CERTIFICATE OF LIVE BIRTH
Hesmsenices (2003 STANDARD)

Midwife Presentation
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Basic Workflow Review




Field-By-Field Review



1. Child’s Name (Fields A,B,C,D)

1A. CHILD'S FIRST NAME 1B. MIDDLE NAME 1C. LAST NAME 1D. SUFFIX

Chiid Not Named

Clearly print or type the first, middle, and last names
Spell out the name-do NOT use abbreviations (ex: Wm)
Proofread carefully

Enter suffix if applicable
Use abbreviation (Jr.) or Roman numerals (II1,1I1,1V, etc.)

If no name has been chosen:
1A: Check the box “Child Not Named”
1B: Leave blank
1C: Last name MUST be entered (Cannot be “Unknown”)

Social Security will not issue a number to an unnamed child



1. Child’s Name (Not Named)

1A. CHILD'S FIRST NAME 16. MIDDLE NAME 1C. LAST NAME 1D. SUFFIX

L Chiild Not Named

0 If the child is not given a first name before the
record is registered, they will need the following
documents to add a first (and middle) name:

Birth-920 days Affidavit to Correct

Affidavit to correct + 1 independent factual document

<
Over 90 days's ofyears established within the first 6 months

6 years and older Court order



1. Names (Acceptable Punctuation)
N

1A. CHILD'S FIRST NAME 16. MIDDLE NAME 1C. LAST NAME 1D. SUFFIX

L Chiild Not Named

71 Apostrophe
1 O’Brien; Renae’
1 Hyphen
o1 Smith-Jones
-1 Period
o D.J.
1 Space
o Amy Sue

1 Special characters associated with foreign alphabets
O E; N



2. Sex (Gender)

2. SEX 3. DATE OF BIRTH

= Maie [ Femaie
1 Not yet getermined

A
4. TIME OF BIRTH

4

5. COUNTY OF BIRTH (e.g., Maricopa, Pima, esc.)
CIAM CIPM [ MBSy

7 Unknown

1 Check “Male” or “Female” if sex is known

1 Check “Not yet determined” if sex is ambiguous

1 A child with an unknown sex will not receive a social
security number (enumeration) at birth



3. Date of Birth
—

2. SEX 3. DATE OF BIRTH 4. TIME OF BIRTH 5. COUNTY OF BIRTH (e.g., Maricopa, Pima, e%.)
O Male [0 Female . DAM T PM T MEQry
[ Not yet cetermined L1 Unknown

-1 Format: Month /Day/Year

omm/dd/yyyy
©01/01/2013




4. Time of Birth
B

L L
2. SEX 3. DATE OF BIRTH 4. TIME OF BIRTH 5. COUNTY OF BIRTH (e.g., Marcopa, Pima, eic.)
T Male [J Female : OAM O PM [0 MEZry
71 Not yet cetermined

 Unknown

11 Use local time
11 Use the colon to separate the hour from the minutes
1 Check AM, PM, or Military

1 8:00 AM or 08:00 Military
o 1:30 PM or 13:30 Military



5. County of Birth

y

L

2. SEX 3. DATE OF BIRTH
Maie Female
Not yet getermined

4. TIME OF BIRTH 5. COUNTY OF BIRTH (e.g., Marcopa, Pima, &)
: AM PM Mi3ry
Unknown

Enter the county where the birth took place

Spell out the name of the county completely

If birth took place in a moving conveyance (car,
helicopter, etc.), the county of birth is considered to
be where the child was first removed and given
medical attention

Also applies to births that occur in international airspace
or waters



6. City of Birth

A
6. CITY OF BIRTH 7. PLACE WHERE BIRTH OCCURRED
Cinic/doctor's office Hosptal Freestanding birthing cemer
Home birth Unknown Other (Specity)
Flarned to delver at home? U Yes LNo Unknoam

Enter the city or town where the birth took place

Spell out the name of the city or town completely

If birth took place in a moving conveyance (car,
helicopter, etc.), the city or town of birth is
considered to be where the child was first removed

and given medical attention

Also applies to births that occur in international airspace

or waters



/. Place Where Birth Occurred

L
6. CITY OF BIRTH 7. PLACE WHERE BIRTH OCCURRED
Cinic/doctors ofMce Hospital Freestanding birthing cemer

Home birth Unknown Ofther (Specity)
Flarned to delver at home? ) Yes LINo [ Unknown

1 Check the appropriate birth location

Freestanding birthing center

® No direct physical connection with an operative delivery
center

Home birth
® Private residence

u Also need to answer the question: “Planned to deliver at
home?”

If not listed, select “Other” and specify

m Car, train, airplane, etc.



8. Birthing Facility- Or Full Address

8. BIRTHING FACILITY — Or full address, If birth did not occur in a hospital or freestanding dirthing center

What to enter if place of birth is:
A hospital or freestanding birthing center
Full name of facility (no acronyms)
Not a hospital or freestanding birthing center
The street and number of the location’s address
A moving conveyance
The city, town, or location where child was first removed

International airspace or waters

Enter “plane” or “boat” and the location where removed



Q. Do You Want a Social Security

Number Issued For Your Baby?
-*

9. DO YOU WANT A SOCIAL SECURITY NUMBER ISSUED FOR YOUR BABY? [IYes [l No
| request that the Soclal Securtty Administration 3ssign a Soclal Secunty number to the chid named on this form and author ze the State to provide the Social Secunty
Administration with the information from this form, which Is needed 10 assign a number.

—
Signature

1 Check “Yes” or “No”

o If “Yes,” parent must sign to validate request

11 Please Check “No” for the following scenarios:
o Child’s sex is unknown
o1 Child is not named
o Valid address is NOT provided

0 SS will not mail cards to addresses outside of the country

m Parents will need to pick the card up at an SSA office



10. Is Infant Living at Time of Report?

10. IS INFANT LIVING AT TIME OF REPORT? 11. IS INFANT BEING BREASTFED AT DISCHARGE?
Yes L NoO infant transfermed, status unknown Yes NO Unknoan

Check “Yes” if infant is living at the time of this birth
certificate, or if the infant has been discharged to
home care

Check “No” if it is known that the infant has died

Check “Infant transferred, status unknown” if infant
was transferred and status is unknown

Refers to a transfer from 1 facility to another



11.Is Infant Being Breastfed at

Discha rge?
]
UYes LI No T Infant transfemed, status unknown _Yes LINo L[] Unknown
11 Check “Yes,” “No,” or “Unknown

01 Refers to the action of breast-feeding, pumping, or

bottle-feeding
21 Do NOT check “Yes” based on the intent to breast-feed



12. Attendant’s Name (Fields A,B,C,D)

12A. ATTENDANT FIRST NAME 126. MIDOLE NAME 12C. LAST NAME 12D. SUFFIX

The attendant is the person who is physically present and
responsible for delivery

If an intern delivers an infant under supervision of an
obstetrician, who is present, the obstetrician should be
reported as the attendant

If an apprentice delivers a baby under the supervision of a
licensed midwife, the licensed midwife is reported as the
attendant

Clearly print or type the first, middle, and last names
Spell out the name-do NOT use abbreviations (ex: Wm)

Proofread carefully



12. Attendant’s Title (Field E)

11 Check the appropriate title of the attendant
2 M.D. (doctor of medicine)

1 D.O. (doctor of osteopathy
O CNM/CM (Certified Nurse Midwife /Certified Midwife)
O C.P.M./L.M. (Certified Professional Midwife /Licensed Midwife)

1 When checking “Other”:

o Write an alternative title
® Father
m Police Officer
m EMS Technician



13. Attendant’s Signature
N

Wrom SIGNATURE 14. DATE SIGNED 15. NP1 (to be compieted by heaithcare agent)
1 None [ Unknown

- Attendant must sign field #13 for:
o Home births
o Births that do not occur in a hospital or birthing facility



14. Date Signed
N

wm SIGNATURE 14. DATE SIGNED 15. NP (o be compieted by heaithcare agent)
[ None [ Unknown

-1 Enter the date the attendant signed the worksheet
-1 Format: Month /Day/Year

omm/dd/yyyy
©01/01/2013



15. NPI

me SIGNATURE 14. DATE SIGNED

15. NP {10 be completed by heathcare agent)
] None [ Unknown

1 NPI stands for the National Provider Identifier

o A unique ID number (required by HIPAA) for covered
health care providers

1 Check “None” if the attendant does not have an NPI



16. Informant’s Name (Fields A,B,C,D)

17. RELATIONSHE TO C
Mother Father Granaparent
Other (Specity)

The informant is the person providing the parents’
personal and demographic information

Clearly print or type the first, middle, and last names
Spell out the name-do NOT use abbreviations (ex: Wm)

Proofread carefully

Enter suffix if applicable

Use abbreviation (Jr.) or Roman numerals (I,11,111,1V, etc.)



17. Relationship to Child

| |
16A. INFORMANT FIRST NAME | 158. MIDOLE NAME 165, LAST NAME 16D. SUSFIX 17. RELATIONSHP® TO CHAD
= Mother CIFather O Grandparent
otner (S )

1 Check the appropriate box to show the informant’s
relationship to the child

o Typically it is the mother or father

1 Check “Other” if the relationship is not listed
0 Specify the relationship



18. Informant’s Signature

% % 5 L Sl
18. INFORMANT SIGNATURE 13. DATE SIGNED
(—

Informant must sign field 18 to confirm accuracy

If the informant cannot sign:
Birth registrar or midwife may sign on their behalf

Must also list his/her title

“Susie Jones, birth recorder, for Mary Jenkins”

Without this signature of approval, a correction
letter will not be accepted



19. Date Signed
N

1 ] 1 —_———
18. INFORMANT SIGNATURE

71 Enter the date the informant signed the worksheet
-1 Format: Month /Day/Year

omm/dd/yyyy
©01/01/2013




20. Mother’s Current Legal Name

SFieIds AiBiCz
-

20A. MOTHER'S CURRENT LEGAL FIRST NAME 208. CURRENT LEGAL MIDDLE NAME 20C. CURRENT LEGAL LAST NAME

20D. MOTHER'S LAST NAME PRIOR TO FIRST MARRIAGE 20E. SUFFIX 21. SOCIAL SECURITY NUMBER

| None unknown

11 Clearly print or type the first, middle, and last names
o Spell out the name-do NOT use abbreviations (ex: Wm)

o Proofread carefully

0 If there is no middle name, leave it blank



20. Mother’s Maiden Name and Suffix

‘Fields DiEi
)

Il
20A. MOTHER'S CURRENT LEGAL FIRST NAME 208. CURRENT LEGAL MIDDLE NAME 20C. CURRENT LEGAL LAST NAME
20D. MOTHER'S LAST NAME PRIOR TO FIRST MARRIAGE 20E. SUFFIX 21. SOCIAL SECURITY NUMBER
L1 None L1 Unknown

71 Enter the mother’s last name prior to her first

marriage
0 Enter suffix if applicable

o Use abbreviation (Jr.) or Roman numerals (I,ILIIL,1V, etc.)



24. Country of Birth
N

22. DATE OF BIRTH (mmiaayyyy) 23 PLACE OF BIRTH = U.3. State or Temriory ‘zx.m:orm-coumr |

1 Enter the country where the mother was born

o Spell out the name completely



21. Social Security Number
N

20A. MOTHER'S CURRENT LEGAL FIRST NAME | 208. CURRENT LEGAL MIDOLE NAME 20C. CURRENT LEGAL LAST NAME
20D. MOTHER'S LAST NAME PRIOR TO FIRST MARRIAGE 20E. SUFFIX 21. SOCIAL SECURITY NUMBER
INone L) Unknown

71 Enter the mother’s Social Security number

11 Check “None” or “Unknown” if applicable



22. Date of Birth
B

|n.mrzovmm;mﬂmm \n.woﬂum-u: State or Terory 24. PLACE OF BIRTH - COUNTRY

-1 Enter the mother’s date of birth
-1 Format: Month /Day/Year

omm/dd/yyyy
©01/01/2013




23. Place of Birth

[:: i 23 PLACE OF BIRTH = U 3. State or Temiory 24. PLACE OF BIRTH - COUNTRY

If the mother was born in the United States:
Enter the U.S. State or U.S. Territory

Some common U.S. Territories include: Puerto Rico, U.S. Virgin
Islands. Guam, American Samoa, or Northern Marianas

Spell out the name completely

If mother was NOT born in the United States:
Leave the field blank



25. Mother’s Education

25. MOTHER'S EDUCATION

What 15 the highes! level of 3ChODING that Fou il hawe COmpieted &L the time of Jetwery T
CHECH e DOX ThE DE ST SeIIrDET FOur COUCISON.  F yDy IFE CUTENTy EArDied, CRECE The DOT TAS MICHIe: The Drevious Jrade of RQhest degree received

8™ grace or less; Of noNe 9™ - 12" grage, no aipioma High school graduate or GED completed Some college credt, but no degree
Associate degree (e.9. AA. AS) Bachelors degree (e.g. BA, AR, B3) Unknown gue 10 parents have lef the Dciity

Masters oegree (e.g MA, MS, MEng. MEQ, MSW, MBA) Doctorate (e.g. PRD, EdD) or Professiondl degree (e.g. MD, DDS, DVM, LLB, JD)
Unknown

1 Check the box that best describes the mother’s
highest completed level of schooling at the time of
delivery

0 If currently enrolled in school, check the box of the
previous completed grade or degree
o If Unknown:

Check either “Unknown” or “Unknown due to parents
have left the facility”




26. Has the Mother Ever Been

Married?
I

26, HAS THE MOTHER EVER BEEN 27. WAS THE MOTHER MARRIED AT DELIVERY, 28. HAS THE FATHER SIGNED AN

MARRIED™ CONCEPTION, OR ANY TIME BETWEEN? ACKNOWLEDGMENT OF PATERNITY?
Ol Yes 01 Refuses Yes NG | Unknown
DYes DINo [ Unknown 3t this tme O No (] Yes, Dtvorced £ Court ordered paternty
1 Unknoan [1 Yes, Watver ACP Date

11 Check “Yes” if mother has ever been legally married

1 Check “No” if mother has never been legally
married



27. Was the Mother Married at Delivery,

Conception, or Any Time Between?
-h

26, HAS THE MOTHER EVER BEEN 27. WAS THE MOTHER MARRIED AT DELIVERY, 28. HAS THE FATHER SIGNED AN

MARRIED? CONCEPTION, OR ANY TIME BETWEEN? ACKNOWLEDGMENT OF PATERNITY?
1 Yes 1 Refused Yes No L) Unknown
DYes [DINO D) Unknown at I tme [ N0 L] Yes, Divorced | Cour CFOMNed patemty
] Unknoan [ Yes, Wahve! ACP Date

11 Check the appropriate box:
2 Yes
1 No
= Unknown
1 Refused
=1 Yes, Divorced
o Yes, Waiver

01 If not married (or of husband is not the father),
answer Question #28



28. Has the Father Signed an
Acknowledgment of Paternity?

26. HAS THE MOTHER EVER BEEN 27. WAS THE MOTHER MARRIED AT DELIVERY,
MARRIED? CONCEPTION, OR ANY TIME BETWEEN?
Yes ] Refuses
Yes MO Unincwan 2t thig tme WO Yes, Divorced
nknoan Yes, Wakver

o This field must be completed if the answer to #27 is:
“No”
“Yes, Divorced”

“Yes, Waiver”

m Answer to #28 must be “Yes,” as waiver and AOP must be
submitted together

1 Only check “Yes” if father has completed the AOP

Complete the “Father’s Section” of the worksheet

1 An AOP or a certified copy of a court order may be
submitted at a later time to add the father



Hospital Paternity Program

Connie Monterrosa



29. Mother of Hispanic Origin?

29. MOTHER OF MISPANIC ORIGIN® (Check ai hat apoly)

L Not Spanish, Hgpanic, of LaSna — Nexcan, Mexican Amanican. Chicand Ll Puerto Rican L Not OblanDie
T Cuban =1 Unknown 71 Refused

Yes, other SpanishHIspanic'Latna (e.g Spaniar, Salvadoran, Dominican, Columbian) Spedfy

11 Check “Not Spanish, Hispanic, or Latina” if mother is
NOT of Hispanic origin

71 Multiple selections may be made if mother is of
Hispanic origin

0 If you check “Yes, other,” please specify



30. Mother’s Race
B

30. MOTHER'S RACE (Check 2l That apply)

= Whie = ASQn Indan = Biack or Afrcan American = Chinege Z ATENCAN INGaN O AIZSED NaTve
Filipino Japanese ! Korean Vetnamess Primary or Envolied Tride

U Native Hawalan Guamanian of Chamomo Samoan Agational Trive,

U Refused £ Mot Ottinabie ] Other Pacific islander O Omer Asian Agamona Trioe,

[ Other (Specity) (Specty), (Specty), Agaiional Trioe

(Spectty) (Specty), . (Specty), Urknoan

11 Check each appropriate box

o Multiple boxes may be selected

o If American Indian or Alaska Native, enter the
primary tribe and up to 3 additional tribes

o For Arizona tribes, please check field 37 for spelling

0 If you check “Other,” please specify (up to 6)



31. Mother’s Residence Address

3. MOTHER'S RESIDENCE ADDRESS Complete number, sireel, Jpt. & Non USA Aooress 32 STATE or U.S. termiory of CONa3n province
Do nat ety nry roule namBen

AJaress Line 1 AL @

Agaress Line 2

If the address is not in the U.S., check the Non USA
Address box, and write in the name of the country

Enter the house # and full name of the street where
mother permanently resides during time of birth

Include type of street (street, road, avenue, etc.)
Include apartment or unit #
Describe location, if applicable

One mile east of post office

Do NOT use P.O. box in this field



32. STATE or U.S. Territory or
Canadian province

3. MOTHER'S RESIDENCE ADDRESS Complete number, sireel. 2pl. & NOn USA ASeis 32 STATE or U.S. termicry of CANaan provinge
Do not enter nary ke AamDens

Agaress Line 1 Agi m

ASXels Ling 2

If the mother’s permanent residence is in the U.S,,
enter the name of the state or territory

If the mother’s permanent address is in Canadaq,
enter the name of the province

If mother’s residence is in a different country, leave
it blank

Spell out the name completely



33. ZIP Code

1. P CODE M. CImy 35. COUNTY (0.0 Manicopa, Pima, Pinal, ¢ic.) 34, INSIDE CITY LIMITS?
| Yes | NO | Unknown

01 Enter ZIP Code if mother lives in the U.S.
o1 If Mother’s address does not have a zip, enter “99999”

0 If mother’s residence is outside of the U.S., enter the
appropriate postal code



34. City

} A
33, ZiP CODE M. CITY 35. COUNTY (¢4, MICODA, Pima, Pinal, ¢ic.) 36, INSIDE CITY LIANTS?
Yes NO Unknown

Enter the town or city where the mother lived at the
time of birth

If mother’s residence is outside of the U.S., enter the
name of the city

Spell out the name completely



35. County

3. 2P CODE M. CITY 35. COUNTY (.9 Maricopa, Pima, Pal, #iC.) 34, INSIDE CITY LIMITS?
Yes NO Unknown

Enter the county where the mother lived at the time
of birth

If mother’s residence is outside of the U.S., enter the
name of the state province

Spell out the name completely



36. Inside City Limits?
N

3. ZiP CODE u¥.Cmy 35. COUNTY {e.q. Maricopa, Pima, Pinal, #ic.) 35, INSIDE CITY LIMITS?
CYes D[N0 [ Unknown

11 Check “Yes,” “No,” or “Unknown”

0 If mother’s residence is outside of the U.S,, field is
not required



3/. Is Mother’s Residence in an AZ
Tribal Community?¢
-*

37,15 MOTHER'S RESIDENCE IN AN AZ TRIBAL COMMUNITY? CiYes Line
¥ Yes, check goiy one

T Ak Chin indlan Communy 1 Camp Verde Yavapal Apache T Cocopan Tripe [ Colorado River Ingian Troes

L Fort Moave Tribe L1 FL McDOwed MORave-Apache Communty L Gita River indian Communiy (Pima) L Havasupal Trbe

C Hopl Tribe 0 Hualpai Tribe C Kaibad Band of Palute ingian C Navajp Trioe

[ Pasqua Yaqui (] Prescofl Yavapal ndan Communty [ Quechan Trbe [ Saft Rover indian Community (Pima)

= San Caros Apache Troe 0 San Juan S0. Paute Bang L Tonto Apache L Tohono C'anam Tride (Papago)
T White Mountain Apache Trice (Fort Apache)

1 Check “Yes” or “No”

0 If “Yes,” check the box for the correct tribal
community name

o Only check 1 box



38. & 39. Mother’s Mailing Address

38, MOTHER'S MAILING ADDRESS Complete nUMDET, streel ApL. # or P.O. Box = NON USA Agoress
(D0 Aot enter Ny route RLTDETS)

39. MAILING ADORESS SAME AS RESIDENCE?
Aooress Line 1 OYes ONo
Aooress Line 2_

o1 Fill out if mailing address is different - Check “Yes”

than residence MR
or “No
o If the same, skip to #39

o If not in the U.S., check the Non USA
box, and write name of the country

1 Enter the # and full name of the street

o Include type of street (road, avenue, etc.)

0 Include apartment or unit #

o P.O. Boxes are ok for mailing address only



40. STATE or U.S. Territory or
Canadian province

40. STATE (U.S. temiory of Canadian provinge ) 41. 232 CODE 42 CITY

If the mother’s mailing address is in the U.S., enter
the name of the state or territory

If the mother’s mailing address is in Canada, enter
the name of the province

If mother’s mailing address is in a different country,
leave it blank

Spell out the name completely



41. ZIP Code

42. CITY

Enter ZIP Code if mother’s mailing address is in the

U.S.
If Mother’s address does not have a zip, enter “99999”

If mother’s mailing address is outside of the U.S.,
enter the appropriate postal code



42. City

40, STATE (U.S. temitory or Canadian province) 41. 219 CODE Itz CITY |

71 Enter the town or city of the mother’s mailing

address

o |If mother’s address is outside of the U.S., enter the
name of the town or city

11 Spell out the name completely



43. Prior Pregnancy Information

43, PRIOR PREGNANCY INFORMATION

Numbeér of prévious live Dirths now hing = NOne
Numbér of Ive birhs now ceceased [ None
Date of last Ive Dirh (Mmyy)yy)

NUMDE( Of OINET PREgNINCY OUIOmes ) NOne

Date of last other pregnancy cutcome (mavyyyy)

44 CHILD BIRTHING INFORMATION
APGAR score § minutes

£1 Birth weight in grams
L] BIrth weight In pOUnds.OUNCes
= Unknown

APGAR score 10 minutes

] Birth ikngth in Inchés
L) Birh iength in cenDmmeters
O Unknoan

71 Enter total number of previous live-born infants
1 Do NOT include this infant

o If zero, check the “None” box

71 Multiple deliveries:

o1 Include all live-born infants before this infant in the

pregnancy




43. Prior Pregnancy Information

-

43, PRIOR PREGNANCY INFORMATION

Numbeér of prévious live Dirths now hing = NOne
Numbér of Ive birhs now ceceased [ None
Date of last Ive Dirh (Mmyy)yy)

NUMDE( Of OINET PREgNINCY OUIOmes ) NOne

Date of Last CENer PregNaNCy CUSCOMe (MmYYYY)

44 CHILD BIRTHING INFORMATION
APGAR score § minutes

£1 Birth weight in grams
L] BIrth weight In pOUnds.OUNCes
O Unknown

APGAR score 10 minutes

] Birth ikngth in Inchés
L) Birh iength in cenDmmeters
0 Unknoan

71 Enter total number of previous live-born infants now

dead

2 Do NOT include this infant

o If zero, check the “None” box

71 Multiple deliveries:

o Include all live-born infants before this infant in the
pregnancy who are now dead




43. Prior Pregnancy Information
N

-

41, PRIOR PREGNANCY INFORMATION 44 CHILD BIRTHING INFORMATION

Number of previous ive DIrts now hving C None APGAR score Sminutes APGAR score 10 minutes
Numbérof lve DI nowoeceased [ None £ Birt weight In grams [ Birn lengmh in Inches
Date of iast Ive birth (mmyYyyy) {) Birth weight In pounds.ounces (1 Birth length in centmeterns
NumDEr Of Ot DREgNINCY OUICOmes 0 None O Unknown O Unknown

Date of Last CENer PregNaNCy CUSCOMe (MmYYYY)

1 Enter the date of the last live-born infant

o Include live-born infants now living and now dead
- Format: Month /Year

o0 Mm/yyyy
0 01/2013

o If none, leave blank



43. Prior Pregnancy Information
N

43, PRIOR PREGNANCY INFORMATION 44 CHILD BIRTHING INFORMATION

Numbér of prévious live DIrths now Iving O None APGAR score Sminutes APGAR score 10 minutes

Numbér of Ive DS now Ceceased [ None £ Birt weight In grams 1 BIrn iength in Inches
Date of last Ive birth (mmyyyyy) {) Birth weight In pounds.ounces [ Birth length in centmeters
NumDEr Of Ot DREgNINCY OUICOmes 01 None O Unknown O Unknoan

Date Of a5 CENET PAEGNANCY CUtcOmE (MEVYYYY)

o1 Enter the total number previous pregnancy losses that
did not result in a live birth

0 Includes losses of any gestation age
m spontaneous, induced, ectopic, etc.

o If zero, check “None”

71 Multiple Deliveries:

o Include all losses before this infant in this pregnancy and
previous pregnancies



43. Prior Pregnancy Information
N

43, PRIOR PREGNANCY INFORMATION 44 CHILD BIRTHING INFORMATION

Numbér of prévious live DIrths now Iving O None APGAR score Sminutes APGAR score 10 minutes

Numbér of Ive DS now Ceceased [ None £ Birt weight In grams 1 BIrn iength in Inches
Date of last Ive birth (mmyyyyy) {) Birth weight In pounds.ounces [ Birth length in centmeters
NumDEr Of Ot DREgNINCY OUICOmes 01 None O Unknown O Unknoan

Date Of a5 CENET PAEGNANCY CUtcOmE (MEVYYYY)

o1 Enter the total number previous pregnancy losses that
did not result in a live birth

0 Includes losses of any gestation age
m spontaneous, induced, ectopic, etc.

o If zero, check “None”

71 Multiple Deliveries:

o Include all losses before this infant in this pregnancy and
previous pregnancies



43. Prior Pregnancy Information
N

-

4. PRIOR PREGNANCY INFORMATION 44, CHILD BIRTHING INFORMATION

Numbér of prévious live DIrths now Iving C None APGAR score Sminutes APGAR score 10 minutes

Numbér of Ive DIMs now Ceceased (1 None L] Birth weight In grams [ Birth length in Inchés
Date of last Ive birth (mmyyyyy) L] Birth weight in pOUNdEoUNCes L[] Birh ength in centmetens
NumbD# Of Ot [regnancy Guicomes 0 None T Unknown O Unknown

Date of Last CENer PregNaNCy CUSCOMe (MmYYYY)

01 Enter date that the last pregnancy the did not result in a
live birth ended

o Includes losses of any gestation age
m spontaneous, induced, ectopic, etc.

-1 Format: Month/Year

o Mm/yyyy
o 01/2013

o If none, leave blank




44, Child Birthing Information

e

4). PRIOR PREGNANCY INFORMATION 44 CHILD BIRTHING INFORMATION
Number of previous Iive Dirhs now hing O None APGAR score § minutes APGAR score 10 minutes

Numb&f of Tvé DS Now 0&Ceased ] None [ Birth weight in grams ] 8irh length in Inches
Date of last Fve Dirh (mmyYyyy)

| BN weight In pounds.ounces (1 BIrn length n centmeters
NumMDer Of OIS FrEgNINCY SUICOmes 01 None = Unknown O Unincan

Date Of L3St OINE! PAEGRINCY OUICOME (MEVYYYY)

o1 Enter the infant’s APGAR score at 5 minutes
o1 If the score is less than 6, enter score at 10 minutes

o1 If the score is 6 or more, 10-minute score not needed

o If child was born without an attending healthcare agent,
write “Unknown’”

1 APGAR Score can be zero for live births
o If infant died before 5 minutes

o If infant was resuscitated after 5 minutes



44, Child Birthing Information
N

43. PRIOR PREGNANCY INFORMATION 44 CHILD BIRTHING INFORMATION

Number of previous Iive Dirhs now hing C None APGAR score Sminutes APGAR score 10 minutes

Numbér of Ivé DITS NOW Seceased [1 None [] Birth weight in grams 1 8irn length in Inches
Date of last Ive Dirn (mmyYyyy) [ Birth weight In pounds.ounces L] Birn length in centimpters
Number Of Ot pregnancy outcomed ] None T Unknown O Unknown

Date Of 136! CENE! PAEGRINCY CLICOME (MVYYYY)

11 Check how weight was measured
o Grams
01 Or pounds/ounces

01 Enter the weight

0 If child was born without an attending healthcare
agent, check “Unknown”



44, Child Birthing Information

43. PRIOR PREGNANCY INFORMATION 44 CHILD BIRTHING INFORMATION

Number of previous Iive Dirhs now hing C None APGAR score Sminutes APGAR score 10 minutes

Numbér of Ivé DITS NOW Seceased [1 None [] Birth weight in grams 1 8irn length in Inches
Date of last Ive Dirn (mmyYyyy) [ Birth weight In pounds.ounces L] Birn length in centimpters
Number Of Ot pregnancy outcomed ] None T Unknown O Unknown

Date Of 136! CENE! PAEGRINCY CLICOME (MVYYYY)

11 Check how length was measured

1 Inches

1 Or centimeters
71 Enter the length

0 If child was born without an attending healthcare
agent, check “Unknown”



45. Plurality

45, PLURALITY &6 PRENATAL INFORMATION
Snge Trple Qumhupet “eplupiet Norupiet Undecapie! Da%e & nOrmal menges Degan (Mm/adyyYy)
Twin Quadrupie! Serupiet Octuplet Decaplet Ducdecaciet Date of part Of G2te uNknown
T not engie, please spedy (FIEL sec0nd. third, eic) Obstelric estimate of gestation: Compieted weels Unknoan

Enter the total number of fetuses delivered at any
time in the pregnancy-regardless of gestational age

Include live and dead fetuses delivered at different
dates in the pregnancy

Do NOT include “Reabsorbed” fetuses

Not delivered (expulsed or extracted from the mother)

Enter this infant’s place in the birth order

Leave blank for single births



46. Prenatal Information

45, PLURALITY &4 PRENATAL INFORMATION

Snge Triphet Cumtupiet Seplupie! Nonupiet UnSeCIpie! Date 38! normal menges Degan (mmiadyyyy)
Tatn Cuadrupie! Serupiet Cctupiet Decagiet Cundecagiet Date or part of date unknown
I not 6Ngie, please specTy (FIrsl, s2cong, hird, it ) Obstetric estimate of gestation: Compieted weels Unknoan

Enter the date the mother’s last normal period began

If all or part of the date is unknown, check the box and enter
as much of the date as possible

Format: Month/Day /Year

mm/dd/yyyy
01/01/2013

Enter obstetric estimate of gestation

This best estimate should be based on all perinatal factors
and assessments (early ultrasounds preferred)

Should not be based solely on menses and date of birth



4/. Total Prenatal Visits

47. TOTAL PRENATAL VISITS 43. DID MOTHER GET WIC FOOD FOR HERSELF DURING THIS PREGNANCY?
(F none, enter 0" Unknoan Yés NO Unknoan

Date of first prenatal vis® (mmiodyy] Date or part of date unkrown Was Ihe prenatal record used for compietion of birth ceruScate” Yes [0 No

Date of las! prenatl visit (Mmmodyy) Date or part of daie unknown

Prenatal Care begins when a health care professional
first examines/counsels on the pregnancy

All information must come from medical records
Enter number of prenatal care visits (in record)

Enter the dates of the first and last visits (in record)

If all or part of the date is unknown, check the box and enter
as much of the date as possible

Format: Month/Day /Year

mm/dd/yyyy
01/01/2013



48. Did Mother Get WIC?
S

47. TOTAL PRENATAL VISITS 45. DID MOTHER GET WIC FOOD FOR HERSELF DURING THIS PREGNANCY?

s (¥ none, enter "U°) [J Unknown OYes CNo [ Unknown

Date of first prenatal vist (mmiadyy) T Date or pan of date unknown Was e prenatal record used for compietion of Dirth ceracate” O Yes [ NoO

Date of Last prenatyl visit (mmodyy) i Date of part of date unknown

11 Check “Yes,” “No,” or “Unknown”

1 Check “Yes” or “No” to indicate whether or not you
used the prenatal record to complete the
information on the birth certificate



49. Mother was Transferred from

Another Facility (Fields A,B)
-

FACILITY FOR MATERNAL OR FETAL INDICATIONS FOR DELIVERY?

49A. MOTHER WAS TRANSFERRED FROM ANOTHER 4908. IF YES, SPECIFY NAME OF FACILITY (no acromyms
Yes NO

1 Check “Yes” only if mother was transferred from
another birthing facility or hospital prior to delivery
to give birth at your facility

Enter the name of the facility she was transferred from
in #49 B.

m Spell out the name (No acronyms)

1 Otherwise, check “No”

Always check “No” for home births
Leave #49 B. Blank



50. Infant was Transferred to Another

- Facility (Fields A,B)

S0A. INFANT WAS TRANSFERRED TO ANOTHER FACILITY WITHIN 24 HOURS OF S08. IF YES, SPECIFY NAME OF FACILITY (no 2cronyms
DELNVERY?

Yes NO

1 Check “Yes” only if infant was transferred from your
birthing facility or hospital after delivery to another
facility

Enter the name of the facility infant was transferred to

in #50 B.

w Spell out the name (No acronym:s)

1 Otherwise, check “No”

Always check “No” for home births
Leave #50 B. Blank



51. Principle Source of Payment for

This Deliver
-—

51. PRINCIPLE SOURCE OF PAYMENT FOR THIS DEUVERY (Check one)

DAHCCCS OmsS OPmateirsuance DiSeiPay D Unknown [ Other (spechy)

01 Check one of the options:
0 AHCCCS
o HIS
o Private Insurance
o Self-Pay

21 Unknown

o Other
w Specify other payer

m Ex: Other Government Program (federal, state, local)



52.-63. Father’s Information

Enter information if:
Mother was married at conception, birth, or between

Or mother is not married, but paternity is established
AOP (Acknowledgement of Paternity)

Court order

Leave fields blank if:

Mother is not married and paternity is not established

If mother refuses to give father’s information:
Enter “Husband’s Information Refused” in field #52 A.

Leave the other fields blank



52. Father’s Current Legal Name

(Fields A,B,C,D)
-

o1 Clearly print or type the first, middle, and last names

Spell out the name-do NOT use abbreviations (ex: Wm)

Proofread carefully
0 If there is no middle name, leave it blank

1 Enter suffix if applicable

Use abbreviation (Jr.) or Roman numerals (I,11,111,1V, etc.)



53. Social Security Number
N

S2A. FATHER'D CURRENT LEGAL FIRIT MAME £28. CURRENT LEGAL MIDDLE MAME £2C. CURRENT LEGAL LAST NAME £20. SUFRIX

53, SOCIAL SECURITY NUMBER \u.mr:ormmmmnm S5 PLACE OF BIRTH - U.S. State of Temicry | 56. PLACE OF BIRTH - COUNTRY
L None L Unknown

71 Enter the father’s Social Security number

11 Check “None” or “Unknown” if applicable



54, Date of Birth

E2A FATHER'S CURRENT LEGAL FIRIT NAME £28. CURRENT LEGAL NUDDLE NAME S£2C. CURRENT LEGAL LAST NAME
53, SOCIAL SECURITY NUMBER 54, DATE OF BIRTH (mm/adyyyy) || 55 PLACE OF BIRTH - U.S. State or Temtory
L None L Unknown

£6. PLACE OF BIRTH - COUNTRY

-1 Enter the father’s date of birth

-1 Format: Month /Day/Year

omm/dd/yyyy
©01/01/2013




55. Place of Birth

$2A. FATHER'S CURRENT LEGAL FIRIT NAME £28. CURRENT LEGAL MIDDLE NAMSE £2C. CURRENT LEGAL LATT NAME £20. IUFFIX

£3. SOCIAL SECURITY NUMBER 54. DATE OF BIRTH (mm/adyyyy) S5. PLACE OF BIRTH - U.S. State o Termiory §6. PLACE OF BIRTH - COUNTRY

L None L Unknown

If the father was born in the United States:
Enter the U.S. State or U.S. Territory

Some common U.S. Territories include: Puerto Rico, U.S. Virgin
Islands. Guam, American Samoa, or Northern Marianas.

Spell out the name completely

If father was NOT born in the United States:
Leave the field blank




56. Country of Birth
B

S2A. FATHER'S CURRENT LEGAL FIRIT MAME £28. CURRENT LEGAL MIDODLE NAME £2C. CURRENT LEGAL LADT MNAME £20. JUFRAIX

53. SOCIAL SECURITY NUMBER 54. DATE OF BIRTH (mmJ/ddyyyy) £5. PLACE OF BIRTH - U.S. State or Termicry S6. PLACE OF BIRTH - COUNTRY

L None L Unknown

71 Enter the country where the father was born

o Spell out the name completely



5/. Father’s Education
=

£7. FATHER'S EDUCATION

What i the highes! level of schocdng Tt you wil have compieted at the tme of delvery”
Check the Dox That Des! JesCrDes your ¢OuCa30n. IF you fe cumenty enrplied, check the Dox that NSCates e previous grade of Nighes! Jegree received

£" grace or less; Of nONe ¢* - 12* grage, no aploma High school graduate of GED compieted Some college Credt. DUt nO Oegree
Assochite gegree (e.g. AA AS) Bachelor's degree (e.g. BA_ AB, BS) Unknown due 10 parenss have left the Sty

MASiers degree (6.0 MA, M3, MEng, MEd, MSW, MBA) Doctorate (.9 PhD, EAD) or Professonal degree (e.9. MD, DDS, DVM, LLB, JO)
Unknown

-1 Check the box that best describes the father’s
highest completed level of schooling at the time of
delivery

0 If currently enrolled in school, check the box of the
previous completed grade or degree
o If Unknown:

Check either “Unknown” or “Unknown due to parents
have left the facility”



58. Father’s Mailing Address

Fill out if father’s mailing address is different than
the mother’s

If the same, check the box and skip to #62

If not in the U.S., check the Non USA box, and write
name of the country

Enter the # and full name of the street
Include type of street (road, avenue, etc.)
Include apartment or unit #

P.O. Boxes are ok for mailing address only



59. STATE or U.S. Territory or
Canadian province

| 59, STATE (U.S. temiory or Canadan orovince I §0. 1P CODE §1. CITY

If the father’s mailing address is in the U.S., enter the
name of the state or territory

If the father’s mailing address is in Canada, enter
the name of the province

If father’s mailing address is in a different country,
leave it blank

Spell out the name completely



60. ZIP Code

$5. STATE (U.S. temiory or Canadan orovince Ifo 21P CODE §1. CITY

Enter ZIP Code if father’s mailing address is in the
U.S.

If Father’s address does not have a zip, enter “99999”

If father’s mailing address is outside of the U.S,,
enter the appropriate postal code




61. City

55, STATE (U.S. temiony or Canadan orovince) €0 21P CODE I 1. CITY I

71 Enter the town or city of the father’s mailing address

0 If father’s address is outside of the U.S., enter the
name of the town or city

11 Spell out the name completely



62. Father of Hispanic Origin?

62. FATHER OF MHISPANIC ORIGINT (Check 20 that 2ppYy)

NO! Spanigh, HIEpINIC, OF L3NG Mencan, Mexcan Amencan, ChCIND | Pusnio ican [ Mot COLENIDe
O Cudan = Unknown 0 Refused

Yéi, ot SpanghMHispanic LG (¢.§. Spaniard, Sava00nan, Dominican, Columblan) S

11 Check “Not Spanish, Hispanic, or Latino” if father is

NOT of Hispanic origin

71 Multiple selections may be made if father is of
Hispanic origin

0 If you check “Yes, other,” please specify



63. Father’s Race

63 FATHER'S RACE (Check all hat apply)
~ Whee — AsDn In@an 1 BQck or ATrican American _. Chinese L Amencan Indan or ALSLI NaTve
O Fillpino T Japanese T Korean T Vietnamese Prmary or Enfolied Tribe
MNatve Hawalan Guamanian or Chamaro Samoan Agational Trice
Refused Not ObGainabie | Other Pacific Islander Other Asian Agational Tride_
O Cener (Spectty) (Specty), (Specty), Asamonal Trie,
(Spedtty) (Specty) (Specty), . [ Unknown

11 Check each appropriate box

o Multiple boxes may be selected

o If American Indian or Alaska Native, enter the
primary tribe and up to 3 additional tribes

o For Arizona tribes, please check field 37 for spelling

0 If you check “Other,” please specify (up to 6)



64. Medical Risk Factors for This

Pregnanc
-b

&4, MEDICAL RISK FACTORS FOR THIS PREGNANCY (Check al that appiy)

L Diaoetes U Hyperiension U Previous preterm DIrth (< 37 compieted weels Qestation)

01 Prepregnancy (DIagnoss pror 1o this pregnancy) o Prepregnancy (Chronic) 0 Ofhes Previous DOOL PrEgnancy Outcome (INCIuGES DIty Geath,
(] Gestanonal (DIIGNOSIS In his pregnancy) [ G$1330n31 (PIM, preeciampsla) EMal-for-gesiationy age/irtautenne groath resricted Lirh)
0 Eclampsia
(& wmmmmwmmammmm} M3 T MOINET N3J 3 Previous CesImnean oelvery?

Femuty-enhancing arugs, ATTRC IRgemindson of INraudenne NEemInason C1Yes  If Yes, how many
lmmmpg N VD RITIZITON (IVF), gamete INrataIopan ransfer (GIFT) .- -

11 Check all that apply

o If none apply, check “None of the above”



64. Medical Risk Factors for This

Pregnanc
-b

£4. MEDICAL RISK FACTORS FOR THIS PREGNANCY (Check al that appiy)

L Diabetes O Hypefension 2 Prévious pretérm DIrth (= 37 compieted weels Qastation)
71 Prepregnancy (DIagnoss priod 10 This pregnancy) [ Prepregnancy (Chronic) 01 Other previous pOOT Pregnancy OUtcome (INCu0Es pEanatl deam,
) Gestationdl (Diagnosis In this pregnanty) U Gestatondl (PIH, preeciampsla) SMA-Or-geslaliond Qe Intrautenne growth resnicled birh)
7 Eclampsia
L Pregnancy resuned from INfErtIty Medemant, (If CReCcked, Check 3 sub Réms It 20ply) ML Thé MOMNET N 3 Previous CesIman Selvery”
SPWM.MWNMW O Yes If Yes, how many
0 Asgsied reproductive technology [£.9.. I vitro SrTiizasion (TVF)L gamete Intrafaidopian ranster (GIFT) 0 No 5
[ None of the D0

11 Check the “Diabetes” box if the mother has a
glucose intolerance requiring treatment

1 Check one of the following (do not check both):
O Prepregnqncy (Diagnosis prior to this pregnancy)

1 Gestational (Diagnosis during this pregnancy)



64. Medical Risk Factors for This

Pregnanc
-b

&4. MEDICAL RISK FACTORS FOR THIS PREGNANCY (Check al that appiy)

L Diaoetes I Hyperension 2) Prévious preterm DInn (< 37 compieted weeks gestation)
0 Prepregnancy (DIagnoss pnor 10 TS pregnancy) O Prepregnancy (Cheonic) 01 OMer previous POOr Pregnancy Outcome (INCIU0Es DEANILY Seath,
{1 Gestational (DIagNOs!s In this pregnancy) [ Gestazonal (PIH, preeciampsia) SMA-Orgesiationdl 3geInrautennd growth restricied timn)

0 Eclampsia

L Pregrancy nesulted rom inferily reatment, (If checked, check 31 sub Rems that 2oply) HIE T MOINET N3J 3 Previous CEInan Oelviry?
:rwm.mmumm CYes If Yés, how many
1 ASSENI reproductive MeChnoiogy [€.4.. I VD RTIEZINON (IVF), gamel Intrafaiopian ransier (GIFT) [ No &

[ None of the Dove

1 Check the box if the mother has an elevated blood
pressure above normal for age, gender, condition

1 Check one of the following (do not check both):
2 Prepregnancy (Chronic, diagnosed prior to this pregnancy)

1 Gestational (PIH or preeclampsia, diagnosed during this pregnancy)

O] EC|C1mpSiCI (protein in urine with seizures or coma)

1 May be checked with either Prepregnancy or Gestational



64. Medical Risk Factors for This

Pregnanc
-b

£4. MEDICAL RISK FACTORS FOR THIS PREGNANCY (Check al that appiy)
L Diadétes  Hypertension |:mmm:-nmmm;

mmwnum ~ Prepregnancy (Chronic) 7 Oer Previous pOOr Pregnancy OUECOme (INCIudes PErnatyl Seath,

Gestational (DiagNosss In this pregnancy) L) Gesazond (PiH, presdampdld) SMA-Or-geslaliond Qe Intrautenne growth resnicled birh)
0 Eclampsia
L PIegrancy resulléd om Nienity Melemert (If CReChed, Chicl M Sub témd It 20ply) HIE T MOINET N3J 3 Preavious CEIMnan Delviry”?
O Feuity-¢nnanding arugs, ATTC REAMInISn OF INTIUNNNE NEEMINITON CYes It Yés, how many
U ASESND reproductive WChNoIOgy [#.9.. IN VITD STIZITON (TVF), GamMets INrafaiopian Tansier (GIFT) 0 No

C None of The 200w

1 Check “Previous preterm birth” if:

0 previous pregnancy(ies) ended in a live birth after less than
37 weeks gestation

1 Check “Other previous poor pregnancy outcome” if:

0 Previous pregnancy(ies) continued into 20™ week resulting in:
® Perinatal death
w Small for gestational age
® Intrauterine-growth-restricted birth



64. Medical Risk Factors for This

Pregnanc
-b

&4. MEDICAL RISK FACTORS FOR THIS PREGNANCY (Check al that appiy)

L Diavetes CI Hypenension 0} Prévious Dreterm DIrh (< 37 compieted weelks Qeetation)
71 Prepregnancy (DIagNOSS prod 10 TS pregnancy) T Prepregnancy (Cheonic) 71 OMer previous PO Pregnancy outcome (INCudes Pernatyl Seath,
mmnuw [ GEs1a%003l (PIM, preeciampsia) SMal-for-gesiationdl ageintrautenne groath resincled Lirh)
0] Eclampsta
L] Pregnancy resulted rom NTerity eltmant, (If ChECked, CHeCh 31 sub tems hat 20pty) HIE T MOINET N3J 3 Previous CEIMnan Delviry”?
:me.mmﬂwm OYes If Yes, how many
1 ASEENWD Neproductive MeChNOIOgY [€.4.. I VIO STIEZITON (IVF), gamele INrafiopian wansier (GIFT) [ No i
[ None of the 00ve

1 Check box if any assisted reproduction technique was
used to initiate pregnancy

0 If yes, check all sub items that apply

o Fertility-enhancing drugs, Artificial Insemination, or
Intrauterine Insemination

0 Assisted reproductive technology
® In Vitro Fertilization (IVF)
m Gamete Intrafallopian Transfer (GIFT)



64. Medical Risk Factors for This

Pregnanc
-b

64, MEDICAL RISK FACTORS FOR THIS PREGNANCY (Check 3l that 2ppiY)

[ Diaoetes [l Hypernension C Previous preterm DIfth (< 37 completed weels Qestation)
1 Prepregnancy (DIgROSS prior 10 TS pregnancy) ~ Prepregnancy (Chronic) T Ofher Previous OO PrEgRancy OUCome (INCILUGES PEANItY Seath,
(1 Gestanonal (DIIGNOSIS In TS pregnancy) [] Gestat0nal (PIH, preeciampsia) SMAI-Tor-gestationdl 2gRINTAUtENNE QoW restricted Birm)
0) Eclampsia
[ Pregnancy resulted from nferity relement, (If CHEcked, Check 3 sud fems that 20ply) M8 the MOher Nad 3 Previous Cesarean oelvery”
[ Femmty-ennancing arnugs, ASECN INGeminIoon of INrautenne NSeminascn CYes IMYes.howmany

1) ASEEd reproductive 1eChnOOgy (€ g.. N viro Rertization (IVF), gamete INtrafaioplan ranster (GIFT) #] .

1 Check “Yes” if mother has had a previous pregnancy

end in a cesarean delivery

o If yes, enter the number of cesareans prior to this
delivery

1 Check ‘No” is mother has never had a cesarean
delivery



65. Infections Present and/or Treated

During Pregnanc
-b

71 Refers to infections present at start of pregnancy or
confirmed diagnosis during pregnancy

o1 Documentation of treatment is adequate if definitive
diagnosis not in medical record

11 Check all that apply:
o1 Gonorrhea
o Syphilis
o Chlamydia
0 Hepatitis B
0 Hepatitis C
o If none, check “None of the above”



66. Onset of Labor

66. ONSET OF LABOR (Check 2l that appiy
Yes U No L Premature rupture of e membrangs (prolonged, »= 12 hours Yes L No U PrecipRous QDOr (< 3 hours) Yés U NO L Proionged Ladof (== 20 hours)
NOfe of the above

If none, check “None of the above”

If “Yes” is checked for 1, “Yes” or “No” must be checked
for each of the other 2

Check “Yes” for all that apply (do not check both
Precipitous and Prolonged):

Premature rupture of the membranes
Water broke 12 or more hours before labor began

Precipitous Labor

Labor lasted less than 3 hours

Prolonged Labor

Labor lasted for 20 hours or more



67. Characteristics of Labor and

Deliver
-_

€7. CHARACTERISTICS OF LABOR AND DELIVERY (Check ail tThat apply)

Yes [1 No [ Induction of labor Yes [1 NO D) Augmentation of 1abos
Yes [1 No[J Non-vertex presentation Yes T NO T Sieroids (GILcocoricoids) for fetd ung maturaton recelved Dy the mother pror to Oelvery
Yes 1 Nol Mmmwnmmw Yes (1 NO [l ModerateMedvy meconium sianing of the amniotc fuld

Yes [1 NoD mm?mum? ' rmmummmnum«mmmumw
matemal temperature » C (100.4° F) citative measures, further %1l assessment, OF operative delvery

Yes U NO L EpiOural Of sDINAI anesTasia Qunng Lacor

11 Check all that apply

o If you check “Yes” for 1, you must select “Yes” or “No”
for each of the others

0 If none apply, check “None of the above”



67. Characteristics of Labor and

Deliver
-_

€7. CHARACTERISTICS OF LABOR AND DELIVERY (Check ai tThat apply)

Yes T No T Augmentation of Labor
L MO NOT-veriel precentano Yes 17 No [T Steroids (glucocoricoids) for fetal lung maturation recelved Dy the mother pror 1o delvery
Yeés (1 No 1 AnSbiotcs recelved Dy e mOther Suring aoor Yes 1 No [ Moderatehedvy meconium sianing of the amniotic fiud
Yes {1 NoD mm?m Lador or Yes (1 No ) Fetal intolerance of Dbor such Tiat one of more of e Tolowing 3cDONS Was ke IN-USero
matemal temparature » = 38° C (1004 F) resuscitative measures, further %13l assessment or operalive delvery
Yes U No L Eploural or spinal aneshesla during Lacor L] None of the above

1 Check “Yes” if:

o1 Medications were given or procedures to induce labor

were performed before labor began



67. Characteristics of Labor and

Deliver
-_

€7. CHARACTERISTICS OF LABOR AND DELIVERY (Check ail tThat apply)

Yes [0 No D Inducton of labor Yes O No D of Labor

Yes [0 No [0 Non-vertex presentalion ; = - ) for fetal ung MatUraton recelved DY the Mother pror 1o delvery

Yes {1 No [} Anfbiotics recelved by the mother during Lador Yes 1 No [ Moderatehedvy meconium sianing of the amniotic fiud

Yes {1 NoD mm?m Lador or Yes (1 No ) Fetal intolerance of Dbor such Tiat one of more of e Tolowing 3cDONS Was ke IN-USero
matemal temparature » = 38° C (1004 F) resuscitative measures, further %13l assessment or operalive delvery

Yes U No L Eploural or spinal aneshesla during Lacor L] None of the above

1 Check “Yes” if:

o1 Medications were given or procedures performed to

reduce time to delivery after labor began



67. Characteristics of Labor and

Deliver
-_

€7. CHARACTERISTICS OF LABOR AND DELIVERY (Check ail tThat apply)

Yes T1 No T Augmentation of Labor
Yes T NO T SIr0IGS (GCOCOMCOIdS) for fetal lung Mturaton received Dy ihe MOther pror 1o Gelvery
Quring Lador Yes (1 No (! Moderateheavy meconium staining of the amniodc fud

'ru:J Nor mw moror Yes J NO [ Fetal intolerance of DDOr such Mat oNe Of More of e folowing 3CHONS Was ke IN-LNero
matemal temperature » *C(100.4" resuscitative measures, further %elal assessment or operalive delvery
Yes O No D wuwmmm L) None of e above

1 Check “Yes” if:

01 Presentation was anything other than the upper and back
part of the infant’s head during the active phase of
labor, or during delivery



67. Characteristics of Labor and

Deliver
-_

&7. CHARACTERISTICS OF LABOR AND DELIVERY (Check 2l that apply)

Yes [1 No [ inducton of labor

Yes [1 No [ Non-vertex presentation

Yes [ No[] ANSDIOECS received by the mother Suring Lador !

Yes {1 NoDd cnumm?m«lm?wu Yes (1 No () Fetal intolerance of DO such That 0ne of more of the folowing 3chHons was Laken: In-utero
matemal temparature = = 38° C (100.4" F) resusCitatlve Measures, fUrher %1al JSSEESTENt, OF OPErative delvery

Yes U No L Eploural of spinal aneshesia aunng Lanor L] None of the above

Yes 71 No T Sieroids (GlucOCOrBcoids ) o fetal ing maturation received Dy the mother pror to delvery |

1 Check “Yes” if:

o Steroids were given to the mother prior to delivery to
accelerate fetal lung maturation in anticipation of a
preterm delivery

1 Do not check “Yes” if steroid medication was given
to mother as an anti-inflammatory treatment



67. Characteristics of Labor and

Deliver
-_

€7. CHARACTERISTICS OF LABOR AND DELIVERY (Check ail tThat apply)

Yes [0 No D induction of labor Yes T No T Augmentation of Labor

Yot T NO T SE0ios (QIuCcOCOricoids ) for fetal ung maturaton recelved Dy the mother pror 1o delvery
Yes | No [ Moderateheavy meconium staning of the amniotic flud

Yes (1 No [0 Fetal intolerance of GbOr such Tiat one of more of e Tolowing 3CDONS was Laken IN-Utero

| matemal temperature » = 38° C (100.4° F) recuUSCILative Measures. Urher %13l ASSEEEMENt, Of Operative defvery
Yes [ No LI Epicural of spnal aneshesia durning laoor L1 None of the above

1 Check “Yes” if:

o Antibacterial medications given to mother systematically

between onset of labor and delivery



67. Characteristics of Labor and

Deliver
-_

€7. CHARACTERISTICS OF LABOR AND DELIVERY (Check ail tThat apply)

Yes [0 No [ Induction of labor Yes O Hu:“ mdm
Yes [ No [ Noo-vertex presentation £ O Mo & :
Yes [ No [ mmwnmmw
Yes 11 No [ mm m?
MM empEranre *C(1004° F)

3 mmmwmwmm
Yes D No D w'ﬂ'wmmm L] None of the above

1 Check “Yes” if:

o Usually clear amniotic fluid is stained a greenish color
due to the passage of fetal bowel contents during labor
and /or at delivery



67. Characteristics of Labor and

Deliver
-_

&7. CHARACTERISTICS OF LABOR AND DELIVERY (Check 2l that apply)

Yes [1 No [ Induction of labor Yes 1 No D) Augmentation of labor

Yes 11 No T Stecoids (GucocorBicoids) for fetal ung maturation received Dy the mother pror 1o delvery
Yes (1 NO [l ModerateMedvy meconium sianing of the amniotc fuld
Yes () NO ) Fetal intolerance of @DOr such Tiat one Of More of e ToIowing 3CUONS Was taken IN-utero

resuscitative measures, furher %etal 3ssesSment, of operative
L] Nong of the abowe

1 Check “Yes” if:

o1 Clinical chorioamnionitis diagnosed during labor by
delivery attendant

® Usually includes more than 1 of the following:

= Fever, uterine tenderness and /or irritability, leukocytosis, and
fetal tachycardia

o Maternal temperature is recorded at or above

100.4F/38C



67. Characteristics of Labor and
Deliver
-_

€7. CHARACTERISTICS OF LABOR AND DELIVERY (Check ail tThat apply)

Yes [0 No D Induction Of Labor

Yes 11 No D Augmentation of Labor
Yes [1 No [ Non-vertex presentation

Yes 01 No D w[w;mmwmmnnmmnm

Yes 1 No [l Mmmwnmmm 2 cpe i g of o -

Yes [ No D mmm?m«lm? Ves m rmmuwmmmmmumwmmMM
matemal temperature » C (100.4" F) mmmmmwmm

Yes U No L Eploural of spinal aneshesia aunng Lanor .

1 Check “Yes” if any of the following actions were taken:
o In-Utero Resuscitative Measures

® Maternal position change, oxygen administration to mom,
intravenous fluids to mom, amnioinfusion, support maternal blood
pressure, administration of uterine relaxing agents

1 Further Fetal Assessment

® Scalp pH, scalp stimulation, acoustic stimulation
o Operative Delivery
m Forceps, vacuum, or cesarean



67. Characteristics of Labor and

Deliver
-_

€7. CHARACTERISTICS OF LABOR AND DELIVERY (Check ail tThat apply)

Yes [0 No D induction of labor Yes T No T Augmentation of Labor

Yes [0 No [0 Non-vertex presentalion Yot T NO T SE0ios (QIuCcOCOricoids ) for fetal ung maturaton recelved Dy the mother pror 1o delvery

Yes {1 No [} Anfbiotics recelved by the mother during Lador .l -

Yes [0 No D mm?mm?mu Yes 1 No [ Fetal intolerance of GOOC such Tiat one of more of the Tolowing 3CDONS was taken IN-Utero
matemal temparature » = 38° C (1004 F) resuscitative measures, further %13l assessment or operalive delvery

Yes O No I Epigural of spinal aneshesia duning Laoor

1 Check “Yes” if:

o1 Mother received a regional anesthetic to control the

pain of labor

® Administered to limit its effect to the lower body



68. Maternal Morbidity

68, MATERNAL MORBIDITY (Check 2 that apply) 1Occumng 24 howurs defore getvery OF within 24 howr's of oeivery)

Yes [ Noll Maternal ransfusion Yes L1 No L] Unplanned hystenectomy Yes U0 No [l Third or fourth degree pennedl Laceration
4 MEASA 10 Inlensive Care unit Yés U NO U Ruptured utérus Yés U No O Unplannéd Operating room procédune DIOWING Selwidy

71 Refers to serious complications experienced by the
mother associated with labor and delivery

Occurring within 24 hour before, or 24 hours after
delivery

1 Check all that apply

If you check “Yes” for 1, you must select “Yes” or “No”
for each of the others

o If none apply, check “None of the above”



68. Maternal Morbidity

£8. MATERNAL MORBIDITY (Check al that apply) (Occurmng 24 howrs before Gelvery o witnin 24 howrs of ceivery)

Yes () No L Maternal ransfusion Yes £ No [ Unplanned hysterectomy Yes U No [l Third or fourth oegree pennedi Laceradon
3 & Care unit Yés O No L) Ruptured utérus Yes U No U Unplannéd OPErating room procedure Hoaing Sedvery
[ WOk of e JDOVE

1 Check “Yes” if:

o1 Mother received a transfusion of whole blood or
packed red blood cells associated with labor and
delivery



68. Maternal Morbidity

Yes [ No D Maternal ransfusion
Yes O No U Aomission © ntensive Care unit
L None of the JDOWe

Yes U No [l Third or fourth gegree pennedl Iaceradon
Yes D No D Unplannéd operating room procedure Diowing oelvery

1 Check “Yes” if:

o1 Mother endured a surgical removal of the uterus that

was not planned prior to admission

¥ Includes anticipated but not definitively planned
hysterectomies



68. Maternal Morbidity

£8. MATERNAL MORBIDITY (Check al that apply) (Occurng 24 howrs before delvery o within 24 hours of ceivery)

Yes 1) No D Maternal transfusion Yes £ No [ Unplanned hysterectomy Yes ) No [l Third or fourth Gegree pennedl [aceradon

Yes O No U Aomission © ntensive Care unit Yeés O NO O Ruptured utérus ] o ]
[ WOk of e JDOVE

1 Check “Yes” if:

01 Mother has a 3™ degree laceration that extends

completely through the perineal skin, vaginal mucosa,
perineal body, and anal sphincter

m 4™ degree includes all of the above with extension through
the rectal mucosa



68. Maternal Morbidity

£8. MATERNAL MORBIDITY (Check all that apply) (Occurmng 24 howrs before aelvery o within 24 hours of ceivery)
A ) Yes O No [0 Unplanned hysterectomy Yes U No [l Third or fourth gegree pennedl Iaceradon

Yes O No U Aomission 1 ntensive Care unit Yeés O NO O Ruptured utérus Yes U No U Unplannéd OPErating room procedure Hoaing Sedvery

1 Check “Yes” if:

o1 Any admission, planned or unplanned, of the mother to
a facility or unit designated to provide intensive care



68. Maternal Morbidity

68, MATERNAL MORBIDITY (Check 2l 1hat 2pply) 1Occurmng 24 howurs Detore Oevery OF within 24 hours of celvery)

Yes [ No D Maternal ransfusion - Yes U No [l Third or fourth gegree pennedl Iaceradon
Yes O No U Aomission © ntensive Care unit Yes U No U Ruptured uterus Yes U No O Unplannéd ODErating room procedure DcaIng oelvily
L None of the JDOWe

1 Check “Yes” if:

o1 There was tearing of the uterine wall



68. Maternal Morbidity

£8. MATERNAL MORBIDITY (Check all that apply) (Occurmng 24 howrs before aelvery o within 24 hours of ceivery)

Yes [ No D Maternal ransfusion Yes O No [0 Unplanned hysterectomy - -
Yes O No U Aomission © ntensive Care unit Yeés O NO O Ruptured utérus IV“[J No O mmmmmml

L None of the JDOWe

1 Check “Yes” if:

o1 Mother was transferred back to the surgical area for an

operative procedure that was not planned prior to
admission for delivery

® Does not include tubal ligations



69. Congenital Anomalies of the Child

469, CONGENITAL ANOMALIES OF THE CHILD (Check 21 That 2ppdy)

O ARENCEDIAYY W Spna Baaa T Cyanotic congenital Peart disedss
OMPINOOEE CHTLID WITh OF WENROUE CIeN LS
. HyPos TS mmmmnmmmmumm;

= Doam WFM xnnommmmmnmm SUSPECIET CRrCMOSOMA QSO0 (1T CRACRed.

1 Refers to malformations of the newborn

o Diagnosed prenatally or after delivery

11 Check all that apply

01 If none apply, check “None of the anomalies listed
above”

0 “Unknown at this time” is available, but it should
rarely be used



69. Congenital Anomalies of the Child

€9. CONGENITAL ANOMALIES OF THE CHILD (CReck 20 Thae 2ppdy)

o Anencephaly * Meangomysooee / Spna B = Cyanotic congeniial heart Sisease £ Congentar dLhRgMIte hemi
© Omphaoote Gasroscnss £ AR W of wenous et e £ Gt paine a0ne
B DOUR SYNICIG (7 CROGRIG, 35 B30T 070 DR MUNtDe Chochen) | | ] SUSpOcsd CECROSOT OCION (i CROCROS, B IBa8t O SUD-AEM AT D6 CROEED)

| Karyotype confirmed | KaryQlype pendng Karyotype confrmed L Karyotype penang

-

71 Please note: if you select “Down Syndrome” or
“Suspected chromosomal disorder™:

o You must also select “Karotype confirmed” or
“Karotype pending”



69. Congenital Anomalies of the Child

69. CONGENITAL ANOMALIES OF THE CHILD (Chack 3 !hat 2pply)
O Angnchphaly Wrmm C Cyanotic congerial hian diseass C Congenia NrIGTITC Nem
) OMmphaoose [ Cieft LIp w7 OF WENOUT Cf PILXE [ CieRt palace JoNe
L Hypospasas wmwmmmmmurﬂml L Unknoan 3t thig tme
"Dun"ma (7 CRACRR0, ! 38! 0N DT8M MU De Checied) T SUSpECed ChTOMOSOMAl GEOMORT (7 CHECRed. 31 IS ONE SLD-IEM MUE! D Checied)
| Karyotype confirmed | Karyolype pendng Karyolype confrmed L Karyotype pending
T NONe Of The an0OMales Isted aDOve

11 Please refer to the National Center for Health
Statistics (NCHS) for more detailed information
about the listed congenital anomalies



/0. Obstetric Procedures

70. OBSTETRIC PROCEDURES (Check all hat 20piy)

Cenical cerciage Tocolyss Exiemal cephalc vertion SLCCessty Faind None of the above

Medical treatments/procedures performed to treat
this pregnancy or manage labor and/or delivery

Check all that apply

Cervical Cerclqge (banding or suture of cervix to treat or prevent
passive dilation)

TOCO|)'SiS (giving medication to inhibit preterm contractions and extend
pregnancy)

External Cephdnc Version (external manipulations to try to
convert non-vertex to a vertex presentation)

Check “Successful” or “Failed”

If none apply, check “None of the above”



/1. Method of Delivery

71. METHOD OF DELIVERY

A, Was Oelivery with forceps attempled but unsuccessiul? Yes 0 No O B. Was deiivery with vacuum extraction atlempled but unsuccessfu? Yes U No O
C. Fﬂlmlw[cudnl D. mmmmﬂmy {Cmdw]
] Cephabc | Breech ] Other 1 Vaginal'Spontaneous 1 VaginaiForceps ov
.:coumn rmmamuww "!"ﬂ [l NO

71 Refers to the physical process that caused the
complete delivery of the fetus

-1 Every section must be completed
oAB C, D



/1. Method of Delivery

" () Cephaiic . Breech [1 Other |0 VaginalSpontanecus 01 VaginaiForceps owv
U1 Cesarean ¥ cesarean, was 3 Irial of laDor alempled” [ Yes [INo

1 Check “Yes” if:

11 Obstetric forceps were applied to the fetal head in an

unsuccessful attempt at vaginal delivery



/1. Method of Delivery

71. METHOD OF DELIVERY

A, Was Oelivery with forceps attempled but unsuccessiul” Yes O No O
C. Fetal presentalion & birth (Check one) »
[ Cephabc ] Breech 1 Other ) Vaginal'Spontaneous 0 VaginalForceps ov

1 Check “Yes” if:

o1 Ventouse or vacuum cup was applied to the fetal head

in an unsuccessful attempt at vaginal delivery



/1. Method of Delivery

Yes O Mo D B. Was deiivery with vacuum extraction atlempled but unsuccessfu? Yes U No O

D. Final route and method of delvery (Check one)
£ Vaginal'Spontaneous 01 VaginaiForceps owv
U1 Cesarean ¥ cesarean, was 3 Irial of laDor alempled” [ Yes [INo

1 Check one:
o1 Cephalic
= Vertex presentation

o Breech
w Breech presentation

o Other

® Any other presentation not listed above

= Shoulder, transverse lie, etc.



/1. Method of Delivery

71. METHOD OF DELIVERY

A, Was Oelivery with forceps attempled but unsuccessiul” Yes O No O
C. Fetal presentalion & birth (Check one)

[ Cephabc ] Breech L Other

11 Check one:
0 Vaginal /Spontaneous
0 Vaginal /Forceps
o Vaginal /Vacuum

1 Cesarean

u If cesarean, was trial of labor attempted

w Must check “Yes” or “No”’



/2. Abnormal Conditions of the
Newborn

72. ABNORMAL CONDITIONS OF THE NEWBORN (Chect 31 That 2pply) (Occumng within 24 hours of delvery)

Yes ) No [0 Assisted ventilaton required mmedialely folowing delvery Yes [0 No [ Assisted ventia®on required for more tan six hours
Yes L) Mo L) NICU aomission Yes (1 No [l Newdorm given surfactant replacement therapy
Yéd L NO L AAIDIONCS recehved Dy T NewDOM fOf SUSDECIEd N0 S&DES Yés L NO L) Seune OF SéN0us REUIDgIc Jysfuncion?
Yes O No D Significant birth injury [skeietal racture(s), perpheral nerve Njury, SO TSSUe OF 50 OMQan NEMOMTagE which requines Intervention]

[ & Dt Yy |

01 Refers to disorders or significant morbidity
experienced by the newborn

11 Check all that apply

o If you check “Yes” for 1, you must select “Yes” or “No”
for each of the others

o If none apply, check “None of the above”



/2. Abnormal Conditions of the

Newborn
N

72. ABNORMAL CONDITIONS OF THE NEWBORN (Chect ail that apply) (Occurmng wihin 24 hewrs of delvery)
Yes [ No [0 Assisted veniiiation required Immediately foliowing delivery Yes [ No[) Assisted ventiation required for moce tan six hours

Yes | lloi mm Yes [ No mwmww

Yes m anmmmmummmmmummmw
u’ruqlﬂcﬂn

71 Note: If you select “Yes” for “Significant birth
injury,” you must specify the injury



/2. Abnormal Conditions of the

Newborn
N

72. ABNORMAL CONDITIONS OF THE NEWBORN (Chact 3l That apply) (Occuring within 24 hewrs of delvery)

Yes (1 NO[] AsSiSted ventilaoon required Mmediatedy T0Iowng delvery Yes [ No ) Assisted ventiaton required for more than six hours
Yes [ No L) NICU admission Yes [1 No [l Newdom given surtactant replacement therapy
Yés [ No [ AMDIONCS receved by I newDOm ff SUSpECcted NEONItY Sepss Yes (1 No[) Seizure of senous neuroiogic dystunclion?
Yes ) No (] Signficant birth injury [skeietal fracture(s), perpheral nerve Njury, S0% TS50 Of §0Id OMgaN NEMOITIAGE Which requires Intervention]

If Yes (specity)
T Nofe of the J00ve

1 Please refer to the National Center for Health
Statistics (NCHS) for more detailed information
about the listed abnormal conditions



/3. Cigarette Smoking Before and

During Pregnanc
-b

7. CIGARETTE SMOKING BEFORE AND DURING PREGNANCY T4, MOTHER'S HEIGHT AND WEIGHT

Fease arsaer B pach B perod The average number o Coaretie: Der Say. (F none, erter 0 C Note 1 pact = 20

CIQaNTIrs) MOTWMrEREQR el nches

T Newer £moked N Melme Number of Cigarettes Per Day MOSher's prepregnancy weight pounds
Three Months Before Pregnancy . Firs! Three Montng of Pregnancy . — ) >
Second Three Monthe of Third Tnmesier of

o If mother has never smoked, check “Never smoked
in lifetime” and leave the lines blank
0 If mother has ever smoked, answer all 4 questions

o1 Even if mother quit long before pregnancy, fill in zeros
for all 4 questions



/4. Mother’s Height and Weight
N

73. CIGARETTE SMOKING BEFORE AND DURING PREGNANCY T4. MOTHER'S HEIGHT AND WEIGHT
Fease snsaer B each Dme period the verage numBer o CoareDies Der 82y (F none, ender 0" Note | pact = 20

Careties) MOTWMrEght el _Inches
O Newe! emoked N iMetme Number of Cigarettea Per Day Mother's prepregnancy weight pounds
Theee Monthe Betore Pregnancy | First Theee MOntg OF Pregnancy . . '
Second Three Months of Pregnancy Third Trmeser of Pregnancy

o All fields are required

71 Only enter whole numbers (No fractions or decimals)
01 Enter mother’s height in feet and inches
01 Enter mother’s weight before pregnancy in pounds

o Enter mother’s weight immediately prior to delivery in
pounds



/5. Immunization

75. IMMUNIZATION
Vaccination #1 (Check one of the choices Deiow)

[ HBIG (Hepatits B immune Giobulin) Hepatiis B Other E [ Unknoam
She — check one Of e choites DEOW

[] Thigh, Left Deitoia, Left [) Forearm, Right Oral
[ Thigh, Right — Deitoid, Rignt LI Forearm, Left O Other = Unknown

MInuTaCtures — Check One OF The ChOIGES DEow
L0 Glaxd SmEh King 0 Merck L Other

Proviger (Persoms) Name L Provicer Tite

(MD.. D.O.. RN, Other)

1 Up to 2 vaccinations may be recorded on the
worksheet

o1 Same rules apply to both fields (Vaccination #1 and
Vaccination #2)

0 If vaccine was given, must complete all sections

o If no vaccinations were completed, check “None”



/5. Immunization

75, IMMUNIZATION
Vaccination #1 (Check ore of the choices Deiow)
] HBIG (Hepatits B immune Giobulin | Hepa®
Stie — check oné Of e Choites DElow
[1 Thign, Left Destoid, Left [) Forearm, Right

[IThigh Right Ll Dettcid Right L) Forearm, Left

MInuTaCtures — Check One OF The ChOIGES DEow
0 Gl SmEn Kine 1 Merck L Other

Provider (Persoms) Name

(MD., D.O.. RN, Other)

0 If vaccination was administered, you are required to:
o1 Select which type of vaccination was given

1 Enter the date it was administered



/5. Immunization

75. IMMUNIZATION
Vaccination #1 (Check one of the choices Deiow)
[ HBIG (Hepatitis B immune Giobulin) Hepais B

Stie — check oné Of e Choites DElow

[] Thign, Left Dedtoid, Left [) Forearm, Right |
] Thigh, O Dedtola, D) Forearm, Left

MInuTaCtures — Check One OF The ChOIGES DEow
0 Gl SmEn Kine 1 Merck L Other

Proviger (Persons) Name

(MD.. D.O.. RN, Other)

0 If vaccination was administered, you are required to:

o1 Select the site where vaccination was administered

o1 Enter the Lot Number of the vaccine



/5. Immunization

75. IMMUNIZATION
Vaccination #1 (Check ore of the choices Deiow)
[] HBIG (Hepatits B immune Giobulin) [ Hepatiis B

Shie — check oné of e choices Delow
[ Thign, Left ] Dedtoid, Let [) Forearm, Right

O Tnigh Right L) Detold Right ) Forearm, Left

MInuTaCtures — Check One OF The ChOIGES DEow
U Glaxd SmEn Kiine | Mérck L O

Provider (Persoms) Name

(MD., D.O.. RN, Other)

0 If vaccination was administered, you are required to:

11 Select the manufacturer of the vaccine



/5. Immunization

75. IMMUNIZATION
Vaccination #1 [Check one of the choices Delow)
) HBIG (Hepatitis B immune Giobulin) Hepattis B

Stie — check oné Of e Choites DElow

[] Thigh, Left Deoid, Left [) Forearm, Right
{1 Tnigh, Right O Deftcid, Rignt ) Forearm, Left

MInuTaCtures — Check One OF The ChOIGES DEow
L0 Glaxd SmEh King 1 Merck L Other

Provider (Persoms) Name H Provider Tite (HD.Q.O..M.OHH(]I

0 If vaccination was administered, you are required to
report:

1 Provider who administered the immunization

® Must be the name of a person, not a facility

o Title of person who administered the immunization



/76. Medical Record Number
N

76. MEDICAL RECORD NO.

Chlig's Medcal Record Mothers MeSical Recoi

71 May contain letters and numbers

1 Should reflect how you label /organize your files



Registered By:

Registered by [please print or type):

Name:

PRore Mumber

Should be completed my the midwife who is
registering the record

If no medical professional attended the delivery,
should be completed by the parents who are
registering the birth

Important to include a phone number



Frequently Asked Questions



Why do we only have 7 days to

register a birthe
B

11 / calendar days to submit a complete
Certificate of Live Birth Worksheet

0 If mailed, the postmark serves as the
date submitted




Can worksheets be sent via fax or

email?
N

-1 Before a record can be registered
electronically, we must collect live

signatures on the Certificate of Live
Birth Worksheet

1 You may deliver the Certificate of
Live Birth Worksheet in person or by
mail




Can we register births through the

State Office of Vital Records?
e

01 By rule, births should be registered in
the county where the birth occurred

01 If that county does not perform birth
registration functions, then the birth
should be registered with the state




What if the birth is not registered

within 7 days?
N

71 Requirements for a late birth
registration attended by a midwife:

11 Completed Certificate of Live Birth
Worksheet

m Signed by attendant and informant

11 Copy of medical records related to the
child’s birth

0 A letter (on letterhead) attesting to the
validity of the information submitted

m Signed by midwife

o Additional documents may be required



What if the parents do not want to

register the birth?
B

11 Statute requires that all births that
occur in Arizona be registered

71 Rule makes a midwife responsible for
registering any birth that they attend
o1 You must submit the Certificate of Live

Birth Worksheet, even if it is against the
parents’ wishes

o If this occurs, contact the county and
work with them to register the birth




Do we have to use the new 2003

Standard Worksheet?
e

o As of January 1, 2014, the State
Office of Vital Records requires all
births to be registered with the 2003
Standard Certificate of Live Birth
Worksheet

o1 The information being collected is
different

o Older forms will no longer be accepted




Why does the worksheet require so

much personal and medical data?
B

1 The National Center for Health
Statistics (NCHS) creates standards
for the Certificate of Live Birth

o Includes required fields and instructions
to complete those fields

o Our statute requires us to adhere to
NCHS’s standards

01 The information is used to monitor the
health of the country, and to create
programs to improve health

o WIC, Breastfeeding, etc...




How long do | have to keep a copy of the

Worksheet and supporting documents?
B

-1 The worksheet and supporting
documents should be retained for 10
years

0 These documents contain sensitive,
personal information and should be
retained in a secure location




What if | identify a mistake after the

record is registered?
N

0 If there is an error in the demographic
info, the parents will need to amend the
record through the county or state

7 If you submit an error in the medical
information, you can submit supporting
documents and a correction letter on
letterhead containing the following:

o Date of letter
o1 Child’s name, D.O.B., mother’s maiden name
o Explanation of the error

1 Correct information

o1 Name, signature, and title of the midwife



When is it appropriate to check

“unknown’” on the worksheet?
B

71 The National Center for Health Statistics
determines what data we collect, and
analyzes the results to create policies
and programs

o It is vital to give them accurate and
complete information
o When they suspect our data is not accurate

or complete, they send a report, and we
must provide verification

0 “Unknown” should only be checked if
you truly cannot obtain the information
from medical records or the family




Are we required to submit the parents’

social security numbers?
B

11 Social security numbers are required
by statute

0 If you have the parents’ social security
number in your possession, you are
required to report it as the person
registering the birth

o The “unknown” checkbox should only
be used when the parent refuses to
give their social security number, and
you have no way to obtain it




Who is eligible to receive a certified

copy of birth certificate?
B

1 The most common “Authorized Agents”
include:

o Parents

o Grandparents

o Legal guardian (of minor child)
o Adult brothers and sisters

o Adult children




How do you apply for a certified copy

of a birth certificate?
B

71 Applications can be submitted to the
State or any of the counties who issue
birth certificates

o In person, via mail, or Vital Check

11 The following items are required:
o Signed application

o Valid government issued ID

= or notarized signature on application
o Proof of eligibility
o Payment




Helpful Tips & Information

Please make sure the information you submit on the
Worksheet is completed neatly

The fillable form is the best way to ensure the
information is legible

If you cannot use the fillable form, please print clearly
in black ink

We do not share personal information
We are bound by confidentiality

The data we report does not contain personal,
identifiable information
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