






We gratefully acknowledge the contributions of the medical records 

staff, physicians and midwives, funeral directors, lawyers and court 

clerks for their help in collecting and providing us with this data. 

We also recognize the 251 town and city clerks, who are our local 

registrars. Without them, these analyses of Vermont’s vital 

statistics would not be possible. 

Vermont Department of Health 

108 Cherry Street, PO Box 70 

Burlington, VT 05402 healthvermont.gov 

(802) 863-7300

































































































































































































































































































































































28. MOTHER TRANSFERRED FOR MATERNAL MEDICAL OR FETAL INDICATIONS FOR DELIVERY?    □   Yes      □   No

IF YES, ENTER NAME OF FACILITY MOTHER TRANSFERRED FROM: ___________________________________________________________ 

29. MOTHER’S WEIGHT  AT DELIVERY 

         _________ (pounds)     

 30a. FETAL PRESENTATION AT DELIVERY 

□ Cephalic 

□ Breech 

□ Other 

31. MATERNAL MORBIDITY (Check all that apply)
(Complications associated with labor and delivery) 

□ Maternal transfusion 

□ Third or fourth degree perineal laceration 

□ Ruptured uterus 

□ Unplanned hysterectomy

□ Admission to intensive care unit 

□ Unplanned operating room procedure following
delivery 

□ None of the above 

32. CONGENITAL ANOMALIES OF THE FETUS 
(Check all that apply) 

□ Anencephaly 
□ Meningomyelocele/Spina bifida 
□ Cyanotic congenital heart disease
□ Congenital diaphragmatic hernia 
□ Omphalocele 
□ Gastroschisis 
□ Limb reduction defect (excluding congenital 

amputation and dwarfing syndromes)
□ Cleft Lip with or without Cleft Palate 
□ Cleft Palate alone 
□ Down Syndrome

□ Karyotype confirmed
□ Karyotype pending 

□ Suspected chromosomal disorder
□ Karyotype confirmed
□ Karyotype pending 

□ Hypospadias 
□ None of the anomalies listed above 

30b.  FINAL ROUTE AND METHOD OF DELIVERY (Check one) 

□ Vaginal/Spontaneous 

□ Vaginal/Forceps 

□ Vaginal/Vacuum 

□ Cesarean 
If cesarean, was a trial of labor attempted? 

□ Yes □ No 
30c. HYSTEROTOMY/HYSTERECTOMY 

□ Yes □ No 

33. WEIGHT OF FETUS (grams preferred, specify unit) 

       ________________________   
□ grams □ lb/oz

34. OBSTETRIC ESTIMATE OF GESTATION AT DELIVERY

             __________________________ (completed weeks) 

35. CAUSE/CONDITIONS CONTRIBUTING TO FETAL DEATH
35a.  INITIATING CAUSE/CONDITION 

(AMONG THE CHOICES BELOW, PLEASE SELECT THE ONE WHICH MOST LIKELY  BEGAN THE 
SEQUENCE OF EVENTS RESULTING IN THE DEATH OF THE FETUS) 

Maternal Conditions/Diseases (Specify) ____________________________________ 

____________________________________________________________________ 

Complications of Placenta, Cord, or Membranes 

□ Rupture of membranes prior to onset of labor 

□ Abruptio placenta

□ Placental insufficiency

□ Prolapsed cord

□ Chorioamnionitis 

□ Other (Specify)__________________________________________ 

 Other Obstetrical or Pregnancy Complications (Specify) ______________________ 

___________________________________________________________________ 

Fetal Anomaly (Specify)  _______________________________________________ 

___________________________________________________________________ 

 Fetal Injury (Specify)  __________________________________________________ 

 Fetal Infection (Specify) ________________________________________________ 

 Other Fetal Conditions/Disorders (Specify) _________________________________ 

____________________________________________________________________ 

□ Unknown

35b.  OTHER SIGNIFICANT CAUSES OR CONDITIONS  

(SELECT OR SPECIFY ALL OTHER CONDITIONS CONTRIBUTING TO DEATH) 

Maternal Conditions/Diseases (Specify) ____________________________________ 

____________________________________________________________________ 

Complications of Placenta, Cord, or Membranes 

□ Rupture of membranes prior to onset of labor 

□ Abruptio placenta

□ Placental insufficiency

□ Prolapsed cord

□ Chorioamnionitis 

□ Other (Specify)__________________________________________ 

Other Obstetrical or Pregnancy Complications (Specify) ______________________ 

___________________________________________________________________ 

Fetal Anomaly (Specify)  _______________________________________________ 

___________________________________________________________________ 

 Fetal Injury (Specify)  __________________________________________________ 

 Fetal Infection (Specify) ________________________________________________ 

 Other Fetal Conditions/Disorders (Specify) _________________________________ 

____________________________________________________________________ 

□ Unknown

36. ESTIMATED TIME OF FETAL DEATH 

□ Dead at time of first assessment, no labor ongoing 

□ Dead at time of first assessment, labor ongoing 

□ Died during labor, after first assessment

□ Unknown time of fetal death

37a.  WAS AN AUTOPSY PERFORMED? 

□ Yes     □ No     □ Planned 

37b.  WAS A HISTOLOGICAL PLACENTAL  
          EXAMINATION PERFORMED? 

□ Yes     □ No     □ Planned 
 37c.  WERE AUTOPSY OR HISTOLOGICAL PLACENTAL EXAMINATION RESULTS USED  IN DETERMINING THE CAUSE OF FETAL  
           DEATH?   

□ Yes □ No

38. METHOD OF DISPOSITION: 

□ Burial       □   Cremation       □   Hospital Disposition     □   Donation       □  Removal from State       □  Temporary Storage       □  Other (Specify)___________________________________________ 

39a.  ATTENDANT’S NAME AND TITLE 

  NAME:   ________________________________________ 

  TITLE (Check one):  

□ MD    □ DO    □ CNM/CM    □ LICENSED MIDWIFE 

□ OTHER (Specify)________________________________ 

39b.  ATTENDANT’S LICENSE  
         NUMBER 

         _____________________ 

40. NAME AND TITLE OF PERSON  COMPLETING REPORT

 NAME:  ____________________________________________ 

 TITLE (Check one):  

□ MD    □ DO    □ CNM/CM    □ LICENSED MIDWIFE 

□ HOSPITAL ADMINISTRATOR

□ OTHER (Specify)__________________________________ 

41. DATE REPORT COMPLETED

        _______/ ______ / ________ 
           MM          DD         YYYY 

IF REMAINS ARE RELEASED TO A FUNERAL DIRECTOR OR OTHER PERSON, A BURIAL-TRANSIT PERMIT MUST BE COMPLETED. 
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