AB, BS)

O Masteds degree (e.g., MA, MS, MEng, MEd, MSW, MBA)

I Doctorate (e.g., PhD, EdD) or Professional degree (e.g., MD, ODS,
DVM, LLB. JD)

35. Mother of Hispanic Orlgin?
(Check tha box lhat best describss whether
ths mother is Spanish/Hispanic/Latina.
Chack ihe 'No' box if decodent is not
Spanish/HispanicJLatina)

D No, not Spanish, HispanicJLatina

O Y6s, Mexican, Moxican Am€rican,
Chiena

I Yes, Puerto Rican

E Yes, Cuban

D Yes, othsr Spanish/Hispanici/Latina

(Sp€cify)

36. Mother's Race (Check one or more racos to indicate what the
mother considers hersslf to be)

O Whits

fl Black or African American
D American lndian or Alaska Nativ€
(Name of tha enrollod or principat kibe)
n Asian lndian

! Chinese

u Frlrprno

E Japanese

D Korean

E Vietnamase

E OtherAsian(Specify)

D Native Hawalian

! Guamanian or Chamorro
O Samoan

O Other Pacific lslander (Specify)

39. Sourco of Prenatal Care
(Check all that apply)

O Hospital Clinic I Pubtic Heatth Ctinic

O Private Physician B Midwife

O None D Unknown

! Other (Specifu):

41. Mother's Propregnancy w€ight 42. Mother's W6ight at Delivery

43a. Oate of Fkst Visit (mm/dd/yyyy)

43b. Date of Last Visit (mm/dd/yyyy)

43c. Numbor of Pronatal Visits

PRENATAL CARE O No prenatat Care

For each lime poriod, entsr lhe numb€r of cigarottsC or th6 number of
packs of cigarsttss smoksd. lf NONE, ENTER .O".

Average number of cigarenes or packs of cigar€ttes smoked per day.
# ofcigar€tt€s # of packs

Three monlhs beforo pregnancy _ OR

Firstthreemonthsofpregnancy 

-- 

OR

Second thres months of pregnancy _ OR

47. Mother transforred for maternal medical or fetal indictions for this d€livery? E yss ! ruo

lf Yes, enter the name of facility molher transfenod

I 48. Rlsk Factors ln This Prognancy (Ch6ck afl that apply)

Oiabetes

O Prepregnancy (Oiagnosis prior to this pregnancy)

D cestationat (Diagnosls ln this pregnancy)

Hypsrlension

E Preprognancy (Chronic)

O Geshtional (PlH, preeclampsia)

0 Eclampsia

O Provious proterm birth

O Olhe.r proYigu: poor prsgnancy outmms (includes perinatal death, small-for{esiational age/intrauterine growth
reslricted birth)

D Pregnancy resulted flom Infsrtillty teatment - lf yas, chsck all that apply:
I Fertility-enhancing drugs, ariiliclal insemination, or

intrauterine insemination
I Assistod reproductive tschnology (e.g., ln vitro

fedilizatbn (lVF), gamste intrafallopian transfsr (clFT))

n Mother had previous cosarean delivery
lf yes, how many _

I Antirotrovirals administgred during pregnancy or at delivery

E None of the above

49. lnf€clion6 Present and/or Treated During Thls pregnancy
(Check all that appty)

D Gonorhea

B Syphilis

D Chlamydia

O Listeria

50a. HIV Test Done Prcnatally
DYes ONo

50b. HIV Test Oone at Oelivery

!Yes !No
51. Mothod Of Oelivery

A. Was delivsry with forc€ps afismpted but unsuccssstul?

DYes ONo

B, Was dolivery with vacuum extraction attemptsd but unsuccossful?

EYes ONo

C. Fstal presentatlon at birth

0 Cephalic

O Bresch

I Other

D. Final route and method ofdolivery (Check ons)

E cesarean

lf cesarean, was a trial oflabor attempt€d?

I Yes

!No

52. Matemal Morbidity - Comptications
associated with labor and dellvery

(Check all that apply)

D Maternal transfusion

O Third or fourth degree perinsal laceration

D Ruptur€d uterus

E Unplanned hysterectomy

! Admission to intensive car6 unit

I Unplanned operating room procodure following
delivsry

O None of ths above

53. Cong€nital Anomatios Of The N€wborn
(Chock all that apply)

0 Anenephaly

D Meningomyelocele/Spina birida

O Cyanotic congenital heart disease

E Congenital diaphragmatic hemia

! Omphalocele

O Gastroschisis

D Limb reduction defect (sxcluding congenitat amputation

and dwarling syndrcmes)

D cl6ft lip with or without ctefr patate

O Cl6ft palate alone

D Down syndrome

0 Karyotype conlirmed

I KaryotypB psnding

D Suspectod chromosomal disorder

O Karyotyps confirmed

! Karyotype pending

D Hypospadias

D Nons of the anomalios listsd above

I Group B Slreptococcus

D Cytomegalovirus

! Parvovirus

E Toxoplasmosis

! Nono of the above

D Vaginal/Spontaneous

I Vaginal/Forceps

O VaginalAy'acuum

E. Hysterotomy/Hysterectomy

EYes INo


